
AAFP Definitions for Policy Statement, Position Paper
and Discussion Paper
See also:

AAFP Public Statements

. Policy Statement, Definition

. Position Paper, Definition

. Discussion Paper, Definition

Academy policy is determined by the Board of Directors and the Congress of Delegates. There are
four vehicles by which Academy policy is articulated:

1 . Minutes of the meetings of the Board of Directors
2 . Transactions of the Congress of Delegates
3 . Policy Statements
4 . Position Papers

When policy statements and position papers are under consideration, they are termed "draft" and
become policy only when the Board of Directors or Congress of Delegates approves them.

Policy Statement, Definition
The term policy statement is used to designate a straightforward statement or declaration of Academy
policy on a particular topic or topics. Such statements usually are short and concise and do not include
background information or discussion relative to the policy. A policy statement generally would not
quote facts and figures developed by outside sources and would not utilize a bibliography.

Position Paper, Definition
The primary distinction between a policy statement and a position paper is that a position paper is far
more comprehensive than a simple declaration of the Academy's policy on a particular topic or topics.
A position paper does set forth the Academy's policy on one or more topics. However, as the term
implies, a position paper also contains background information and discussion in order to provide a
more complete understanding of the issues involved and the rationale behind the position(s) set forth.
A position paper frequently cites outside sources and may include a bibliography.

Discussion Paper, Definition
In addition, documents are sometimes prepared which attempt to more fully explain specific issues.
These documents are called discussion papers and are defined as follows:

A discussion paper may originate from various sources, including commissions/committees and staff,
and is produced for the purpose of providing balanced information on a particular topic without
espousing a particular Academy position. A discussion paper does not stand by itself as a statement of
AAFP policy but may be used to formulate a policy statement or position paper.

Prior to April 1995, the Academy's nomenclature and definitions for policy documents were different
from the above definitions. Accordingly, policy documents produced prior to April 1995 might not



conform to the above definitions and would have been classified as policy statements, position
statements or white papers.

AAFP Mailing List Policy

. Promoting CME Activities

. Other Promotional Mailings

. Research/Survey Projects

The American Academy of Family Physicians has contracted with INFOCUS Marketing to
exclusively handle all external facets of its member list rental program. Please refer all list inquiries,
count requests, and list orders to INFOCUS Marketing as noted below:

Phone Number: 800-708-LIST (5478)

Fax Number: 866-708-LIST (5478)

Email Address: sales@InfocusMarketing.com

Website: www.InfocusMarketing.com

The American Academy of Family Physicians' data card can be accessed online at:
http://www.infocusmarketing.com/datacard.aafp

Criteria:

Promoting CME Activities
The AAFP list may be purchased for one-time use by organizations wanting to promote a CME
activity to AAFP members. If the CME activity offers AAFP credit, please include a copy of the
official credit approval form received by the AAFP CME Accreditation Department. The list may be
purchased without AAFP accreditation under the guidelines explained in the following section. No
reference to AAFP can be made within the promotional materials without prior AAFP approval
through INFOCUS Marketing. A list for the names of members who will attend a CME activity is not
available.

The AAFP encourages organizations to offer AAFP CME accreditation. AAFP members, who are
required to earn AAFP Prescribed credit, will look for the official AAFP accreditation statement when
deciding to attend a CME activity. To learn more about the AAFP CME accreditation process, please
visit the CME Accreditation section of our Web site or call the CME Accreditation Department
toll-free at 1-866-274-7850.

Other Promotional Mailings
A list for registrants at the AAFP Scientific Assembly (annual meeting), may be provided at the rate
set forth in these guidelines to organizations and individuals requesting them for the purpose of
marketing a program, product, or service. However, before a list is made available, the proposed piece
will be reviewed by the AAFP in its final state through INFOCUS Marketing. The decision as to
whether a list will be provided shall be determined solely on the basis of whether:

. The piece promotes a program, product, or service that reasonably can be expected to be of
interest to AAFP members by virtue of its relevance to the clinical and socioeconomic
practice of medicine or education of future physicians.

. The piece is tastefully designed and does not make claims that have no basis in fact.

. To the best of the AAFP's knowledge, the sponsor of the piece is reputable and can be
expected to provide the service or product promoted in the mailing piece in accordance with
the language therein.



Research/Survey Projects
A list may be provided at the rate set forth in these guidelines to organizations and individuals
requesting them for the purpose of involving AAFP members in surveys and research projects. The
decision as to whether a list shall be provided for such surveys or research projects will be determined
by the AAFP Marketing Research Department, through INFOCUS Marketing, on the basis of the
following guidelines:

1 . The request must be made by a reputable person or organization.
2 . The survey instrument must be designed to produce valid and reliable results.
3 . The request must clearly state the objectives of the study and indicate the intended use of

the results. If results are to be published in any fashion, including electronic media, the
participants in the study are to be informed.

4 . The potential results should:

a . Significantly add to the body of knowledge in the medical field, particularly family
medicine, and

b . Have a positive benefit for the membership of the AAFP.

5 . The AAFP Marketing Research Department is required to review and approve a complete
copy of all pieces. This includes:

a . All cover letters/materials soliciting members to participate (if there are multiple
communications, all follow-up must be included.) If the results are to be published,
the participants in the study should be informed in the cover letter.

b . A final copy of the survey instrument.
c . Copies of all envelopes (including BREs) used in correspondence with AAFP

members. These may be scanned and emailed as a .pdf or faxed.
d . Any other pieces that will be received by members on the list.

Note:

. The Academy will not sell its list for telephone or facsimile solicitations.

. Permission to use the list for promotion or a research/survey project in no way implies an
endorsement by the American Academy of Family Physicians.

. All mail pieces are subject to the approval of the AAFP, who reserves the right to reject any
request at any time.

(1986) (July Board 2010)

AAFP Mission Statement
See also:

Family Physicians' Creed
The Mission of the American Academy of Family Physicians is to improve the health of patients,
families, and communities by serving the needs of members with professionalism and creativity.
(2004) (2009 COD)

AAFP Promotions: Print Advertorials
See also:



Direct-to-Consumer Advertising of Infant Formula

Direct-to-Consumer Advertising of Prescription Drugs

Advertising: Youth Products

Alcohol Advertising and Youth (Position Paper)

The AAFP has promoted family medicine by participating in several magazine and newspaper
"advertorials" (an advertisement presented in a format similar to editorial material). These are
considered appropriate, and of great service in promoting awareness of family medicine.

Any such published material should be identified as advertising. Informational material relating to
advertised products should not be positioned with AAFP editorial material in such a way as to imply
AAFP endorsement or bias toward any commercial product. Advertisers, advertising copy, and layouts
must be made available to the AAFP for review upon request.

(1991) (2011 COD)

AAFP Public Statements
See also:

AAFP Definitions for Policy Statement, Position Paper and Discussion Paper

Legislative Activities
Public statements on controversial issues should be issued in the name of the president or chair of the
Board of Directors of the AAFP. Policy has been established that the AAFP president is the
Academy's official spokesman. Officers and directors should not make public statements on
controversial issues as individuals because regardless of intent they are identified with and attributed
to the AAFP. Therefore, Board members are to refrain from making public statements on controversial
issues not related to the official position of the AAFP. (B1961) (B2013)

Adolescent Health Care, Confidentiality
See also:

Adolescent Health Care, Role of the Family Physician

Adolescent Health Care, Sexuality and Contraception

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Position
Paper)

Child Abuse

Health Education

Health Education in Schools

Certificates of Added Qualification
Concerns about confidentiality may discourage adolescents from seeking necessary medical care and
counseling, and may create barriers to open communication between patient and physician. Protection
of confidentiality is needed to appropriately address issues such as depression, suicide, substance
abuse, domestic violence, unintended pregnancy and sexual orientation.

When caring for an adolescent patient:

. The physician should offer the adolescent an opportunity for examination and counseling
separate from parents/guardians, and their privacy should be respected.

. The physician should make a reasonable effort to encourage the adolescent to involve



parents or guardians in healthcare decisions.
. The physician should educate parents to encourage their adolescents toward personal

responsibility in health care, and facilitate communication regarding appointments and
payments, in a manner supportive of the adolescent's rights to confidentiality.

. Every effort should be made to maintain confidentiality. The limits on what can be
guaranteed should be clearly discussed. Information that would suggest someone is in
danger, evidence of abuse or diagnosis of certain communicable diseases must be reported
to the proper authorities.

. Since state laws and regulations vary, family physicians should be aware of their
community's standards regarding adolescent confidentiality. In general, especially in areas
where the adolescent has the legal right to give consent, confidentiality must be maintained.
Ultimately, the judgment of the physician should prevail in the best medical interest of the
patient.

(1988) (2008)

Adolescent Health Care, Role of the Family Physician
See also:

Adolescent Health Care, Confidentiality

Adolescent Health Care, Sexuality and Contraception

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Position
Paper)

Child Abuse

Health Education

Health Education in Schools

Family physicians are optimally trained, qualified and experienced in providing and addressing the
health care needs of the adolescent. The special and complex needs of adolescents are well served by
the family physician’s comprehensive skills, family and community orientation, and social and
developmental awareness. Family physicians should promote their availability and expertise in
adolescent health care to families, schools, and communities and should advocate for the physical,
sexual, and mental health of all adolescents through community and legislative involvement. (1989)
(2011 COD)

Adolescent Health Care, Sexuality and Contraception
See also:

Adolescent Health Care, Confidentiality

Adolescent Health Care, Role of the Family Physician

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Position
Paper)

Child Abuse

Health Education

Health Education in Schools

The American Academy of Family Physicians is concerned about the sexual health of adolescents in
the United States, particularly in regard to the high incidence of teenage pregnancies, the high rate of
sexually transmitted infections, and the lack of comprehensive and effective sex education programs,
and the increasing rates of sexual assault. The AAFP believes that an evidence-based approach to
sexual health education will be effective in reducing unintended pregnancy, sexually transmitted



infections, and the incidence of sexual assault. The AAFP recommends that:

a . Effective reproductive health education, pregnancy prevention and sexually transmitted
infection (STI) prevention programs such as those using a comprehensive approach to sex
education includes medically accurate information on contraception and abstinence.

b . Family physicians can educate patients that abstinence, when practiced consistently, is the
most effective method of preventing unplanned pregnancy and the transmission of sexually
transmitted infection(s). Responsible sexual behavior is also an effective method of
preventing pregnancy and STIs.

c . Adolescents receiving family planning services deserve patient confidentiality, and
practitioners should be aware of any state laws where they provide care that may impact
them and the reproductive rights of their patients.

d . Family physicians can take an active role in the prevention of unintended teenage
pregnancies and prevention of STIs, by providing appropriate guidance/counseling and
effective sex education to their adolescent patient population. Each discussion could also
address STIs, likely symptoms of those infections, and the need for testing even when
patients are asymptomatic.

e . Comprehensive education and counsel regarding sexual practices with adolescent patients as
defined in (a) above would include discussion about vaginal, anal, oral, same-sex, and other
types of sexual contact. Another critical piece of counsel is the concept of consent to sexual
activity and what to do if sexual contact takes place against one’s consent.

f . Family physicians are in an ideal position to encourage family members to be involved in
sex education efforts. It is primarily from the family that an adolescent’s values and concept
of sexual and reproductive responsibility arise.

g . Family physicians can be actively involved in community efforts that initiate and implement
effective education and prevention programs for unintended teenage pregnancy, STIs, and
sexual assault. Health education programs from elementary to high schools should include
age appropriate reproductive health education.

h . Family physicians are in an ideal position to be aware that their adolescent patients may be
dealing with issues of sexual identity or orientation that impact their psychosocial and
physical health. Asking open questions about sexual identity and orientation can open a
dialogue on family relationships, safe sexual practices, suicide risks and other issues
confronting gay, lesbian, bisexual, transgendered and questioning adolescents in a sensitive
and accepting atmosphere.

i . If the family physicians is uncomfortable providing these services, the patient should be
referred to another physician or provider who is willing to provide the education and/or
services.

(1987) (2012 COD)

Adolescents, Protecting: Ensuring Access to Care and
Reporting Sexual Activity and Abuse (Position Paper)
See also:

Adolescent Health Care, Confidentiality

Adolescent Health Care, Role of the Family Physician

Adolescent Health Care, Sexuality and Contraception

Child Abuse

School-Based Health Clinics, Guidelines

Health Education

. Supporting Commentary

. Resources



As physicians and other health care professionals, we have an ethical obligation to provide the best
possible care for our adolescent patients. A key tenet for all health professionals is to ensure that
adolescents have access to the health services they need, including sexual and reproductive health
services. A medical evaluation that addresses sexual and reproductive health includes a careful
assessment for abusive or unwanted sexual encounters and the reporting of such cases to the proper
authorities. Protection of children and adolescents from predatory, coercive, or inappropriate sexual
contact is an important goal of all physicians and health professionals. In meeting our ethical
obligations to our adolescent patients, as well as to all of our patients who are children under the age
of majority, we rely on our professional judgment, informed by clinical assessment, training and
experience, to address a patient’s health conditions or a sensitive situation.

As the primary providers of health care to adolescents, we also have an obligation to make every
reasonable effort to encourage adolescents to involve parents in their decisions, as parental support
can, in many circumstances, increase the potential for dealing with the adolescent’s needs on a
continuing basis. If communication between the adolescent and parent cannot be facilitated, access to
confidential health care for the adolescent patient must be ensured.

Laws requiring the reporting of sexual abuse exist in every state. There has been a recent trend in
using these laws to require the reporting of consensual sexual activity by adolescents. In keeping with
the medical and ethical responsibilities that we uphold, the American Academy of Pediatrics (AAP),
American College of Obstetricians and Gynecologists (ACOG), the Society for Adolescent Medicine
(SAM), support the following guidance and principles for our professional members and for broad
consideration in the development of public policy:

. Sexual activity and sexual abuse are not synonymous. It should not be assumed that
adolescents who are sexually active are, by definition, being abused. Many adolescents have
consensual sexual relationships.

. It is critical that adolescents who are sexually active receive appropriate confidential health
care and counseling.

. Open and confidential communication between the health professional and the adolescent
patient, together with careful clinical assessment, can identify the majority of sexual abuse
cases.

. Physicians and other health professionals must know their state laws and report cases of
sexual abuse to the proper authority, in accordance with those laws, after discussion with the
adolescent and parent, as appropriate.

. Federal and state laws should support physicians and other health care professionals and
their role in providing confidential health care to their adolescent patients.

. Federal and state laws should affirm the authority of physicians and other health care
professionals to exercise appropriate clinical judgment in reporting cases of sexual activity.

Supporting Commentary
State requirements for reporting sexual abuse and sexual activity vary: Every state has laws that
require the reporting of child abuse, including sexual abuse, and every state also has laws that specify
when sexual activity with a minor is illegal. Most states utilize age parameters in defining whether
consensual sexual intercourse with a minor is illegal under the state’s criminal code; these laws are
often referred to as “statutory rape” laws. The state child abuse reporting laws vary widely in terms of
whether or not they require reporting consensual sexual activity of a minor – or “statutory rape” – as
child abuse.

Most states have laws allowing minors to consent to selected categories of medical care without
parental consent. Examples include reproductive health services leading to the diagnosis and treatment
of sexually transmitted infections (STI) and the diagnosis of pregnancy. These laws give physicians
and other health care professionals the opportunity to practice medicine that responds to the best
interest of their patients.

State requirements have a significant impact on adolescents, their health and their families: Physicians
and other health care professionals confront difficult choices in meeting their ethical obligations and



complying with applicable laws. They are bound by their state reporting requirements. The core
ethical obligation in light of these pressures to ensure that their patients are protected from harm and
that they will receive essential health care and support at present and in the future. State reporting
requirements may be in conflict with a health care professionals personal beliefs, yet adherence to this
core ethical obligation while practicing within the law is essential.

However, well-intentioned but rigid laws can lead to outcomes that are both unintended and
potentially damaging to the health of an adolescent. When a state’s laws require that sexual intercourse
with a minor be reported to law enforcement or child welfare agencies, a sexually active adolescent in
a consensual relationship may be placed in the untenable situation of forgoing essential health care
(e.g., contraception, screening or treatment for sexually transmitted diseases, etc.) or, if he or she seeks
that care, being reported to state authorities. Also, the laws often do not take into consideration
varying circumstances such as cases in which parents know about the relationship in which the
adolescent is involved. In these situations, the legal implications for the parent may be considerable. A
parent who knows about an adolescent’s consensual sexual relationship and assists him or her in
seeking health care may be reported under state abuse or neglect laws. Laws should neither interfere
with an adolescent’s access to confidential health care nor a parent’s ability to provide health
supervision to his or her child.

A significant number of adolescents are sexually active: According to the 2003 Youth Risk Behavior
Surveillance Survey, 32% of 9th graders, 41% of 10th graders, 52% of 11th graders, and 61% of 12th
graders have ever had sexual intercourse (CDC 2004). [Centers for Disease Control and Prevention,
Surveillance Summaries May 21, 2004. MMWR 2004:53 (No. SS02)] Among adolescent girls who
are sexually active, more than two-thirds have sexual partners who are the same age or only a few
years older, (iii). Enforcement of “statutory rape” and child abuse reporting laws could potentially
impact a very large number of adolescents.

Open communication between the health professional and the adolescent is essential. Physicians and
other health professionals should ensure that the adolescent has not voiced or otherwise indicated to
his or her partner that sexual activity was unwanted or undesirable and that the partner is not placing
physical or emotional pressure on the adolescent. Physicians and other health professionals should
encourage communication about sexual decision-making between adolescents and their families, and
should counsel sexually active adolescents about potential health risks.

The vast majority of reportable cases of sexual abuse and sexual coercion are identifiable through
careful clinical assessment. These cases include adolescents in a sexual relationship with a family
member, a person of authority (e.g., teacher, leader of a youth organization, etc.), or a member of the
clergy. Also included are adolescents who are incapacitated by mental illness, mental retardation,
drugs, or alcohol, and are unable to comprehend, make informed decisions about, or consent to, sexual
activity. In addition, any intimate relationships that are violent should be considered abusive.
Physicians and other health professionals must know their state laws and report such cases to the
proper authority, in accordance with state law, after discussion with the adolescent and parent, as
appropriate.

The age of the sexually active adolescent, the degree to which the adolescent understands the
consequences and responsibilities of sexual activity, and the discrepancy in years between the age of
the adolescent and his or her partner are important considerations that must factor into reporting
decisions. While a wide discrepancy in age between partners is of concern when caring for the
adolescent patient, partner age, by itself, is not indicative of exploitation or abuse. Verbal and physical
coercion as well as alcohol and drugs are a few of the strategies used by sexual predators to victimize
adolescents. However, sexual abuse and exploitation of an adolescent may occur in any relationship
including those where the partners are the same age, younger or older.

It is essential that adolescents have access to confidential health care. The issue of confidentiality of
care is a significant access barrier to health care. A recent study of girls under age 18 attending family
planning clinics found that 47% would no longer attend if their parents had to be notified if they were
seeking prescription birth control pills or devices, and another 10% would delay or discontinue
sexually transmitted infection (STI) testing and treatment (Reddy 2003). Mandatory reporting of



sexual activity will likely raise barriers and prevent adolescents from seeking health care, thereby
exposing them to preventable health risks (e.g., pregnancy, sexually transmitted disease, suicide). The
long-term consequences of limiting access to health care for sexually active adolescents may include
an increase in the prevalence of STIs, a rise in unintended teen pregnancy, and escalation in the
number of mental and behavioral health issues, including the potential of partner violence. If these and
other conditions are not diagnosed early and treated appropriately, adolescents may suffer adverse
health outcomes.

Adolescents can have a range of problems, including some of such severity as to jeopardize their
development and health, their future opportunities, and even their lives. These issues may be
independent of, or related to, sexual activity. However, until a physician or health professional can
meet with and make a professional assessment of the individual adolescent, these issues can not be
identified or addressed.

Legal requirements and interpretation of laws that impede the provider/patient relationship are
detrimental to adolescents. The medical community has a long-standing commitment to ensure
appropriate protection of confidentiality for their adolescent patients. Physicians and other health care
professionals are on the front line in assessing the individual emotional, physical, and behavioral needs
of adolescent patients. From this unique vantage point, we are able to provide care and counseling to
our young patients and to determine the appropriate course of action required in each circumstance,
including whether and when to abrogate an adolescent patient’s confidentiality. Federal and state laws
should allow physicians and other health care professionals to exercise appropriate clinical judgment
in reporting cases of sexual activity, (e.g., life-threatening emergencies, imminent harm, and/or
suspected abuse). Ultimately, the health risks to adolescents are so compelling that legal barriers
should not stand in the way of needed health care.

Resources
Confidentiality in Adolescent Health Care – consensus statement by AAP, AAFP, ACOG,
NAACOG-The Organization for Women’s Health, Obstetric, Gynecologic, and Neonatal Nurses; and
the National Medical Associations.

Adolescent Health Care (Confidentiality) – policy of the American Academy of Family Physicians
(2001)

AMA policy H-60.965 - Confidential Health Services for Adolescents

AMA policy H-515.989 - Evidence of Standards for Child Sexual Abuse

Access to Health Care for Adolescents: A Position Paper of the Society for Adolescent Medicine
Journal of Adolescent Health: 1992;13:162-170

Confidential Health Care for Adolescents: A Position Paper of the Society for Adolescent Medicine -
Journal of Adolescent Health: 1997;21:408-415 (updated 2004, in press)

Society for Adolescent Medicine Position Paper on Reproductive Health Care for Adolescents -
Journal of Adolescent Health: 1991;12:649-661

Care of the Adolescent Sexual Assault Victim: Policy of the American Academy of Pediatrics (June
2001) Pediatrics 107(6):1476-1479.

American College of Obstetricians and Gynecologists. Confidentiality in adolescent health care. In:
Health Care for Adolescents. Washington, DC: ACOG; 2003:25-35.

(2004) (2010 COD)



Advertising Policies and Principles
The American Academy of Family Physicians (AAFP) accepts advertising in certain of its
publications including (but not limited to) professional journals and web sites, meeting and convention
publications, and direct-to-patient/consumer publications and web sites. Advertising revenue is used to
support the activities of the AAFP.

The appearance of advertising does not indicate or imply endorsement of the advertised company or
product, nor is advertising ever allowed to influence editorial content. Members and patients count on
the AAFP to be an authoritative, independent voice in the world of science and medicine. Public
confidence in our objectivity is critical to carrying out our mission.

The AAFP adheres to the code set forth by the Council of Medical Specialty Societies (CMSS) Code
for Interactions With Companies, Standards for Advertising (Section 9.1) which states:

“Advertising in all Society publications should be easily distinguishable from editorial content (e.g.,
through labels and color-coding). Advertising should not be designed to look like scientific articles. In
Society Journals, the placement of Advertising adjacent to articles or editorial content discussing the
Company or product that is the subject of the ad should be prohibited. Advertising in Society Journals
should be subject to review by the Editor-in-Chief and overseen by the Society. Society Journals and
other Society publications that publish Advertising for CME activities or provide activities through
which readers can earn CME credits should also comply with ACCME requirements for Advertising
set out in the Standards for Commercial Support.”

Advertising Acceptance
1. The AAFP has the right to refuse any advertisement that, in its sole discretion, is incompatible with
its mission or inconsistent with the values of members, the publication/web site or the organization as
a whole, and to stop accepting any advertisement previously accepted. Ads are subject to review by
the editor and others at the AAFP. In no case shall separate agreements with the AAFP or its
subsidiaries supersede this policy.

2. Advertising for the following categories is prohibited:

. Alcohol

. Tobacco

. Weapons, firearms, ammunition

. Fireworks

. Gambling and lottery

. Pornography or related themes

. Political and religious advertisements

. Advertisements that claim to have a “miracle” cure or method

. Advertisements that make unsubstantiated health claims for the products advertised

. Advertisements directed at children

3. Advertisements new to AAFP may require pre-approval before they can appear. Refer to the
individual publication ad policies or call your advertising representative for more information.

4. Advertisers may be required to submit supporting documentation to substantiate claims. For
products not regulated by the FDA or other government agency, technical and/or scientific
documentation may be required.

5. Ads for products not approved by the FDA that make any kind of health claims must carry the
following disclaimer: “These statements have not been evaluated by the Food and Drug
Administration. This product is not intended to diagnose, treat, cure or prevent any disease.”

6. While the AAFP welcomes and encourages information-rich advertising, advertisements,
advertising icons and advertiser logos must be clearly distinguishable from editorial content and may
require special labeling to distinguish them as such. 



7. In AAFP professional (physician-directed) publications and web sites, the intentional placement of
advertising adjacent to articles discussing the company or product that is the subject of the ad is
prohibited.

8. Advertisements may not imply endorsement by the AAFP or its publications/web sites except as
may be provided for under a separate agreement—in which case advertising must be pre-approved to
ensure adherence to the letter and spirit of that separate agreement.

9. The full rules for any market research or promotion associated with an advertisement must be
displayed in the ad or available via a prominent link.

10. The following online advertising formats are prohibited:

. Pop-ups and floating ads.

. Advertisements that collect personally identifiable information from visitors without their
knowledge or permission.

. Ads that extend across or down the page without the visitor having clicked or rolled-over
the ad.

. Ads that send visitors to another site without the visitor having clicked the ad.

AAFP’s published advertising policies are not exhaustive and are subject to change at any time
without notice.

Additional policies specific to individual AAFP publications and web sites may also apply; please
additionally refer to those advertising policies for more details.

. AFP Journal Advertising (Rate Card):

. http://www.aafp.org/journals/adinfo

. FPM Journal Advertising (Rate Card)

. http://www.aafp.org/journals/adinfo

. Online Journal Advertising:
http://www.aafp.org/online/en/home/publications/journals/onlineadpolicy.html

. FamilyDoctor.org Advertising:
http://familydoctor.org/online/famdocen/home/about/advertising.html

Please contact your AAFP representative(s) for additional policies that may be in effect for any
publications not listed here.

(VPs, October 2010) (Revised December 2011)

Advertising: Youth Products
See also:

Alcohol Advertising and Youth (Position Paper)

Direct-to-Consumer Advertising of Prescription Drugs

AAFP Promotions: Print Advertorials
The AAFP endorses the concept that advertising campaigns should promote healthy lifestyles. The
AAFP is also opposed to targeting youth with advertising that relies on sexually suggestive or violent
themes. (1987) (2012 COD)



Aging 
See also:

Long-Term Care

Long-Term Care Facilities, Continuity of Care

Long-Term Care Facilities, Criteria for Medical Directors

Certificates of Added Qualification

End-of-Life Care
The AAFP continues to support research, faculty development, continuing medical education and
residency training in problems of aging and care of the aged. (1981) (2008)

Alcohol Advertising and Youth (Position Paper)
See also:

Substance and Alcohol Abuse and Addiction

Advertising: Youth Products

Adolescent Health Care, Role of the Family Physician

. Alcohol and Youth—Morbidity, Mortality, and Statistics

. Exposure to Alcohol Advertising

. Youth as Targets of Alcohol Advertising

. Low Income and Minority Groups as Targets

. Increased Consumption

. Alcohol-related Morbidity and Mortality: Policy Implications

. Future Directions

Alcohol and Youth—Morbidity, Mortality, and Statistics
Although alcohol consumption decreased modestly among individuals 12-20 years of age between
1991 and 2005, alcohol use remains a major public health problem among youth.1 Current alcohol use
among high school students remained steady from 1991 to 1999 and then decreased from 50% in 1999
to 45% in 2007. In 2007, 26% of high school students reported episodic heavy or binge drinking
(consumption of at least five alcoholic beverages in a single sitting).2 Over 74% of high school
students have had at least one alcoholic drink and over 25% tried alcohol before age 13.3 This is
particularly worrisome because youth who begin drinking at age 15 are four times more likely to
become alcoholics than those who begin drinking at age 21.4

Alcohol consumption among youth translates into significant morbidity and mortality. Motor vehicle
crashes are the leading cause of death among those younger than 25 years old; alcohol is a factor in
41% of deaths in car crashes.5 In 2007, 11% of high school students reported driving a car or other
vehicle during the past 30 days when they had been drinking alcohol. In addition, 29% of students
reported riding in a car or other vehicle during the past 30 days driven by someone who had been
drinking alcohol.1 The second and third leading causes of death in this age group are homicides and
suicides, 20% to 40% of which involve alcohol.6 Overall, alcohol consumption is the third leading
cause of death among Americans7, and it represents a financial burden on the United States of about
$185 billion (1998 estimates) each year.8

Miller and Levy estimate that underage drinking accounted for at least 16% of all alcohol sales in
2001, leading to 3,170 deaths and 2.6 million other harmful events in that year alone. The annual
economic costs in their analysis includes $5.4 billion in direct medical costs, $14.9 billion in work and
other resource losses, and $41 billion in lost quality of life.9

A growing body of literature shows that alcohol advertising is an important factor related to alcohol
consumption among youth. Research has now established that alcohol advertisements target youth,



result in increased alcohol consumption, and add to morbidity and mortality.
 
Exposure to Alcohol Advertising
Before graduating high school, students will spend about 18,000 hours in front of the television—more
time than they will spend in school.10 During this time they will watch about 2,000 alcohol
commercials on television each year.10 Alcohol advertisements reach youth not only through
television, but also through other varied media, such as billboards, magazines, sports stadium signs,
and on mass transit such as subway systems. In all, youth view 45% more beer ads and 27% more
liquor ads in magazines than do people of legal drinking age.11

According to the Center on Alcohol Marketing and Youth at Georgetown University, alcohol
companies spend nearly $2 billion very year on advertising in the United States. Between 2001 and
2007, there were more than 2 million television ads and 20,000 magazine ads for alcoholic products.
This heavy advertising effort leads to significant youth exposure.

The Center analyzed the placements of over 2 million alcohol advertisement placements on television
between 2000 and 2007 and over 19,000 alcohol ads placed in national magazines between 2001 and
2006. In 2007, approximately 20% of television alcohol advertisements, almost all of which were on
cable television, were on programming that youth ages 12 to 20 were more likely to view than adults
of legal drinking age. In fact, alcohol advertising increased 38% between 2001 and 2007.12 For young
people, large and increasing television exposure has unfortunately offset reductions in exposure in
magazines in recent years.12,13

Many authors find that alcohol advertisements frequently reach or specifically target teens not only
through television and magazines, but also through other varied media such as radio, P/PG movies,
billboards, and sports stadium signs.14,15,16,17,18,19,20

For example, a 2009 Journal of Adolescent Health study found that the ratio of the probability of a
youth alcoholic beverage type to that of a non-youth alcoholic beverage type being advertised in a
given magazine increased from 1.5 to 4.6 as youth readership increased from 0% to 40% .17

 
Youth as Targets of Alcohol Advertising
Although the alcohol industry maintains that its advertising aims only to increase market share and not
to encourage underage persons to drink, research suggests otherwise. Alcohol advertisements
overwhelmingly connect consumption of alcohol with attributes particularly important to youth, such
as friendship, prestige, sex appeal and fun.21

The alcohol industry used cartoon and animal characters to attract young viewers to alcohol in the
1990s, with frogs, lizards and dogs, which were overwhelmingly admired by youth. In 1996, for
example, the Budweiser Frogs were more recognizable to children aged 9-11 than the Power Rangers,
Tony the Tiger, or Smokey the Bear.22 Many alcohol advertisements use other techniques oriented
toward youth, such as themes of rebellion and use of adolescent humor. A study of alcohol advertising
in South Dakota, for example, found that exposures in 6th grade predicted future intention to use
alcohol.23

It is telling that youth report alcohol ads as their favorites,24 especially when so many different
products vie for their attention. These compelling advertisements become the new teachers of youth.
One study found, in fact, that 8-12 year olds could name more brands of beer than they could U.S.
presidents.24 In markets across the US, increased alcohol advertising exposure and dollars spent on
these ads on television increased the consumption of alcoholic beverages among youth and young
adults.25 It is not surprising that underage drinkers consume about 25 percent of all alcohol in the
United States.1
 
Low Income and Minority Groups as Targets
African-American youth generally have increased exposure to alcohol advertisements as compared to
the youth population as a whole.26,27 In 2004, African-American youth viewed 34% more magazine
alcohol advertisements per capita than youth in general and heard 15% more radio ads. Further, they
were also heavily exposed to alcohol ads on the top 15 highly viewed television shows viewed by
African-American audiences.26 It appears that this increased exposure, at least through television, may
be due in part by the viewing patterns of African-American youth rather than necessarily from targeted
marketing by the alcohol industry.27



In addition to print media exposure, researchers have found that alcohol advertising is
disproportionately concentrated in low-income minority neighborhoods.28 One study found that
minority neighborhoods in Chicago have on average seven times the number of billboards advertising
alcohol as do Caucasian neighborhoods.29 Another 2009 study in Chicago demonstrated that youth
attending a school with 20% or more Hispanic students were exposed to 6.5 times more outdoor
alcohol advertising than students attending schools with less than 20% Hispanic students.30 In a 2008
study, alcohol billboards in Atlanta, Georgia were more prevalent in neighborhoods that were 50% or
more African-American.31

Such concentration of alcohol advertising and availability likely translates into increased problems
associated with alcohol use in these communities, as well as increased intentions among exposed
youth to use alcohol.32

 
Increased Consumption
There is ample evidence from experimental, economic, survey, longitudinal, and systematic review
studies to demonstrate that the degree of youth alcohol advertising exposure is strongly and directly
associated with intentions to drink, age of drinking onset, prevalence of drinking, and the amount
consumed.25,32,33,34,35,36,37,38 A 2004 prospective study conducted by the University of Southern
California showed that a one standard deviation increase in viewing television programs containing
alcohol commercials in seventh grade was associated with an excess risk of beer use (44%),
wine/liquor use (34%), and 3-drink episodes (26%) in eighth grade.37

In another large longitudinal study published in 2006 of individuals 15 to 26 years of age found a
direct correlation between the amount of exposure to alcohol advertising on billboards, radio,
television, and newspapers with higher levels of drinking and a steeper increase in drinking over
time.39

Studies also find that adolescent exposure to alcohol-branded promotional items is associated with
current drinking or predict future drinking.40,41,42 In one study, these students were three times more
likely to have ever tried drinking and 1.5 times more likely to report current drinking.40

Statistical and economic analyses also support the relationship between alcohol advertising and
consumption. In Sweden in the 1970s, a ban on alcohol advertising resulted in a 20% decrease in the
consumption of alcohol.43 Expenditures on alcohol advertising have also been shown to parallel
alcohol consumption in the United States.10 Early reviews of the literature concluded that alcohol
advertising increases consumption, though the magnitude was (and remains) in question.44,45 A recent
RAND corporation review affirms those conclusions, noting that early exposure to beer ads had
subsequent effects in mid-adolescent consumption. This study also found that in-store beer displays
and advertising seemed to have more attraction to youth who had never used alcohol, while young
drinkers were more influenced by magazine and entertainment venue advertising and promotion.46

Alcohol-related Morbidity and Mortality: Policy Implications
Studies have also concluded that alcohol advertising leads to increased morbidity and mortality
associated with alcohol.47 One study used econometric data to estimate the specific impact of alcohol
advertising on mortality caused by motor vehicle accidents in the United States.48 The author
concluded that, if a ban were placed on alcohol advertising on television, motor vehicle accident
deaths would decrease by between 2,000 and 10,000 each year. The author further suggested that
elimination of the tax benefits associated with alcohol advertising would likely result in a 15%
decrease in alcohol advertisements, saving an estimated 1,300 lives annually, again due to a decrease
in motor vehicle accident deaths alone. This author and others add that counter-advertising campaigns
and educational efforts have been shown to diminish the effect of alcohol advertising.49

 
Future Directions
Considering the important public health concerns related to alcohol, the prevalence of underage
drinking, and the association between alcohol advertising and alcohol use, it would be prudent to
increase efforts to curb the negative effects of alcohol advertising. Such efforts should include a
multifaceted approach with three primary goals:

. To reduce the total amount of alcohol advertising

. To remove content appealing to youth in remaining alcohol advertising

. To offer powerful educational programs and counter-advertisements painting more realistic
                 pictures of the effects of alcohol. 



More specifically, it is suggested that:

. Federal, state and local authorities significantly limit alcohol advertising

. Tax advantages related to alcohol advertising be eliminated

. Alcohol advertising be strictly regulated, with removal of content and format geared toward
underage audiences, minority groups and the poor

. Alcohol advertising be limited in public venues such as sporting events which are
commonly attended by youth, as well as magazines and other media primarily viewed by
youth

. More federal, state, and local funding be allocated to educational efforts that relate the
negative effects of alcohol to children

. Media literacy programs helping youth to better understand and resist alcohol advertising
counter-advertising campaigns illustrating the dangers of alcohol use
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Ancillary Medical Personnel
See also:

Health Workforce Credentialing

Health Workforce Training

 
The Academy reaffirms the responsibility and authority of the physician to judge the competency of
the ancillary medical personnel in his/her employ and to train such personnel in basic medical
procedures. A physician may provide the opportunity for ancillary medical personnel who work under
his/her supervision to benefit from educational programs offered by organizations representing such
personnel. However, competency in a specific field shall not necessarily be determined by
"certification" nor be subject to credentialing by external entities. (1977) (2008)
 
 
 

Antisubstitution Laws
See also:
Pharmacists (Position Paper)
 
The AAFP opposes the repeal or dilution of any state or national antisubstitution laws o rregulations governing
the filling of the physician's medical prescription by a pharmacist. (1970)(2008) 



Area Health Education Centers
See also:

Rural Health Care, Access to

Rural Health Care, "First Responder" Training

Rural Health Care in Medical Education

Rural Health Care, Obstetrics/Perinatal Care

Telemedicine, Licensure and Payment

 
Area Health Education Centers (AHECs), authorized under Section 781 of the Public Health Service
Act, are designed to assist health professional schools to improve the distribution, supply, quality,
utilization, and efficiency of health personnel in scarcity areas through the efficient use of regional
educational resources. The AAFP supports the activities of AHECs, specifically as they relate to
encouraging student interest in family medicine, establishing new and supporting existing family
medicine residencies, assisting rural family physicians in meeting their continuing medical education
needs, and educating family physicians as leaders of multidisciplinary health care teams. (B1990)
(2008)

Athletic Performance-Enhancing Drugs
See also:

Substance and Alcohol Abuse and Addiction

Physical Activity

Fitness

Sports Medicine, Health and Fitness

 
The AAFP is opposed to the use of the following drugs to enhance human athletic performance:
anabolic-androgenic steroids, human growth hormone, stimulants, erythrocyte stimulating agents,
blood transfusions, and diuretics. The AAFP urges the use of such drugs only for accepted medical
indications and only under the direct supervision of a medical professional. (1987) (May 2012 Board)

Boxing, Sport of
See also:

Physical Activity

Fitness

Sports Medicine, Collision Sports

Sports Medicine, Health and Fitness

Ultimate Fighting and Disabling Competitions
The American Academy of Family Physicians recommends its members make greater effort to inform



their patients about the risks associated with amateur boxing, discourage their patients from
participating in professional boxing and communicate their opposition to professional boxing. (1984)
(2008)

Breastfeeding (Policy Statement)
See also:

Breastfeeding (Position Paper)

Maternal/Child Care

Hospital Use of Infant Formula in Breastfeeding Infants

 
Breastfeeding is the physiological norm for both mothers and their children. Breastmilk offers medical
and psychological benefits not available from human milk substitutes. The AAFP recommends that all
babies, with rare exceptions, be breastfed and/or receive expressed human milk exclusively for the
first six months of life. Breastfeeding should continue with the addition of complementary foods
throughout the second half of the first year. Breastfeeding beyond the first year offers considerable
benefits to both mother and child, and should continue as long as mutually desired. Family physicians
should have the knowledge to promote, protect, and support breastfeeding. (1989) (2012 COD)

Breastfeeding, Family Physicians Supporting (Position
Paper)
See also:

Breastfeeding (Policy Statement)

Maternal/Child Care

Hospital Use of Infant Formula in Breastfeeding Infants

 
Introduction

The American Academy of Family Physicians (AAFP) has long supported breastfeeding. All family
physicians, whether or not they provide maternity care, have a unique role in the promotion of
breastfeeding. They understand the advantages of family-centered care and are well positioned to
provide breastfeeding support in that context. Because they provide comprehensive care to the whole
family, family physicians have an opportunity to provide breastfeeding education and support
throughout the life cycle to all members of the family.

Family physicians may provide prenatal care and labor support, deliver the infant, help in the prompt
initiation and continuation of breastfeeding, and continue caring for the baby and family.
Breastfeeding education and support can be integrated into these visits. Family physicians have the
unique opportunity to emphasize breastfeeding education beginning with preconception visits and
continuing through prenatal care, delivery, postpartum care, and during ongoing care of the family.
Encouragement from a physician and other family members, especially the baby's father and maternal
grandmother, are important factors in the initiation of breastfeeding.1-4 In caring for a mother's
immediate and extended family, a family physician should remind her social support system to
encourage breastfeeding.5

History

Throughout most of history, breastfeeding was the norm, with only a small number of infants not
breastfed for a variety of reasons. In the distant past, wealthy women had access to wet nurses, but
with the industrial revolution this practice declined as wet nurses found higher-paying jobs. By the late
19th century, infant mortality from unsafe artificial feeding became an acknowledged public health
problem. Public health nurses addressed this by promoting breastfeeding and home pasteurization of
cows' milk. After the turn of the century, commercial formula companies found a market for artificial



baby milks as safer alternatives to cows' milk. During this same period, infant feeding
recommendations became the purview of the newly organized medical profession. Partially because of
physician support and a vision of "scientific" infant care, the widespread use of formula as a breast
milk substitute for healthy mothers and babies emerged in the first half of the 20th century.6,7

Throughout the middle part of the 20th century, most physicians did not advocate breastfeeding, and
most women did not choose to breastfeed. An entire generation of women—and physicians—grew up
not viewing breastfeeding as the normal way to feed babies. Despite the resurgence of breastfeeding in
the late 20th century in the United States, breastfeeding and formula feeding continued to be
considered virtually equivalent, representing merely a lifestyle choice parents may make without
significant health sequelae.8

Current attitudes about infant nutrition have been molded by the manufacturers of human milk
substitutes who have aggressively created markets for their products. They have advertised to
physicians and directly to the public in ways that are inconsistent with the International Code of
Marketing of Breastmilk Substitutes (Appendix 3).9 Although much of the literature about
breastfeeding distributed by formula companies is accurate, omissions of fact and images of unhappy
mothers and babies can mislead parents, reinforce misconceptions about breastfeeding, and suggest
that breastfeeding mothers also need to use formula. Physicians have been used to convey this
advertising and encourage brand loyalty through "free" literature and formula samples.10 Use of
commercial literature and samples has been demonstrated to decrease breastfeeding rates and increase
premature weaning.11 Currently, the World Health Organization (WHO) recommends that a child
breastfeed for at least two years.9 The American Academy of Pediatrics, like the AAFP, recommends
that all babies, with rare exceptions, be exclusively breastfed for about six months and continue
breastfeeding with appropriate complementary foods for at least one year.11 The U.S. Public Health
Service's "Healthy People 2010" set national goals of 75% of babies breastfeeding at birth, 50% at six
months, and 25% at one year.12 In 2007, based on a review of the evidence showing benefits of
exclusive breastfeeding for the mother and infant, two new goals were added to the original Healthy
People 2010 breastfeeding section: to increase the proportion of mothers who exclusively breastfeed at
three months to 60% and through six months to 25%.13 The United States has not yet met its
breastfeeding goals. Data published by the Centers for Disease Control and Prevention in 2008 shows
that 77% of U.S. mothers initiate breastfeeding, and the percentage of mothers who are still
breastfeeding some at six months is variable among ethnic groups from 20-40%.14 Although some
subpopulations come close to Healthy People 2010 initiation goals, many do not, and few mothers
breastfeed exclusively.14,15 Breastfeeding rates quoted for the United States reflect data that do not
distinguish between exclusive breastfeeding, breastfeeding with supplementation, and minimal
breastfeeding. National data are sparse on exclusive breastfeeding or breastfeeding beyond six months
of age.16

Despite growing evidence of the health risks of not breastfeeding, physicians, including family
physicians, do not receive adequate training about supporting breastfeeding.17,18 Although physicians
make health recommendations about many aspects of infant care, many physicians still worry that
advocating breastfeeding will cause parental guilt. In fact, parents may feel less guilt if they have had
an opportunity to learn all the pertinent information and make a fully informed decision.19

Family physicians can make a difference in increasing breastfeeding initiation rates, and especially
continuation rates, by advocating breastfeeding, supporting patients and providing appropriate,
evidence-based care for breastfeeding dyads.

Health Effects

Family physicians should be familiar with the health effects of breastfeeding on women and children.
The evidence concerning health effects continues to expand in terms of depth of understanding and
quality of research. Although it is beyond the scope of this paper to specifically review all of the
literature, several systematic review articles outline the evidence supporting the role of breastfeeding
in optimal health outcomes for mothers and children.11,20 Because breastfeeding is the physiologic
norm, we will refer to the risks of not breastfeeding for infants, children, and mothers.



In 2007, a systematic review of the effects of breastfeeding on maternal andi nfant health found that
for infants in developed countries, not breastfeeding is associated with increased risks of common
conditions including acute otitis media, gastroenteritis, atopic dermatitis, and life-threatening
conditions including severe lower respiratory infections, necrotizing enterocolitis, and sudden infant
death syndrome.20 The health effects of breastfeeding persist beyond the period of breastfeeding.
Children who were not breastfed are at increased risk of obesity, type 1 and 2 diabetes, asthma, and
childhood leukemia.20

Maternal health outcomes are also affected by breastfeeding. In the short term, the data on postpartum
weight loss suggest that the role of breastfeeding is minor compared with other factors.20 Further
studies with more consistent definitions of breastfeeding intensity and duration are needed. When
counseling mothers to breastfeed exclusively, family physicians should reinforce the importance of a
well balanced diet and regular exercise. Not breastfeeding is associated with an increased risk of
postpartum depression.20 In the longer term, for women in developed countries, not breastfeeding is
associated with increased risks of type 2 diabetes, breast cancer, and ovarian cancer.20

The evidence base also supports the importance of six months of exclusive breastfeeding (when
compared with four months) as protective against gastrointestinal tract and respiratory tract infection,
including otitis media and pneumonia.20-22

The evidence overwhelmingly supports the recommendation for breastfeeding for almost all mothers
and babies. Increasingly, evidence-based practices that enhance the likelihood of successful
breastfeeding have been described. Appendix 1 summarizes some of the appropriate practices.
Appendix 2 lists references that may be helpful for family physicians. The remaining portions of this
paper discuss special breastfeeding issues and unique concerns of certain populations.

Special Breastfeeding Issues

MEDICATION AND SUBSTANCES

Almost all prescription and over-the-counter medications taken by the mother are safe during
breastfeeding. Several resources are available to help estimate the degree of drug exposure an infant
will receive through breastmilk.23-25 The National Library of Medicine provides an easy-to-use online
source for information on the use of drugs in lactation; it is available at
http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT. Physicians must weigh the risks of replacing
breastfeeding with artificial feeding against the risk of medication exposure through breast milk. Even
a temporary interruption in breastfeeding carries the risk of premature weaning, with the subsequent
risks of long-term artificial feeding. Generally, it is recommended that breastfeeding should be
interrupted if the mother ingests drugs of abuse, anticancer drugs, and radioactive compounds.23

Among antidepressants, cardiovascular medications, immunosuppressants, and many other classes of
medications, certain drugs are preferred over others for lactating women.26 In a particular class of
medications it is best to choose a drug that has the least passage into breast milk, has fewer active
metabolites, and/or is used locally rather than systemically.24,25,27

Given that there is continuously new information on medications and their effect on breastfeeding,
family physicians are encouraged to use reliable and up-to-date resources for advising their patients
and advocating for them. Suggested references include those that are regularly updated such as Hale’s
Medications and Mothers’ Milk, local or state-wide pregnancy risk hotlines, or the Academy of
Breastfeeding Medicine evidence-based protocols (http://www.bfmed.org).

Physicians should counsel patients before ordering medications or procedures. Often, patients will be
counseled inappropriately by well-meaning health care professionals to “pump and dump” or stop
breastfeeding based on old information or package inserts. Family physicians should be aware of
up-to-date information and advocate for patients to continue breastfeeding safely.

Some medications and substances, such as bromocriptine, nicotine,28 moderate or large amounts of
alcohol,29 and estrogen-containing oral contraceptives, are known to decrease milk supply.
Contraceptive alternatives for breastfeeding mothers are discussed below (see Contraception section).



TOBACCO AND ALCOHOL USE

Infants should not be exposed to cigarette smoke. Children of mothers who smoke cigarettes have
elevated cotinine levels in their urine compared with children of nonsmoking women. Nursing women
who smoke pass a significant amount of cotinine through breast milk to the baby, such that the baby's
cotinine levels are higher than those of babies exposed to passive cigarette smoke only.30,31 Women
who breastfeed are advised not to smoke, but if they cannot quit, it is probably still more valuable to
breastfeed, although they should be advised to not smoke in the infant's environment, to smoke as little
as possible, and to smoke immediately after nursing (rather than before) to minimize the nicotine
levels in their milk. Alcohol passes easily into breast milk but is also cleared from breast milk as
rapidly as it is cleared from the bloodstream. Although it is safest for nursing mothers to consume no
alcohol, there is no documented risk from small amounts. Mothers may be assured that having an
occasional alcoholic drink does not preclude breastfeeding.23

CONTRACEPTION IN THE BREASTFEEDING MOTHER

Breastfeeding mothers have a number of options for contraception. The Lactational Amenorrhea
Method has been demonstrated to be highly effective when practiced according to three specific
criteria: 1) exclusive breastfeeding without routine supplements or delays in feedings, 2) infant is
younger than six months, and 3) menses have not returned (i.e., no bleeding after 56 days postpartum.)
32 In a Cochrane analysis of 13 studies that met inclusion criteria, the pregnancy rates at six months
ranged from 0.45 to 2.45%.33 In the absence of any one of these three criteria, this method is
unreliable and additional precautions are needed.

Contraceptive options which may be used once the Lactational Amenorrhea Method is ineffective
include barrier methods, intrauterine devices (IUDs), and hormonal contraceptives. The main
advantage of barrier methods such as condoms and diaphragms is the lack of potential adverse effects
to the nursing infant, whereas their main disadvantage is lower effectiveness. They may have their
greatest use as a complement to lactational amenorrhea. A previously used diaphragm must be refitted
postpartum. IUDs, including copper and progesterone types, are an excellent choice for breastfeeding
mothers because of their effectiveness and low risk of adverse effects in the infant. However, they are
invasive and carry the risk of infection, uterine perforation, ectopic pregnancy, and secondary
infertility. As in non-lactating women, they are not recommended for women with multiple partners or
for those with a history of sexually transmitted infections.

Hormonal methods may be prescribed for breastfeeding mothers but are generally not considered as
first-line agents, especially in the early weeks postpartum before the establishment of the maternal
milk supply. Although anecdotal reports linking hormonal contraceptives to a decrease in milk supply,
a recent Cochrane review found that the data are inconsistent and limited.34 It is generally believed
that progestin-only hormonal contraceptive methods are preferable to combined methods because
estrogen carries a greater risk of reducing the milk supply. Progestin-only methods including the
“mini-pill” and the depot injectable progesterone are best started after six weeks postpartum, after the
milk supply is well established. Hormonal methods are best avoided in mothers with existing or
previous low milk supply, a history of breast surgery, multiple or preterm birth, or compromised
maternal or infant health.

OCCUPATIONAL EXPOSURE AND POLLUTANTS

Women without specific occupational or other known poisonous exposures to pollutants may
nevertheless be found to have a variety of polluting chemicals in their bodies.35-37 Some of these
chemicals may be transferred to fetuses in utero, and possibly to infants postnatally through breast
milk. Although the presence of toxic chemicals in humans’ fetal environment and milk signals the
urgent need to reduce community exposure to these pollutants, the weight of the evidence indicates
that breastfeeding remains the healthiest option for mothers and babies. The risk of cancers and
less-than-optimal neurologic development remains higher in formula-fed babies compared with
breastfed babies in similar environments.38,39 Women with average environmental exposure do not
need to worry about having their milk screened for pollutants. For women with known poisonous
exposures, testing of breast milk may be necessary. Bisphenol A (BPA) is a common chemical used to
make many plastics, including baby bottles. Further study is needed on the exact effects of BPA in



humans. BPA-free bottles do exist and parents may choose to use those to limit exposure.40 Because
noncommercial fish and wildlife ingestion can be a highly significant environmental source of
pollutants, health professionals should remind pregnant and nursing women to follow the fish and
wildlife consumption guidelines provided by their state, U.S. territory, or Native American tribe
(http://www.epa.gov/waterscience/fish).41

INFECTIOUS DISEASES

For most maternal infections, breastfeeding helps protect the infant against the disease or decreases the
severity of the illness because of anti-infective components of human milk. Only a few maternal
infections preclude breastfeeding:

. In the United States, women with human immunodeficiency virus (HIV) should be advised
not to breastfeed because of the potential risk of transmission to the child. In countries with
high infant mortality rates caused by infectious illnesses or malnutrition, the benefits of
breastfeeding may outweigh the risk of HIV transmission.42,43

. In women with active tuberculosis, the mother and infant should be separated until both are
receiving appropriate antituberculosis therapy, the mother wears a mask, and the mother
understands and is willing to adhere to infection control measures. Once the infant is
receiving isoniazid, separation is not necessary unless the mother has possible multidrug
resistant Mycobacterium tuberculosis disease or has poor adherence to treatment and
direct-observation treatment is not possible. 44

Many infections do not preclude breastfeeding, but certain considerations must be made. During active
herpes simplex outbreaks, it is safe for a woman to nurse unless she has lesions on her breasts. It is
recommended that she not nurse from the affected breast until lesions resolve.19 Babies born to
mothers who develop chickenpox within five days antepartum or within two days postpartum are at
risk for more serious chickenpox infections. It is recommended that baby and mother be separated
until the mother is no longer infectious, but expressed milk may be supplied, as long as the milk does
not come into contact with active lesions.19 Transmission of hepatitis C through breast milk has not
been established. The risk of infection from mothers with hepatitis C is the same in breast- or
bottle-fed infants. However, bleeding or cracked nipples may put an infant at risk for transmission of
the virus.19,45

MATERNAL ILLNESS

Women with chronic noninfectious illnesses may be empowered by their ability to breastfeed. For
most illnesses, medication issues do not prevent breastfeeding, as reasonable medication choices can
almost always be made. Exceptions include treatment of breast or other cancers, which necessitates
use of antimetabolites.42 Women with severe trauma or acute life-threatening illness may be too ill to
nurse or express milk. If maternal illness causes separation, assistance with maintaining lactation
should be provided.

Maternal anesthesia rarely contraindicates breastfeeding.46 Local anesthetics enter the bloodstream in
minute quantities, too small for significant amounts to enter mother’s milk. Most agents used for
general anesthesia, including those used for inducing anesthesia, have short half-lives and clear the
maternal circulation rapidly. There is no need to delay breastfeeding after general anesthesia for a
procedure done within the first two to three days postpartum, such as tubal ligation, because the
amount of colostrum is too small to carry a significant quantity of the anesthetic agents. For surgical
procedures done later, the decision about resuming breastfeeding depends on the condition of the
infant. Mothers of healthy term neonates can resume breastfeeding once they are awake and able to
hold the infant. In the case of a preterm or otherwise compromised neonate, pumping and discarding
the milk for 12 to 24 hours after the procedure may be warranted.46

It is rarely necessary to interrupt breastfeeding for radiologic procedures. The radioiodides used as
intravenous contrast agents for some radiography and computed tomography scanning have an
extremely short half-life and virtually no oral bioavailability.47 Therefore, they pose an insignificant
risk to a breastfed infant. Similarly, gadolpentetate used as contrast for magnetic resonance imaging
has such minimal excretion in the milk and even lower oral absorption, causing infinitely small



amounts to be available to the nursing infant.48 The knowledgeable family physician can reassure
patients going for such procedures that there is no need to interrupt breastfeeding, and may need to
intervene on their behalf if the radiologist recommends temporary cessation based on misleading
manufacturer’s literature. Similarly, most diagnostic procedures using radioisotopes do not require
interruption of breastfeeding.49 However, there are some which may require temporary interruption
and, rarely, cessation of breastfeeding.50 The Nuclear Regulatory Commission has a list of
radionuclides and the duration of any required interruption of breastfeeding
(http://www.nucmed.com/nucmed/ref/8_39.pdf). For most diagnostic radioactive scanning, it is
possible to find a radioisotope that does not require interruption or at least one with the shortest
half-life. The duration of breastfeeding cessation would be five times the half-life. The breastfeeding
mother has the option of pumping and storing her milk before the procedure.

BREAST SURGERY

Some women who have had breast augmentation may not be able to produce sufficient amounts of
milk.51 Some of these women may have had insufficient breast tissue before surgery.52,53 Breast
reduction surgery also increases the risk that a woman will not be able to produce sufficient milk.54,55

Breast biopsy with circumareolar incision can interfere with milk supply and transfer in that breast.54

These women should be encouraged to breastfeed, but mother and baby need to be followed closely to
ensure that the infant has an adequate milk intake. Women who develop a suspicious breast mass
during lactation should not wean for the purpose of mass evaluation. Mammography and breast mass
biopsy can be done without interfering with lactation. Milk fistula occasionally develops after breast
surgery during lactation; this condition is benign and generally resolves without intervention.

MRI may provide additional information in lactating breasts.56,57 Family physicians should assist their
patients with decisions about breast surgery. They should communicate with the surgeon to advocate
for their patient's future breastfeeding needs and breastfeeding conservation surgeries whenever
medically feasible.

INFANT ILLNESS

Ill infants benefit from breastfeeding and/or breast milk. These infants often will have poor suck,
appetite, and alertness, and often may need supplementation—ideally with pumped milk or
pasteurized donor human milk. Illnesses may be acute such as hyperbilirubinemia or hypoglycemia or
chronic such as infants with congenital anomalies. Infants born with defects such as cleft lip and palate
often may breastfeed, but require consultation with an experienced lactation professional to assure
success. However, infants with galactosemia are unable to breastfeed and must be on a lactose-free
diet. Infants with phenylketonuria should breastfeed, but they must receive supplementation with a
low-phenylalanine formula.41 Breastfed infants with phenylketonuria have better developmental
outcomes compared with those exclusively fed low-phenylalanine formulas.58

FATHER’S ROLE IN BREASTFEEDING SUPPORT

As family physicians, it is important to understand and include the baby’s father in the protection and
support of breastfeeding. The role of a father has been shown to be one of the most powerful
influences on a mother’s decision to breastfeed in the United States.59-62 To support and increase
breastfeeding initiation and continuation, the opinion, attitude, and the father’s knowledge about
breastfeeding and his relationship to his baby and the baby’s mother must be considered.

Strong approval and support of breastfeeding by the father is associated with a high incidence of the
decision to breastfeed.59,61 Mothers who perceive their partners to prefer formula or be ambivalent
about the feeding method are significantly more likely to discontinue breastfeeding before discharge
compared with those who perceive their partners as being supportive. Even if the mother thinks that
the father has a negative attitude toward breastfeeding, she is more likely to bottle-feed, even if that
perception was incorrect.63

Much of the focus on breastfeeding support is on the maternal-infant dyad. This focus may lead some
fathers to feel excluded and resentful of breastfeeding.64 Fathers’ negative perceptions of
breastfeeding’s effects on such things as interference with sex or having a damaging effect on breast
appearance can also lead the mother to bottle-feed. 63,65



In general, fathers whose children are bottle-fed have poor knowledge about breastfeeding. Fathers
who had previous breastfed children, had attended breastfeeding classes, and received information
about breastfeeding from medical personnel had a significantly higher chance of having a better
knowledge about breastfeeding.66 Providing postpartum advice and educational materials to fathers is
associated with higher incidence of exclusive breastfeeding or receiving maternal milk within the first
three months.67 If the decision by the mother to breastfeed is made after she becomes pregnant and not
before, she is more likely to discontinue breastfeeding before discharge, so it is important for the
couple to begin discussing breastfeeding before pregnancy.68

For fathers with no breastfeeding role models or those who have not discussed breastfeeding with their
partner or who have not attended a breastfeeding class, their first exposure to breastfeeding may be at
the time of delivery. Family physicians must encourage pre-pregnancy and prenatal participation by
fathers, as well as the mother’s entire support system, to promote breastfeeding.

Family physicians must be prepared to educate fathers and other family members on the benefits of
breastfeeding for the mother and baby and dispel any myths and misperceptions they may have. They
need to understand that what they may perceive as problems, such as soreness, physiologic infant
weight loss, jaundice, baby fussiness, and frequency of feedings especially at night do not necessitate a
switch to formula.

NURSING BEYOND INFANCY

As recommended by the WHO, breastfeeding should ideally continue beyond infancy, but this is not
the cultural norm in the United States and requires ongoing support and encouragement.69 It has been
estimated that a natural weaning age for humans is between two and seven years.70 Family physicians
should be knowledgeable regarding the ongoing benefits to the child of extended breastfeeding,
including continued immune protection,71 better social adjustment,72 and having a sustainable food
source in times of emergency. The longer women breastfeed, the greater the decrease in their risk of
breast cancer.73 Mothers who have immigrated from cultures in which breastfeeding beyond infancy is
routine should be encouraged to continue this tradition. There is no evidence that extended
breastfeeding is harmful to mother or child. Breastfeeding during a subsequent pregnancy is not
unusual. If the pregnancy is normal and the mother is healthy, breastfeeding during pregnancy is the
woman's personal decision. If the child is younger than two years, the child is at increased risk of
illness if weaned. Breastfeeding the nursing child after delivery of the next child (tandem nursing) may
help provide a smooth transition psychologically for the older child.19

EMPLOYMENT AND BREASTFEEDING

In the past 30 years, significant demographic shifts have affected child care and, more specifically,
lactation. With a reduction in family size has, there has been a progressively earlier return of mothers
to the workforce, as well as an increased percentage of families headed by women and families in
which both parents are employed. These demographic changes have made breastfeeding more difficult
to implement. The most significant obstacle to breastfeeding duration is the mother's need to return to
work.74,75 The day care industry has concurrently grown, fueled by the early return of new parents to
the workplace. Regardless of the quality of the day-care facility, studies have documented an increased
rate of transmission of infectious diseases in these settings.76

Employers can benefit when they promote a positive attitude towards lactation.77 Many new mothers
bring skills and experience to the workplace, and an encouraging atmosphere will promote retention of
these valued employees. Women who believe their employers are positive towards their desire to
continue breastfeeding are often less torn between their child and loyalty to an employer; such positive
attitudes generally result in greater employee productivity. Additionally, breastfeeding mothers lose
less time from the workplace because breastfed babies tend to stay healthier than their formula-fed
counterparts.78 Employers may choose to capitalize on their prolactation policies. Such policies may
generate customer approval and favorable publicity in the community.



The logistics involved in promoting ongoing lactation vary from employer to employer. Large
employers with on-site day care may simply choose to allow breaks for the mother to breastfeed. All
employers should be encouraged to have a written policy about the promotion and protection of
breastfeeding in the workplace. Ideally, employers should provide a dedicated space for women to
nurse or express milk (Table 1). Some employers may choose to offer their employees the option of
working part-time or telecommuting the first four to six months when lactation is most time-intensive.
A positive approach by employers goes a long way toward assuaging concerns on the part of other
employees. In time, federal and state tax benefits could be offered to companies that implement
affirmative lactation policies for their employees.

Table 1. Provisions for A Breastfeeding-Friendly Workplace
Family physicians may encourage employers to provide the option of a postpartum leave of at least
four months' duration; or part-time employment, telecommuting, or any other available option that
could permit the breastfeeding mother to spend more time with her baby. An excellent way to
motivate employers is by promoting the 2008 program, “The Business Case for Breastfeeding: Steps
for Creating a Breastfeeding Friendly Worksite: Easy Steps to Supporting Breastfeeding Employees,”
available at http://ask.hrsa.gov/detail.cfm?PubID=MCH00250. This is a comprehensive program
sponsored by the U.S. Department of Health and Human Services, Health Resources and Services
Administration Maternal and Child Health Bureau.79

Medical students, family medicine residents, and practicing family physicians should be afforded the
opportunity to establish and maintain lactation.

MILITARY ISSUES

Military mothers have many issues in common with other employed mothers, but also face some
unique challenges. There is not a comprehensive Department of Defense (DOD) policy about
breastfeeding, but most branches of the service do have some kind of instruction regarding active duty
women and breastfeeding.

The Navy instruction notes that “providing accommodations for breastfeeding offers tremendous
rewards for the DOD and Navy, in cost savings for health care, reduced absenteeism, improved morale
and service member retention.”80 The instruction also advises servicewomen to exclusively breastfeed
for the first six months and encourages them to continue to provide breast milk for the first year.80 The
Navy, Marine Corps, and the Air Force have policies supporting servicewomen in breastfeeding by
providing time (15 to 30 minutes) every 3 to 4 hours, in a clean, secluded space with ready access to
running water.80-82

The military environment provides different challenges to breastfeeding servicewomen. All services
require active duty mothers to return to work six weeks after delivery and mothers are deployable four
months postpartum. Maintaining breastfeeding could be a challenge if the mother must complete field
exercises or deployment. The Air Force instruction allows the obstetrician, pediatrician, or family
physician to provide a recommendation for deployment for those mothers that are exclusively
breastfeeding.82

Another challenge is the variety of resources, support, time, and environmental factors that vary from
command to command. In the military environment, the attitudes of leaders, such as commanders, are
important to the success of any breastfeeding programs. Other key components are scheduled breaks
during training and a supportive environment provided by senior leadership.

Family physicians should be aware of the unique challenges these families have and be actively
involved in working with the military population to educate commanders, supervisors, and peers about
the benefits of breastfeeding and how to support new mothers.

PUMPING, EXPRESSING AND STORAGE GUIDELINES

Expressing milk can be accomplished in various ways. The optimal method varies with the length of
the mother’s absence from the infant and maternal preference. For occasional brief absences, hand



expression and/or the use of a hand pump is usually sufficient. The longer and more frequent the
separations, the more important it is for the mother to use a hospital grade double-pumping electric
pump. This is especially important in cases of maternal-infant separation caused by illness or
prematurity and maternal return to full-time work in the absence of on-site day care. To avoid a
significantly reduced milk supply during the work week, mothers who work full-time can try frequent
breastfeeding when they are with their infants, pumping at a frequency as close to the feeding
frequency as possible, and instructing the infant care provider not to feed a full bottle to the infant
shortly before the mother’s arrival to pick up the infant. Mothers whose milk ejection reflex is
inhibited at work can be encouraged to use an item of the infant’s clothing and/or the infant’s picture
as a stimulus and ensure as comfortable an environment as possible for pumping.

Mother’s milk can be stored safely for longer periods than were previously recommended.83 For
working mothers with healthy, term infants, the milk can be stored at room temperature for six to eight
hours, in an insulated cooler bag with ice packs for 24 hours, and in the refrigerator for up to five days.
Frozen milk can be stored in the freezer compartment inside a refrigerator for two weeks, a separate
door freezer for three to six months and a chest or upright manual defrost deep freezer for six to 12
months.84 Small amounts of milk can be added to previously expressed milk, but the fresh milk should
be chilled before adding to already frozen milk. Room should be left in the container for expansion
during freezing.

The best storage containers are hard plastic or glass containers. It is best to avoid clear plastic
containers because of the possible leaching of BPA into the milk during warming. Warming and
thawing of milk should not be done in the microwave. Thawing can be accomplished by placing the
frozen milk in the refrigerator overnight or with the use of a bowl of warm water or running warm
water. Once thawed, the milk should not be refrozen but can be stored in the refrigerator for 24 hours.
Because any thawed milk that has been partially drunk must be discarded, it is advisable to use small
containers to avoid unnecessary waste.

WEANING

Weaning is the time of gradually transitioning infants from mother’s milk to complementary foods or
an older child’s diet. In this sense, weaning begins with the introduction of solids at the middle of the
first year. Complete weaning, or complete cessation of breastfeeding, ideally should be a gradual
process accomplished over a long period. There is no evidence that a specific age of weaning is
necessary or mandated. Like other developmental milestones, children wean when they are ready,
physically and psychologically. There are several weaning techniques that can be recommended when
a mother wishes to encourage the process. Medications to decrease or stop milk production are not
necessary and should be avoided. Sudden abrupt complete weaning is rarely necessary, and can place
the mother at risk for engorgement, plugged ducts, galactoceles, mastitis, and breast abscesses. The
child may be placed at risk for infectious illnesses, dehydration, malnutrition, and psychological
trauma such as feelings of abandonment.85 In cases in which abrupt weaning is necessary, the advice
of a lactation consultant should be sought to minimize the risks.

BREASTFEEDING AND PRETERM INFANT

The period following the birth of a premature infant can be overwhelming for families. The advice and
support of a trusted family physician can be invaluable to parents confronted with unforeseen
decisions and numerous uncertainties. Some relatively mature preterm infants may be able to
breastfeed right away. Family physicians can provide immediate guidance on maintaining lactation
when mother-infant separation is required.

Preterm breast milk differs from term breast milk, in that it has a higher concentration of protein,
immunoglobulin A, infection-fighting cells, immunomodulators and anti-inflammatory factors and it
provides short- and long-term health advantages for preterm infants.86-88 Premature infants who
receive their mother’s milk have a decreased risk of necrotizing enterocolitis, improved gut motility
and maturation,20,89 and reduced rates of sepsis compared with infants who receive milk
substitutes.89,90,91,92 Studies of preterm infants have also demonstrated reduced rates of atopic disease
in infants with a family history of atopy.93 A meta-analysis of 20 studies concluded that breastfeeding
is associated with long-term cognitive advantages and that preterm infants derive more benefit than



full-term infants.94 Breast milk has also been associated with enhanced retinal development and visual
acuity in preterm infants.95,96 However, mother’s milk may need to be supplemented with a fortifier
for smaller or more fragile preterm infants.97-99

Studies have shown that preterm infants show greater cardiac and respiratory stability when
breastfeeding rather than bottle-feeding.98,100 Therefore, initiating breastfeeding in preterm infants
does not require demonstrated ability to bottle-feed. In addition to promoting physiologic stability in
premature infants, skin-to-skin contact or "kangaroo care"101,102 increases maternal milk supply and
breastfeeding rates.103,104 Mothers of preterm infants should be presented with information about the
benefits of breastfeeding and breast milk for the premature infant. Women who are hesitant to make a
long-term commitment to breastfeeding should be encouraged to nurse or express colostrum and milk
for her infant until the baby is discharged from the hospital. The mother of a preterm infant faces
many challenges including infant illness, maternal-infant separation, infant feeding difficulties at the
breast including the possibility of prolonged pumping, with the emotional and physical stress of
juggling personal care with other commitments to her family, job, and her newborn. When family
physicians work as part of a medical team of neonatologists, nurses, social workers, dietitians, and
lactation consultants, they can be effective in supporting the successful initiation and continuation of
breastfeeding the preterm infant.

BREASTFEEDING THE NEAR-TERM INFANT

Newborns born at 35 to 37 weeks’ gestation have special nutritional needs compared with newborns
that are full term, and require extra lactation support. These babies tend to be sleepy and are at high
risk of not feeding effectively enough at the breast to support sufficient growth. This increases their
risk for hypoglycemia and dehydration. Because of their relative immaturity, they are also at risk for
delayed hepatic bilirubin excretion leading to jaundice. These babies require monitoring of adequate
breast milk intake, and often need supplementation of expressed colostrum or milk until they are
sufficiently vigorous at the breast to maintain proper growth.105

SUPPLEMENTATION

Routine supplementation of healthy, term breastfeeding infants is not recommended unless medically
indicated. Mothers who supplement their nursing infants with infant formula are at risk for a decrease
in their milk supply caused by decreased demand. In addition to potential loss of milk,
supplementation should only be used when medically indicated because it can also interfere with other
psychosocial and neurodevelopmental benefits of breastfeeding. (Note the AAFP policy on
supplementation of exclusively breastfeeding infants in Appendix 1). Common situations that require
infant supplementation include infant hypoglycemia not responsive to nursing, insufficient maternal
milk supply, delay in lactation, excessive infant weight loss, infant illness such that feeding at the
breast is not effective, and maternal-infant separation.106

Supplementation may be done with expressed milk, pasteurized donor human milk, or artificial infant
formula. Methods of supplementation include cup feeding, finger feeding with a syringe attached to a
feeding tube, a supplemental feeding tube at the breast, and bottle feeding. One method is not
necessarily more suitable than another, and the choice of method depends on individual evaluation of
the mother-infant pair. Parents need professional guidance when supplementation is necessary, and
consultation with a certified lactation consultant or other knowledgeable health professional is
recommended.

Sunlight has historically been the primary source of vitamin D for humans. Human mothers and babies
receive much less sun exposure than they historically did because of urban/indoor lifestyles,
migration, and sun avoidance or use of sunscreens to prevent skin cancer. Human milk contains low
levels of vitamin D, leaving breastfed babies, especially dark-skinned babies, at increased risk for
rickets. It is recommended that healthy, term breastfeeding babies receive 200 units of vitamin D
supplementation daily by two months of age.107 Breastfeeding babies receiving 500 mL or more of
vitamin-D fortified artificial infant formula do not need additional vitamin D supplementation.



DONOR MILK 
There are 10 nonprofit human milk banks in the United States that are members of the Human Milk
Banking Association of North America.108 Each milk bank carefully screens donors, then pasteurizes
and distributes donor human milk to a variety of infant and child populations in need. Banked
pasteurized donor human milk has been found to be safe and nutritionally sound for babies who do not
have access to their mother’s own milk.109,110 Certain premature infants, such as those weighing less
than 1,500 g generally need protein fortification of banked donor milk to achieve optimal growth.111

ADOLESCENTS AND BREASTFEEDING

Although teenage mothers share issues with their adult peers, they also face many unique pressures.
The family physician is well positioned to assist the pregnant and breastfeeding teenager and her
family. All adolescent mothers should be encouraged to breastfeed.112

Many adults in our society may have a negative attitude toward the pregnant teenager. It is essential
for her family physician to be aware of these negative attitudes, including his or her own feelings. The
family physician can help pregnant teenagers cope with these issues and encourage breastfeeding.112

Enlisting the teenager's support system is important; including the baby's father, peers, and friends
may make the difference.114 Peer counseling by other breastfeeding teenagers can be powerful.
Adolescents are usually interested in learning about the practical issues of breastfeeding and learn
quickly. However, they may often have an incorrect understanding, and dispelling myths is key.11

Pregnant and breastfeeding adolescents often have significant concerns about body image. These
concerns can be addressed by providing positive images of discreet breastfeeding and educating them
about changes that will occur during pregnancy and breastfeeding. Often, teenagers are disinclined to
bring up such concerns, but if asked they are willing to discuss body image concerns, as well as issues
such as sexuality and contraception. Because teenagers worry about their changing bodies, it is
important to proactively share information about proper nutrition, diet, exercise, and weight loss with
the mother and those in her support system.115,116

Milk production in teenagers has been evaluated because of concerns about a possible decreased milk
supply in adolescent mothers.117 They may make less milk as a result of having less breast tissue.118

Teenage mothers often feed their infants less frequently and supplement with solids earlier.119

However, most teenage mothers with proper support have ample milk supplies.

Continued support of the adolescent mother will help her maintain breastfeeding. It is also important
to help create environments suitable for her success in breastfeeding. The physician may need to
advocate on the mother’s behalf at school or work to provide time for breastfeeding and pumping. In
addition, anticipatory guidance about her baby's growth and development, as well as ongoing
parenting education, will help the mother and her family to maintain breastfeeding as part of her
lifestyle.

ADOPTIVE BREASTFEEDING

Family physicians often care for adoptive parents. The physician should offer the adoptive mother the
opportunity to breastfeed her child.

A knowledgeable physician or lactation consultant may help the mother develop a milk supply before
or after an adoption.120 The family physician should support lactation induction or relactation as early
as possible in the adoptive process. The physician should facilitate placing the newborn to the breast
as soon as possible after the birth of the adopted child.

Many adoptive mothers are physiologically capable of producing breastmilk.121 Although the adoptive
mother may not develop a full milk supply, with induced lactation techniques and the use of
galactagogues, it is often possible to provide a significant amount of breast milk. The family physician
should also consider and facilitate milk from human milk banks to supplement the supply of the
adoptive mother. Suckling at the breast has developmental advantages for babies. In many cases, the
opportunity to emotionally bond during nursing is the primary benefit of breastfeeding for adoptive
mothers and babies.122



BREASTFEEDING MULTIPLES

Mothers of twins and higher order multiples should be encouraged to breastfeed. These mothers will
need additional support for breastfeeding. Most mothers can fully breastfeed twins. However mothers
of higher order multiples are more likely to need to supplement their milk. Encouraging simultaneous
feedings may be helpful to the breastfeeding mother of multiples, and attendance at support groups can
also be beneficial.123

BREASTFEEDING IN UNDERSERVED POPULATIONS

Breastfeeding is important for all infants, but children exposed to overcrowding or to poverty are
especially vulnerable to the risks of not being optimally breastfed.124 Racial, ethnic, and
socioeconomic disparities in breastfeeding rates persist despite overall increases.13,20,125 Incidence and
duration data, however, do not truly measure breastfeeding rates among various ethnic and cultural
groups. Statistics gathered under the simplistic groupings of "African-American," "Hispanic," etc.,
inadequately represent the many cultures and ethnicities included in each category.

Reasons for the relatively low rates in several ethnic and socioeconomic subgroups are cultural and
economic.126 Women of lower socioeconomic status may have less education and are often employed
in positions where work hours, transportation, and other constraints interfere with the maintenance of a
regular schedule of breastfeeding and/or pumping. Provision of formula through the Women, Infants,
and Children (WIC) program may make bottle-feeding an attractive alternative, despite concordant
attempts to encourage breastfeeding. Family responsibilities, the cost of nursing paraphernalia, lack of
a private space to nurse, and issues of partner acceptance pose additional obstacles to lactation.64,127,128

In addition, these mothers often lack personal role models and access to breastfeeding information and
lactation specialists. Certain populations are potentially more vulnerable to the effects of aggressive
infant formula marketing practices.129,130

Ethnic subgroups within our society also face significant obstacles to breastfeeding even when
economics is not a factor. First-generation immigrants from countries where breastfeeding is the norm
are more likely to breastfeed than are second- and later-generation women. This may be because of
convenience, belief in modern food technology, and attempts to acculturate into a society where
bottle-feeding is perceived to be the norm.131 Thus, breastfeeding role models are lost with successive
generations. Additionally, accurate breastfeeding information is less available in languages of smaller
ethnic minorities. Few lactation consultants or other health care personnel are equipped to help women
who speak languages other than English or Spanish. Some ethnic and cultural groups are
under-represented in the lactation consultant field. Many cultures also have unique beliefs about
lactation, including rituals regarding milk production, concerns about colostrum, sexual taboos, and
beliefs about wet-nursing.131 These beliefs need to be taken into account when counseling about the
lactation process.

Family physicians can promote lactation among their patients of various ethnicities and socioeconomic
levels in a number of ways, including:

. Learning about the family structure of their patients. In some cultures, enlisting the
cooperation of a pivotal family member (many times the patriarch of the family, but may
also be the elder woman in the household) may greatly assist in the promotion of
breastfeeding,132 whereas in others, the participation of a particular family member may be
inappropriate.

. Understanding the partner's perspectives and beliefs that may affect breastfeeding success
and educating where appropriate.

. Ensuring that parents from diverse cultures understand the importance of breastfeeding to
their children's growth and development.

. Respecting cultural traditions and taboos associated with lactation, adapting cultural beliefs
to facilitate optimal breastfeeding, while sensitively educating about traditions that may be
detrimental to breastfeeding.

. Encouraging exclusive lactation in the hospital in a culturally sensitive manner.

. Providing all information and instruction, wherever possible, in the mother's native
language in a culturally relevant manner, and assessing for literacy level when appropriate.



. Understanding the specific financial, work, and time obstacles to breastfeeding, and
working with families to overcome them, and providing specific means to address the
obstacles.

. Being aware of the role of the physician's own personal cultural attitudes when interacting
with patients.

. Being aware of the interaction between the larger American culture and the patient's culture.

Education of Medical Students, Residents, and Family Physicians

MEDICAL STUDENTS

In the preclinical years, courses in anatomy, physiology, and biochemistry, among others, should
include aspects pertinent to lactation (Table 2). These include anatomy of a lactating breast and how
this relates to baby's latch-on, physiology of milk production and the milk ejection reflex,
biochemistry of human milk and the vast differences in artificial substitutes. Some topics could be
covered as "clinical correlation" lectures. Aspects of lactation relevant to particular disciplines could
be integrated into the existing curriculum. For example, the basics of the passage of medications into
human milk could be incorporated into the pharmacology course. In the introductory clinical course,
students should be taught the importance of a patient's own infant feeding history as a possible risk
factor for disease, how to take a breastfeeding history when appropriate, and how to examine lactating
breasts.

Table 2. Lactation Topics for Preclinical Years

. Physiology of the breast during lactation

. Composition of human milk

. Latch and suckling dynamics

. Teaching the mother-infant dyad to breastfeed

. Mechanisms of jaundice in breastfeeding baby

. Psychosocial aspects of breastfeeding

In the clinical years, patient care experience in family medicine, obstetrics, and pediatrics should
include instruction in normal breastfeeding, including risks to mother and baby if alternate choices are
made ("informed consent" for formula use).133 Topics to be included are preparation to breastfeed
during pregnancy, anticipatory guidance for the mother during the first week of lactation, normal
growth of breastfed infants, and anticipatory guidance for other issues that arise regarding
breastfeeding of older infants and toddlers. Management of other special considerations in
breastfeeding dyads, such as breast milk and breastfeeding jaundice, infectious disease and lactation,
contraindications to breastfeeding, medications in the breastfeeding mother, nutritional support,
lactation and fertility, and the allergic family should be addressed. Other issues that should be
incorporated into the curriculum include assisting mothers with breastfeeding an ill or special-needs
infant, reestablishing lactation, inducing lactation for an adoptive family, advocacy for employed
mothers, and psychosocial support for the breastfeeding family (Table 3).

Table 3. Normal Breastfeeding Topics for Clinical Years

. Effects of labor and delivery interventions on initiation of breastfeeding

. Facilitating and assisting mother with the first feeding in the delivery room

. Neonatal breastfeeding assessment

. Supporting mothers returning to school or work

. Pumps and pumping

. Advocacy

Venues for instruction include lectures, clinics, wards, special lactation clinics, and mentoring by
instructors with expertise in breastfeeding medicine. Modes of instruction should include case
presentations, problem-based learning modules, direct patient care, patient education opportunities,
didactics, and computerized learning modules. Family medicine interest groups could present
workshops about breastfeeding to complement the medical school curriculum.



In view of the lack of adequate medical education regarding breastfeeding and human lactation17 until
recently, it is crucial to provide appropriate faculty development opportunities to provide medical
students with faculty knowledgeable in evidenced-based breastfeeding management.

FAMILY MEDICINE RESIDENCY

Family medicine residency curriculum should reinforce the concept that breastfeeding is the
physiologic norm for mothers and children. Risks to the child of not being breastfed should be
addressed, including nutritional differences between human milk and substitutes,18 and short-term and
life-long health,133 developmental,95,134-136 and social risks. Risks of not breastfeeding to the mother,
including health,137-143 financial, and social issues,76,144,145 should be covered. Risks of not
breastfeeding to the family should also be addressed, such as financial aspects, stress of having an ill
child, and long-term loss of income when raising a child with suboptimal development. The special
role of the father and/or the mother's partner, relatives, and friends in supporting breastfeeding should
be addressed. Additionally, risks to society as a whole should be taught, including increasing health
care costs12,146-147 and ecologic considerations.148,149

All aspects of normal breastfeeding (Table 3) and management of common problems (Table 4) should
be covered and integrated longitudinally in the three-year residency curriculum. Individual topics may
be addressed as appropriate in the following areas:

. Family medicine centers (prenatal, postpartum, and well-child visits)

. Mother-baby unit of the hospital (including delivery and postpartum)

. Hospital wards (maintaining lactation in ill mothers)

. Didactics, case conferences, online learning projects150 and journal club (all topics as
appropriate)

. Community lactation consultation clinics and breastfeeding support groups151

Table 4. Suggested Topics for Residency Curriculum

Breastfeeding Basics (Tables 1,2,3)

Management of common lactation problems

. Maternal

.

. Sore nipples

. Plugged ducts

. Mastitis

. Candidal infections of breast

. Inadequate milk supply

. Breast lumps during breastfeeding

. Infant

.

. Latch and suck problems

. Supplementary feeds

. Jaundice

. Inadequate weight gain

. Frenotomy

. Special situations

.

. Congenital anomalies

. Down syndrome

. Congenital heart defects



. Cleft lip or palate

. Maternal breast imaging

Specific elective experiences in breastfeeding medicine should be made available for residents who
want more intensive education. Multidisciplinary breastfeeding education has proven beneficial to
interns across primary care.152 Residency practices should model support of their breastfeeding
patients. Specific support should also be provided for medical students and residents (and other staff
members) who are themselves breastfeeding.

CONTINUING MEDICAL EDUCATION FOR PRACTICING FAMILY PHYSICIANS

With breastfeeding rates rising, it is important for practicing family physicians to seek continuing
medical education (CME) opportunities regarding evidence-based practice for breastfeeding support
and management of problems that may occur. Many conferences and seminars on breastfeeding for
health professionals offer CME hours for physicians as well. The AAFP is a cooperating organization
for the La Leche League International Seminar for Physicians on Breastfeeding, as well the Academy
of Breastfeeding Medicine’s Annual International Meeting. Breastfeeding is often a topic at AAFP
national educational conferences.

FAMILY PHYSICIANS AND BREASTFEEDING ADVOCACY

Family physicians have had a long history of advocating for patients in various aspects of their health
care. The AAFP153 endorses the Ten Steps for making hospitals and staff more breastfeeding friendly
(Appendix 3). To reach AAFP and United States breastfeeding goals, we will need to be advocates
with and for our breastfeeding patients. Until breastfeeding is considered the norm, family physicians
will need to be involved in shaping policies that affect breastfeeding. Family physicians can become
advocates for breastfeeding in several areas, including in physician offices, hospitals, birthing centers,
and workplaces, and with insurance companies. Family physicians can help shape public health
policies and encourage research. Although an individual family physician is not likely to be involved
in all areas of advocacy for breastfeeding, family physicians working together as a group can become
effective advocates for breastfeeding patients.

Studies have shown that the physician's recommendation to breastfeed increases breastfeeding
initiation and duration rates.1,154,155 Eliminating formula company literature, advertising, and
distribution of samples encourages breastfeeding as normal infant feeding.101 We need to be sure that
our office and hospital nursery policies support our breastfeeding patients and employees. There are
some simple steps that all physicians can take to advocate breastfeeding in our offices (Appendix
1).3,133,156-158

When advocating for breastfeeding issues related to insurance coverage and workplace changes, the
economic benefits of breastfeeding are essential points. Several studies have shown substantial
increase in cost to families, communities, health care systems, and employers when babies are not
breastfed.12,146,147,158 Physicians must be aware of these data to be effective advocates in promoting
change in policies regarding breastfeeding. Recent legislative efforts of states have ensured protection
for lactating mothers.159 Family physicians have assumed many administrative roles in hospitals,
managed care plans, insurance companies, and large physician organizations. In these roles, family
physicians are in a position to promote breastfeeding and ensure appropriate payment for lactation
services provided by physicians or lactation consultants. Family physicians should advocate for
improved access to lactation services by encouraging increased availability of lactation consultants.

Family physicians should support and advocate for public health policies that would increase
breastfeeding rates. They should actively promote legislation that would encourage the ease, safety,
and security of breastfeeding. Family physicians should advocate for and become involved with
breastfeeding-related research aimed at increasing innovative educational models in training programs,
the evidence base and, increasing breastfeeding rates.



Family physiscians are active and influential in their communities. By projecting a positive attitude 
toward breastfeeding in the office and the community, they can strongly affect patients' decision to
breastfeed. The U.S. Preventive Services Task Force recommends structured breastfeeding education
and counseling to improve breastfeeding rates.160 Family physicians provide a wealth of patient
education in their offices. As a part of their health education and promotion activities in schools,
family physicians should incorporate breastfeeding into their education for boys and girls. Making
breastfeeding education available to all family and community members will make breastfeeding the
community norm.
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Appendix 1: Recommendations for Breastfeeding Promotion and
Management
AAFP Policy Statement on Breastfeeding

Breastfeeding is the physiological norm for both mothers and their children. Breastmilk offers medical
and psychological benefits not available from human milk substitutes. The AAFP recommends that all
babies, with rare exceptions, be breastfed and/or receive expressed human milk exclusively for the
first six months of life. Breastfeeding should continue with the addition of complementary foods
throughout the second half of the first year. Breastfeeding beyond the first year offers considerable
benefits to both mother and child, and should continue as long as mutually desired. Family physicians
should have the knowledge to promote, protect, and support breastfeeding. (1989) (2007)

AAFP Policy Statement on Hospital Use of Infant Formula in Breastfeeding Infants

The AAFP encourages that hospital staff respect the decision of the mother who chooses to breastfeed
exclusively by not offering formula, water or pacifiers to an infant unless there is a specific physician
order.

The AAFP discourages distribution of formula or coupons for free or discounted formula in hospital
discharge or physician office packets given to mothers who choose to breastfeed exclusively.
General Recommendations for All Family Physicians

1 . Breastfeeding promotion and education need to occur throughout the life cycle.

a . Provide accurate and appropriate breastfeeding information at all preventive health
visits throughout the lifespan.

b . Provide accurate information about infant feeding during preconception and all
prenatal visits.

2 . Family physicians, whether or not they provide maternity care, should establish a
breastfeeding-friendly office.1,2,3

a . Avoid the direct or implied endorsement of artificial baby milks (formula) by
eliminating the distribution of samples and formula-company sponsored materials.4,5

b . Display culturally appropriate breastfeeding pictures and posters.
c . Ensure that all office staff members are knowledgeable about and supportive of

breastfeeding.8

d . Have current breastfeeding resources available in the office.

3 . Family physicians should actively promote breastfeeding in the community.

a . Promote practices consistent with the "Ten Steps to a Baby-Friendly Hospital"
(Appendix 3).7,8,9-12

b . Provide educational programs in the community about the importance and practical
aspects of breastfeeding.

c . Advocate for mother-friendly policies in the workplace.13

d . Support legislation and public policy that protects breastfeeding.



Specific Clinical Recommendations14

1 . Preconceptual and Prenatal Education

a . Address the infant feeding decision before conception or as early in pregnancy as
possible; women make their decision about breastfeeding very early. Prenatal
intention to breastfeed has an influence on initiation and duration of breastfeeding.
Continue to bring up the issue of infant feeding throughout the prenatal period.1,2,15

b . Determine the mother's intent and any concerns or misconceptions she may have.
Provide appropriate education and anticipatory guidance to encourage her to
consider breastfeeding and determine what support she will need to make and carry
out this decision.16

c . Elicit any factors in the family medical history that may make breastfeeding
especially important (e.g., atopic diseases, diabetes, obesity, cancers), and advise the
woman of these factors.14,17-21

d . Elicit any risk factors for potential breastfeeding problems and any medical
contraindications to lactation. Provide appropriate support and education.1,22

e . For multiparous women, document the duration of lactation for each infant, reasons
for weaning, and any problems that occurred. (We suggest the history be
documented with the labor histories of each infant.) For the current pregnancy,
document a plan for intervention, including lactation consultation where indicated,
on the prenatal form.1

f . Encourage the participation of the mother's support persons and educate them as
appropriate. Remember that whoever is at the prenatal visit or hospital stay is likely
to have influence over breastfeeding and other health care decisions.23,24

g . Recognize the feelings of relatives who did not breastfeed, or weaned prematurely.
Encourage them to learn what is known about breastfeeding for the optimal health of
the mother and baby.

h . Encourage the woman and her support persons, in a culturally sensitive manner, to
attend breastfeeding classes and/or support group meetings prenatally.25.26

i . Provide the woman with accurate, noncommercial breastfeeding literature and
recommendations for accurate lay breastfeeding resources (e.g., books, Web sites).

j . Educate women about the potential breastfeeding problems associated with the use
of intrapartum analgesia and anesthesia. Encourage the use of a labor support person
(doula).27-30

2 . Intrapartum support

a . Provide appropriate labor support intended to minimize unnecessary analgesics or
anesthesia.27,28-30

b . If mother and baby are stable, facilitate immediate postpartum breastfeeding.
Minimize separation of mother and infant and wait until after the first breastfeeding
to perform routine newborn procedures such as weighing, ophthalmic prophylaxis,
vitamin K injection, etc.32

c . Provide warming for the stable newborn via skin-to-skin contact with the mother,
covering mother and baby if necessary.32

3 . Early postpartum education and support14

a . Advocate for 24-hour rooming in for mother and baby.33

b . Encourage the mother's support persons to provide optimal opportunities for
breastfeeding.

c . Ensure that breastfeeding is being adequately assessed on a regular basis by
qualified professionals. Advocate for lactation consultation services at all hospitals
where maternal and infant care is provided.34

d . Educate mothers about the importance of frequent, unrestricted breastfeeding with
proper positioning and latch.

e . Help mothers recognize the baby's early feeding cues (e.g., rooting, lip smacking,
sucking on fingers or hands, rapid eye movements) and explain that crying is a late



sign of hunger. Help mothers also recognize signs that the baby is satisfied at the
end of a feeding (e.g., relaxed body posture, unclenching of fists).

f . If mother and baby need to be separated, assist maintenance of breastfeeding and/or
ensure that mother receives assistance with expressing milk.

g . Provide mothers with clear verbal and written discharge breastfeeding instructions
that include information on hunger and feeding indicators, stool and urine patterns,
jaundice, proper latch and positioning, and techniques for expressing breast milk.

h . Educate mothers about the risks of unnecessary supplementation and pacifier
use.34,35-38,39,40

i . Avoid the use of discharge packs containing formula samples and formula company
advertising or literature.39-41

j . Ensure that the mother and baby have appropriate follow-up within 48 hours of
discharge and provide mother with phone numbers for lactation support.42,43

k . Identify breastfeeding problems in the hospital and assist the mother with these
before discharge.

l . Develop an appropriate follow-up plan for any identified problems or concerns.
m . Provide the family with information about breastfeeding support groups in the

community.

4 . Ongoing support and management1,2,43

a . Evaluate the mother and baby soon after hospital discharge to assess adequacy of
milk intake and address any problems that have developed.

b . Use breastfeeding-friendly approaches to treatments for problems.
c . Continue to encourage breastfeeding throughout the first year of life and beyond, at

well-child and other visits. Encourage exclusive breastfeeding for the first six
months of life.44

d . Be knowledgeable about prevention and management of common breastfeeding
challenges.

e . Develop a working relationship with professionals with expertise in lactation issues,
such as International Board Certified Lactation Consultants. Consult when
breastfeeding concerns exceed your level of expertise.

f . Encourage mothers who are returning to work to continue to breastfeed.45,46

g . Encourage mothers who do not feel they can continue to exclusively breastfeed to
continue partial breastfeeding as long as possible.

h . Support mothers who choose not to breastfeed or who wean prematurely.
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Appendix 2: Resources for Family Physicians and Other Health
Professionals
The following is a limited list of references and resources to assist family physicians in their efforts to
support recommendations of the AAFP Position Paper on Breastfeeding.

General Directories of Support Services

Centers for Disease Control and Prevention

The CDC is committed to increasing breastfeeding rates throughout the United States and to
promoting optimal breastfeeding practices as a means of improving the public’s health.

http://www.cdc.gov/breastfeeding

The National Women's Health Information Center

List of breastfeeding resources

A Project of the HHS Office on Women's Health



U.S. Department of Health and Human Services

http://www.womenshealth.gov/breastfeeding

State Departments of Public Health

Many states have comprehensive programs that support breastfeeding and breastfeeding education.

State Universities

Many state universities or extension services offer information, training materials, and educational
opportunities for physicians and other health professionals.

National Library of Medicine Drug and Lactation Database

A user-friendly source for information on the use of drugs in lactation

http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT

Textbooks and Printed Resources

Breastfeeding : A Guide for the Medical Profession

Ruth A. Lawrence, Robert M. Lawrence

6th ed. (April 2005)

Mosby, Inc.

Breastfeeding Handbook for Physicians

American Academy of Pediatrics (AAP), American College of Obstetricians and Gynecologists
(ACOG)

2006

http://www.aap.org/bookstore

Breastfeeding and Human Lactation

Jan Riordan

3rd ed. (2005)

Jones and Bartlett Publishers

Breastfeeding the Newborn: Clinical Strategies for Nurses

Marie Biancuzzo, RN, MS, IBCLC

2nd ed. (October 2002)

Mosby, Inc.

Drugs in Pregnancy &amp; Lactation: A Reference Guide to Fetal &amp; Neonatal Risk

Gerald G. Briggs, Roger K. Freeman, Sumner J. Yaffe

8th ed. (2008)

Lippincott, Williams &amp; Wilkins

Medications and Mothers' Milk



Thomas W. Hale, PhD

13th ed. (2008)

Hale Publishing

Textbook of Human Lactation

Thomas W. Hale, PhD and Peter Hartmann, PhD

2007

Hale Publishing

The Breastfeeding Answer Book

Nancy Mohrbacher, IBCLC, Julie Stock, IBCLC

3rd ed. (2003)

La Leche League International

The Ultimate Breastfeeding Book of Answers

Jack Newman, MD, Teresa Pitman

2006

Random House, Inc.

Educational Resources for Physicians

American Academy of Family Physicians

AAFP Breastfeeding Position Statement

Additional courses with AAFP Prescribed credit may be found through the Academy's CME database

http://www.aafp.org

American Academy of Pediatrics

AAP Policy Statement

Section on Breastfeeding

Breastfeeding and the Use of Human Milk

http://aappolicy.aappublications.org/cgi/content/full/pediatrics;115/2/496

ABM Clinical Protocols

Clinical guidelines for the care of breastfeeding mothers and infants

Academy of Breastfeeding Medicine

140 Huguenot St., 3rd floor

New Rochelle, NY 10801

800-990-4ABM (toll free)

914-740-2101 (fax)

E-mail: ABM@bfmed.org

Web site: http:www.bfmed.org 



Academy of Breastfeeding Medicine Annual International Conference

What Every Physician Needs to Know About Breastfeeding

Health Team Members Conference

Academy of Breastfeeding Medicine

140 Huguenot St., 3rd floor

New Rochelle, NY 10801

800-990-4ABM (toll free)

http://www.bfmed.org

Breastfeeding Basics

An online short course on the fundamentals of breastfeeding; may be used as curriculum for a student
or resident rotation

http://www.breastfeedingbasics.org

Breastfeeding Promotion in Pediatric Office Practices Program (BPPOP III)

American Academy of Pediatrics

Support for pediatric, obstetric, and family medicine residents; practicing physicians; and other health
care professionals in effective breastfeeding promotion and management

http://www.aap.org/breastfeeding/new%20bppopIII.cfm

Lactation Management Curriculum - A Faculty Guide for Schools of Medicine, Nursing, and
Nutrition

Lactation Management Self-Study Modules, Level 1

Wellstart International

http://www.wellstart.org

Patient Information

The Womanly Art of Breastfeeding

7th revised ed. (May 2004)

La Leche League International

PO Box 4079

Schaumburg, IL 60168-4079

http://www.llli.org

A Woman's Guide to Breastfeeding

American Academy of Pediatrics (1998)

Division of Publications

http://www.aap.org



Breastfeeding Support Organizations

American Academy of Family Physicians

A national organization representing more than 97,000 members who provide comprehensive,
coordinated, and continuing care to all members of the family and serve as the patient's advocate in the
changing health care system. Breastfeeding support materials and CME training are available through
AAFP.

11400 Tomahawk Creek Parkway

Leawood, KS 66211-2672

800-274-2237

http://www.aafp.org

Academy of Breastfeeding Medicine

A worldwide organization of physicians dedicated to the promotion, protection, and support of
breastfeeding and human lactation

140 Huguenot St., 3rd floor

New Rochelle, NY 10801

800-990-4ABM (toll free)

914-740-2115

914-740-2101 (fax)

E-mail: ABM@bfmed.org

http://www.bfmed.org

American Academy of Pediatrics

http://www.aap.org

American College of Obstetrics and Gynecology

http://www.acog.org

Baby-Friendly USA

Implements the U.S. UNICEF Baby-Friendly Hospital Initiative in the United States

327 Quaker Meeting House Rd., E.

Sandwich, MA 02537

(508) 888 - 8092

(508) 888 – 8050 (fax)

E-mail: Info@babyfriendlyusa.org

http://www.babyfriendlyusa.org

International Board of Lactation Consultant Examiners

The International Board of Lactation Consultant Examiners (IBLCE) is the internationally recognized
certifying agency for lactation consultants

IBLCE in the Americas



6402 Arlington Blvd., Suite 350

Falls Church, VA 22042-2356

703-560-7330

703-560-7332 (fax)

E-mail: iblce@iblce.org

http://www.iblce.org

International Lactation Consultants Association

The International Lactation Consultant Association (ILCA) is the professional association for
International Board Certified Lactation Consultants (IBCLCs) and other health care professionals who
care for breastfeeding families. ILCA publishes the Journal of Human Lactation

1500 Sunday Dr., Suite 102

Raleigh, NC 27607

(919) 861-5577

(919) 787-4916 (fax)

E-mail: info@ilca.org

http://www.ilca.org

La Leche League International

Their mission is to help mothers worldwide to breastfeed through mother-to-mother support,
encouragement, information, and education, and to promote a better understanding of breastfeeding as
an important element in the healthy development of the baby and the mother.

PO Box 4079

Schaumburg, IL 60168-4079

http://www.llli.org

Wellstart

A nonprofit organization that promotes maternal and child health, specializing in the area of
breastfeeding. Wellstart provides educational opportunities for perinatal health care professionals,
focusing on the scientific basis and management of human lactation.

PO Box 602

Blue Jay, CA 92317

E-mail: info@wellstart.org

http://www.wellstart.org

World Alliance for Breastfeeding Action - WABA

The World Alliance for Breastfeeding Action (WABA) is a global network of individuals and
organizations concerned with the protection, promotion and support of breastfeeding worldwide.

WABA Secretariat

P.O. Box 1200, 10850

Penang, Malaysia



604-6584816 (tel)

604-6572655 (fax)

E-mail: waba@streamyx.com

http://www.waba.org.my

WABA - North America

LLLI 1400 N. Meacham Rd.

Schaumburg, IL 60173-4840

(847) 519-7730 (tel)

(847/ 519-0035

E-mail: rmagalhaes@llli.org

http://www.waba.org.my

Appendix 3: National and International Breastfeeding Initiatives
The Baby Friendly Hospital Initiative

The Baby-Friendly Hospital Initiative is a worldwide project of UNICEF and the World Health
Organization (WHO). The goal of the initiative is to recognize hospitals and birth centers that take
special steps to provide an optimal environment for breastfeeding. Approximately 14,000 hospitals
worldwide have received this prestigious award. In the United States, hospitals and birth centers may
take a first step toward receiving Baby-Friendly designation through the Certificate of Intent program.
For an application packet, call 508-888-8044 or visit http://www.babyfriendlyusa.org

10 Steps to Successful Breastfeeding (endorsed by the AAFP)

1 . Develop a written breastfeeding policy and routinely communicate it to all health care staff.
2 . Train all health care staff in skills necessary to implement the policy.
3 . Inform all pregnant women about the benefits and management of breastfeeding.
4 . Help mothers initiate breastfeeding within half an hour of birth.
5 . Show mothers how to breastfeed, and how to maintain lactation even if they should be

separated from their infants.
6 . Give newborn infants no food or drink other than breast milk, unless medically indicated.
7 . Practice rooming-in: Allow mothers and infants to remain together 24 hours a day.
8 . Encourage breastfeeding on demand.
9 . Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding

infants.
10 . Foster the establishment of breastfeeding support groups and refer mothers to them on

discharge from the hospital or clinic.

The WHO/UNICEF Code of Marketing of Breast milk Substitutes

In 1981, the World Health Assembly adopted The International Code of Marketing of Breastmilk
Substitutes, as a tool to protect breastfeeding. Formula marketing targets women. New mothers are
given free samples of formula, babies are given bottles in hospitals, coupons or food samples arrive in
the mail, or booklets and videotapes are distributed on breastfeeding and weaning. The Code prohibits
marketing of these products in these ways. It covers formula, other milk products, cereals, teas and
juices, as well as bottles and teats.

The Code has 10 important provisions:

1 . NO advertising of any of these products to the public.
2 . NO free samples to mothers.
3 . NO promotion of products in health care facilities, including the distribution of free or



low-cost supplies.
4 . NO company sales representatives to advise mothers.
5 . NO gifts or personal samples to health care personnel.
6 . NO words or pictures idealizing artificial feeding, or pictures of infants on labels of infant

milk containers.
7 . Information to health care personnel should be scientific and factual.
8 . ALL information on artificial infant feeding, including that on labels, should explain the

benefits of breastfeeding and the costs and hazards associated with artificial feeding.
9 . Unsuitable products, such as sweetened condensed milk, should not be promoted for infants.
10 . Manufacturers and distributors should comply with the Code's provisions even if countries

have not adopted laws or other measures.

Innocenti Declaration on the Protection, Promotion, and Support of Breastfeeding

The Innocenti Declaration was produced and adopted by participants at the WHO/UNICEF
policymakers' meeting on "Breastfeeding in the 1990s: A Global Initiative," cosponsored by the U.S.
Agency for International Development (AID) and the Swedish International Development Authority
(SIDA).

We therefore declare that:

. As a global goal for optimal maternal and child health and nutrition, all women should be
enabled to practice exclusive breastfeeding and all infants should be fed exclusively on
breast milk from birth to four to six months of age. Thereafter, children should continue to
be breastfed, while receiving appropriate and adequate complementary foods, up to two
years of age or beyond. This child-feeding ideal is to be achieved by creating an appropriate
environment of awareness and support so that women can breastfeed in this manner.

. Attainment of this goal requires, in many countries, the reinforcement of a "breastfeeding
culture" and its vigorous defense against incursions of a "bottle-feeding culture." This
requires commitment and advocacy for social mobilization, utilizing to the full the prestige
and authority of acknowledged leaders of society in all walks of life.

. Efforts should be made to increase women's confidence in their ability to breastfeed. Such
empowerment involves the removal of constraints and influences that manipulate
perceptions and behavior towards breastfeeding, often by subtle and indirect means. This
requires sensitivity, continued vigilance, and a responsive and comprehensive
communications strategy involving all media and addressed to all levels of society.
Furthermore, obstacles to breastfeeding within the health system, the workplace, and the
community must be eliminated.

. Measures should be taken to ensure that women are adequately nourished for their optimal
health and that of their families. Furthermore, ensuring that all women also have access to
family planning information and services allows them to sustain breastfeeding and avoid
shortened birth intervals that may compromise their health and nutritional status, and that of
their children.

. All governments should develop national breastfeeding policies and set appropriate national
targets for the 1990s. They should establish a national system for monitoring the attainment
of their targets, and they should develop indicators such as the prevalence of exclusively
breastfed infants at discharge from maternity services, and the prevalence of exclusively
breastfed infants at four months of age.

. National authorities are further urged to integrate their breastfeeding policies into their
overall health and development policies. In so doing, they should reinforce all actions that
protect, promote, and support breastfeeding within complementary programs such as
prenatal and perinatal care, nutrition, family planning services, and prevention and treatment
of common maternal and childhood diseases. All health care staff should be trained in the
skills necessary to implement these breastfeeding policies.

Operational Targets

All governments by the year 1995 should have:

Appointed a national breastfeeding coordinator of appropriate authority, and established a
multisectoral national breastfeeding committee composed of representatives from relevant government



departments, nongovernmental organizations, and health professional associations.

Ensured that every facility providing maternity services fully practices all 10 of the Ten Steps to
Successful Breastfeeding set out in the joint WHO/UNICEF statement, "Protecting, Promoting, and
Supporting Breastfeeding: the Special Role of Maternity Services."

Taken action to give effect to the principles and aim of all Articles of the International Code of
Marketing of Breast-Milk Substitutes and subsequent relevant World Health Assembly resolutions in
their entirety.

Enacted imaginative legislation protecting the breastfeeding rights of working women and established
means for its enforcement.

We also call upon international organizations to: Draw up action strategies for protecting, promoting,
and supporting breastfeeding, including global monitoring and evaluation of their strategies.

Support national situation analyses and surveys and the development of national goals and targets for
action.

Encourage and support national authorities in planning, implementing, monitoring, and evaluating
their breastfeeding policies.

HHS Blueprint for Action on Breastfeeding

The Blueprint for Action introduces an action plan for breastfeeding based on education, training,
awareness, support, and research. The plan includes key recommendations that were refined by the
members and reviewers of the Subcommittee on Breastfeeding during their deliberations of
science-based findings. Recognizing that breastfeeding rates are influenced by various factors, these
recommendations suggest an approach in which all interested stakeholders come together to forge
partnerships to promote breastfeeding.

David Satcher, MD, PhD

Assistant Secretary for Health

Surgeon General

U.S. Department of Health and Human Services

Healthy People 2010 Breastfeeding Goals

U.S. Department of Health and Human Services:

. To increase to 75% the proportion of mothers who breastfeed their babies in the early
postpartum period.

. To increase to 50% the proportion of mothers who breastfeed their babies through five to
six months of age.

. To increase to 25% the proportion of mothers who breastfeed their babies through the end
of the first year.

Added in 2007:

. To increase to 60% the proportion of mothers who exclusively breastfeed their babies for
the first three months of life.

. To increase to 25% the proportion of mothers who exclusively breastfeed their babies for
six months.

(2001) (2008)



Business Principles, Undergraduate Medical Education
The American Academy of Family Physicians (AAFP) encourages the American Association of
Medical Colleges (AAMC) and the Liaison Committee on Medical Education (LCME) to support a
curriculum in undergraduate medical education that develops competency in the fundamental
principles of practice management, health policy and business ethics. (2012 COD)

Cancer Care, Ensuring Quality
The American Academy of Family Physicians endorses Recommendation No. 4 of the Institute of
Medicine (IOM) report on Ensuring Quality Cancer Care addressing the elements of quality care.

Recommendation No. 4 of the Institute of Medicine report reads as follows:

Ensure the following elements of quality care for each individual with cancer:

. That recommendations about initial cancer management, which are critical in determining
long-term outcome, are made by experienced professionals;

. An agreed-upon care plan that outlines goals of care;

. Access to the full complement of resources necessary to implement the care plan;

. Access to high-quality clinical trials;

. Policies to ensure full disclosure of information about appropriate treatment options;

. A mechanism to coordinate services; and

. Psychosocial support services and compassionate care.

(March Board 2001) (2007)

Capitation, Primary Care
See also:

Payment, Case Management Function

Payment for Non-Face-to-Face Physician Services

Physician Payment

 
Primary care capitation refers to capitated payments for primary care services only. It does not include
payments for other professional, facility, or ancillary services. With regards to primary care capitation
for family physicians, it is the position of the AAFP that:

1 . Any contract which includes capitated payments for primary care services should identify,
by CPT code, the services included in the capitation rate which should, in turn, reflect the
scope of services included in the rate (e.g., if the scope increases, so should the capitation
rate).

2 . Health plans should recognize that family physicians have varying scopes of practice, and
accordingly, specific services provided by a family physician, and not included in the
capitation rate, should be listed by CPT code, and paid for separately.

3 . The capitation rate should explicitly acknowledge and include the family physician's care
management function (i.e., the physician work associated with care plan oversight,
coordination of care, drug management, etc.).

4 . The capitation rate should also cover the cost of any additional practice expenses (e.g.,
non-physician staff, equipment, etc.) required to meet the burden of the health plan's
requirements (e.g., quality assurance, precertification, referral management, credentialling,
costs of providing QI/UR and outcome data, etc.).

5 . Health plans which capitate their physicians should provide incentives to patients and



physicians which encourage care in the most appropriate setting (e.g., lower co-pay for
office versus ER visit, additional payment for extended office hours).

6 . The method and quality of care should not be affected by the method of payment; that is,
physicians should not discriminate among patients based on the method of payment.

(1997) (2011 COD)

Care Management Policy
See also:

Primary Care

Physician Payment

Payment, Case Management Function

 
Care Management Policy - The New Model of Primary Care: Knowledge Bought Dearly (24-page
PDF file; About PDFs)

Certificates of Added Qualification (CAQ)
See also:

Adolescent Health Care, Role of the Family Physician

Certification/Recertification, Definitions

Fellowship, Definition

Residency Training Leading to Dual Board Certification

Sports Medicine, Health and Fitness

 
The AAFP recognizes that the primary benefit of CAQs is to strengthen the development of academic
and administrative family physicians. (August Board 2001) (2011 COD)

Certification/Maintenance of Certification, Definitions
See also:

Residency Training Leading to Dual Board Certification

Licensure

Professional Competence Evaluation
To avoid possible confusion which could result from the use of these terms, the AAFP adopted the
following definitions to clarify the distinctions when the terms certification/Maintenance of
Certification are used in reference to physicians. (1990) (2008)

Certification
Certification is the mechanism whereby nongovernmental bodies recognize a certain level of
achievement by those engaged in the practice of medicine. Generally, such achievement is evidenced
by completion of an accredited training program and successful performance on an examination
administered by the professional organization representative of that field of medicine. Inasmuch as
certification is not a function of government, it does not carry with it inherent legal rights and
privileges such as licensure does. (1990) (2002)
 
Maintenance of Certification
The ABMS Maintenance of Certification (MOC) program is a process designed to document that
physicians maintain the necessary competencies to provide quality patient care in the specialties in



which they have been certified. It is an ongoing process and will require the assessment and
improvement of practice performance by physician specialists. The American Board of Family
Medicine (ABFM) utilizes the MOC to continually assess ABFM Diplomates.

Maintenance of Certification has four basic components:

a . Evidence of professional standing, such as an unrestricted license, a license that has no
limitations on the practice of medicine and surgery in that jurisdiction;

b . Evidence of a commitment to lifelong learning and involvement in a periodic
self-assessment process to guide continuing learning;

c . Evidence of cognitive expertise based on performance on an examination. That exam should
be secure, reliable and valid. It must contain questions on fundamental knowledge,
up-to-date practice-related knowledge, and other issues such as ethics and professionalism;

d . Evidence of evaluation of performance in practice, including the medical care provided for
common/major health problems (e.g., asthma, diabetes, heart disease, hernia, hip surgery)
and physician behaviors, such as communication and professionalism, as they relate to
patient care. (2008)

Cesarean Delivery in Family Medicine (Position Paper)
See also:

Maternal/Child Care

Ultrasonography (Position Paper)

Obstetrics Privileges

. OVERVIEW AND PURPOSE

. SECTION II - SCOPE OF PRACTICE FOR FAMILY PHYSICIANS

. SECTION III - TRAINING METHODS

. SECTION IV - TESTING, DEMONSTRATED PROFICIENCY, AND
DOCUMENTATION

. SECTION V - CREDENTIALING AND PRIVILEGES

. SECTION VI - MISCELLANEOUS ISSUES

. SECTION VII - REFERENCES

OVERVIEW AND PURPOSE
Obstetric care for patients is an integral part of many family physicians’ scope of practice and remains
an important component of family medicine residency training.1,2 An American Academy of Family
Physicians (AAFP)/American College of Obstetricians and Gynecologists (ACOG) Joint Statement
asserts that access to high-quality maternity care is an important public health concern in the United
States.3 A cooperative and collaborative relationship among obstetricians, family physicians, and
nurse midwives is essential for provision of high-quality care for pregnant women. The most
important objective must be the highest standard of care regardless of specialty.

Family physicians provide substantial perinatal care in this country, especially to rural and
underserved populations, delivering 100% of the babies in some geographic areas. Obstetric services
provided by family physicians have declined in the past decade, with only 23% providing deliveries
and fewer than 10% providing prenatal visits.4,5 The Future of Family Medicine Project first outlined
the broad spectrum of services that family physicians will be expected to provide to renew the
specialty and meet the needs of patients and society.6 Comprehensive accessible care is further
described in the more recent Patient-Centered Medical Home (PCMH) model promoted by the AAFP
and other organizations.7 Operative deliveries and other advanced perinatal services are ideally suited
for this model of comprehensive care, which involves extended or more advanced services.

Several factors contribute to current and future demand for routine and advanced maternity care
services by family physicians. To provide the appropriate access to care that all women deserve,2 the



following must be considered: Rural areas rely on comprehensive perinatal care provided by family
physicians, including cesarean delivery.8,9 A high percentage of family physicians in rural areas
provide obstetric care (e.g., 46% in the West North Central United States).5

. The cost of medical malpractice insurance has continued to increase and remains a major
factor in obstetrician/gynecologist’s career dissatisfaction.10

. Obstetricians increasingly are choosing subspecialty careers, dropping obstetrics from their
practices, retiring early, or practicing in areas that are already well served.11-13

. Cesarean delivery rates in this country are at an all time high of more than 31.1% of all
deliveries, having risen 50% over the past decade.14,15

Cesarean delivery is one of the most common surgical procedures. According to the CDC
approximately 1.3 million cesarean deliveries are performed in the United States annually. Despite the
use of risk assessment systems and protocols, the need for cesarean delivery can arise suddenly and
unpredictably during the course of labor. An essential component of modern perinatal care is the
prompt availability of surgical intervention without the need to transport the patient.

Provision of cesarean delivery by well trained family physicians augments services available to
women, in some places providing additional options for care, and in other places providing a service
that would not otherwise be available. Regardless of specialty, there should be shared common
standards of perinatal care. Quality patient care requires that all physicians practice within their ability
as determined by training, experience, and current competence.3 Given that many family physicians
currently perform cesarean deliveries and many continue to be trained for this service, it is important
that there be a common understanding of the place for cesarean delivery as part of a family physician’s
scope of practice and as part of the health care delivery system.

This document should serve as a resource for family physicians who are training for and planning to
include cesarean delivery in their practice. It also will assist hospital and health plan credentialing
committee members and administrators, obstetricians, midwives, nurses, and other clinical staff to
understand the role of family physicians in providing cesarean delivery in their practice of medicine.
 
SECTION II - SCOPE OF PRACTICE FOR FAMILY PHYSICIANS
Family medicine is a specialty based on comprehensive care encompassing a breadth of medical
services. Family physicians practice among diverse populations and in geographically varied, often
remote, settings. Family physicians choose their personal scope of practice based on their experiences
in training, practice interests, and the needs of their practice populations. Broadly speaking, the
following indicate the extent to which cesarean delivery is within the current scope of family medicine
practice:

. A joint AAFP/ACOG statement recommended core educational guidelines, and a joint
statement on hospital privileges affirms that surgical delivery is within the scope of family
practice.1,3

. About 4.3% of active AAFP members, or 4,000 family physicians, perform cesarean
delivery. In predominantly rural areas, such as the West North Central region of the United
States, an average of 15.3% of family physicians perform cesarean deliveries.16

. Among family medicine residencies, 55% provide cesarean delivery training.17

. Nationally, about 25 family medicine fellowships in obstetrics exist, many of which
specifically seek to train family physicians to perform cesarean delivery independently.18

. More than 2,000 U.S. family physicians have hospital privileges to perform cesarean
delivery.19

Published data document that cesarean delivery care provided by family physicians in active practice
or in training can meet or exceed national standards for maternal and infant outcomes.19-21 In addition,
there is some evidence that women who receive their perinatal care from family physicians have lower
cesarean delivery rates than patients cared for by obstetrician/gynecologists.21,22 This is important for
social and financial reasons and because surgical delivery carries a significantly increased risk of
maternal morbidity and mortality over vaginal delivery. There is much written on the indications for
cesarean delivery, but the indications most commonly given are listed in the Appendix, Table 1.15,19,53

 
SECTION III - TRAINING METHODS
Cesarean delivery is a major abdominal surgical procedure, and usually is learned during residency,



extended residency, or fellowship training. A joint AAFP/ACOG statement indicates that family
medicine residents who seek cesarean delivery training because of their planned practice sites should
be able to acquire this skill during the course of three-year residencies.1 Significant documentation
supports this approach, with many family physicians achieving proficiency in operative delivery
during residency and actively providing cesarean deliveries in various practice settings.19,21,23,24 In
2009, a Society of Teachers of Family Medicine (STFM) task force published a consensus document
affirming that cesarean delivery proficiency can be achieved in traditional family medicine
residencies.25

In addition to three-year residency programs, approximately 25 fellowships18 and advanced training
programs across the country provide cesarean delivery training as one of their target skills. Another
successful model involves a four-year family medicine residency curriculum that includes an enhanced
obstetrics track. Residents completing this program have cesarean- and high-risk delivery numbers
comparable with those of residents completing an obstetrics and gynecology residency.23 Although the
curriculum for fellowships and advanced programs is not standardized by the Residency Review
Committee for the Accreditation Council for Graduate Medical Education, published surveys find the
training across programs to be similar, with 66% of graduates maintaining active cesarean delivery
privileges.18 Another possible route to the acquisition of cesarean delivery skills is preceptorship by
another family physician, an obstetrician, or a general surgeon who already has these privileges. It
would be unusual to acquire cesarean delivery skills in brief courses such as weekend or week-long
courses, particularly because it is a major surgical procedure without available simulators or models.

The number of cesarean deliveries a physician must perform during training to gain competence, as
with many other procedures, has not been extensively studied. The AAFP Template for Core
Privileges states that a minimum of 30 procedures as primary operator is to be expected.26 The
literature documents high variability in the training numbers necessary for mastery of procedural
skills.27,28 One published study documented the training volumes of family physicians who perform
cesarean deliveries to average 46 cesarean deliveries, with a range of about 25 and 100, with outcomes
comparable with or exceeding national standards.19 More recent publications report an average
number of cesarean deliveries in training to be 60 in one three-year program21 and 99 among 165
graduates of family medicine obstetrics fellowship programs, with a range of less than 50 to more than
150.18 The variability of these numbers further emphasizes the need for careful supervision and review
of trainees and progressive proctoring in training leading to assessment of competency that is not
heavily numbers based.

Acquisition of the psychomotor skills needed for cesarean delivery should be coupled with the
development of cognitive skills involved in knowing when to perform the procedure and in managing
any medical and surgical complications (Appendix, Table 2). Because cesarean delivery is an
abdominal surgery, experience with other abdominal procedures is helpful for skill development.
Much discussion of training methods focuses on the “how to” and “when” of performing cesarean
delivery. Other important topics that should be part of training include an understanding of the clinical
settings in which a cesarean delivery has a higher risk of complications (Appendix, Table 3), and
therefore should lead to patient transfer or consultation, and the recognition and means of resolving
complications. Table 2 in the Appendix lists possible complications of cesarean delivery that
physicians should be able to recognize and manage, or obtain the consultation necessary to resolve.
 
SECTION IV - TESTING, DEMONSTRATED PROFICIENCY, AND DOCUMENTATION
Testing and demonstration of proficiency in major surgical procedures such as cesarean delivery is
usually done by direct observation during training or during a period of proctorship under another
physician who is significantly more experienced. The literature describes several processes for
supervising physicians to determine proficiency in cesarean delivery for those completing
training.2,21,23

Physicians seeking to document their experience may do so in a variety of ways. These include
keeping a file of operative reports and discharge summaries of patients they have operated on and
assembling a case database that includes details such as those suggested in the Appendix, Table 4.

In 2010 the American Board of Physician Specialties, although less well recognized than the
American Board of Medical Specialties, is offering certification in family medicine obstetrics.29 The



Family Medicine Obstetrics Board recognizes the advanced level of training and experience that some
family physicians gain through recognized fellowship programs or their historical equivalent. The
process of certification for family medicine obstetrics involves satisfactory completion of a written
examination, an oral examination, and confirmation of surgical competency by peer observers. This
certification should not be a requirement for privileges in routine obstetric care and should not be
mandatory for certification in advanced maternity care skills such as high-risk obstetrics and cesarean
delivery. It is merely one of several mechanisms for verification of training and competency in this
area.

The volume of surgical deliveries needed to maintain proficiency in cesarean delivery has not been
extensively studied. The only published data that link outcomes of cesarean deliveries performed by
family physicians to documentation of ongoing experience found that excellent outcomes were
maintained at five to 22 procedures per year.19 A survey of family medicine fellowship graduates
found an overall average of 28.9 procedures per year, with 77.5% doing fewer than 30.18 The AAFP
recommends an approach that gives family physicians who do procedures three methods to
demonstrate competency: do the procedure in high enough volume that any quality trends might be
detectable; have references attesting to competency; and have a proctor attest to competency.
Regarding the first option, the number chosen should be evidence-based, and where no supporting
literature exists for a specific number, the criteria should be established by the consensus of a
multidisciplinary group of physicians.
 
SECTION V - CREDENTIALING AND PRIVILEGES
Current hospital and health care organization policies and procedures for credentialing family
physicians in cesarean delivery vary markedly from site to site. In hospitals that have departments of
family medicine, the department may credential its own members. In hospitals that have no experience
with family physicians performing cesarean delivery, there may be no mechanism for credentialing in
this or a number of other invasive procedures. Where departments of family medicine and obstetrics
coexist, there may or may not be cooperative credentialing arrangements.

Policies of respected national organizations are the best source of guidance for hospitals and medical
staff in approaching the credentialing of appropriately trained and competent family physicians who
seek hospital privileges. According to the AAFP/ACOG joint statement on Cooperative Practice and
Hospital Privileges,3 the assignment of hospital privileges is a local responsibility, and privileges
should be granted on the basis of training, experience, and demonstrated current competence. All
physicians should be held to the same standards for granting of privileges, regardless of specialty, to
assure the provision of high-quality patient care. Prearranged, collaborative relationships should be
established to ensure ongoing consultations, as well as consultations needed for emergencies. The
standard of training should allow any physician trained in a cognitive or surgical skill to meet the
criteria for privileges in that area of practice. Provisional privileges in primary care, obstetric care, and
cesarean delivery should be granted regardless of specialty as long as training criteria and experience
are documented. A proctorship period should be required for all physicians to allow for demonstration
of ability and current competence. These principles should apply to all health care systems.

The Joint Commission, American Medical Association, and ACOG guidelines state that credentialing
should be based on such criteria as training, experience, demonstrated ability, current licensure, and
health status rather than medical specialty.31-33 According to these guidelines, it would be improper
to base the granting of privileges on specialty of residency training.

ACOG’s guidelines for women’s health care state that standards for granting privileges should be
established by the institution’s governing board and applied uniformly within a specialty and across
specialties. Documented successful completion of training should allow any practitioner regardless of
specialty, to meet the criteria for privileges in a specific area of practice. Credentialing and granting of
privileges should be based on training, experience, and demonstrated competence. The guidelines add
that physicians who are trained appropriately, have sufficient experience, and have demonstrated
current competence should be granted privileges accordingly.33

Community need is often cited as a reason to withhold cesarean delivery privileges from family
physicians practicing in environments shared with obstetricians. In such environments, obstetricians
may not perceive a community need for family physicians to provide this service. Such an approach



does not meet the Joint Commission, AMA, or ACOG credentialing guidelines. Furthermore, it does
not appreciate that these services are provided by family physicians in the context of whole person
family care, often in a patient-centered medical home, and usually with subsequent neonatal care.
Given that, family physician, midwife, and obstetrician services are different, offering patients options
for care. Such “turf battle” situations could lead to legal action on the basis of discrimination and
restraint of trade (antitrust).

The AAFP Procedural Privileges Legal Opinion,34 developed through review of the policies of
accrediting agencies and professional organizations and by a review of court cases and state and
federal statutes, presents this executive summary:

. Hospitals and peer review participants risk liability if they base decisions to grant or deny
privileges on factors other than the demonstrated experience, training, and competence of
the family physician in question.

The number of procedures performed in training is often used as a prerequisite for credentialing;
however, numbers alone do not demonstrate quality of outcomes. Individuals gain competence with
different numbers of procedural experience. Family physicians seeking cesarean delivery privileges
would be supported by extensive documentation of their experience including the following30:

1 . Numbers of procedures during training and practice.
2 . Outcomes in data as described in the Appendix, Table 4.
3 . Letters from instructors, preceptors and proctors documenting training, experience,

demonstrated abilities, and current competence.30

Family physicians moving to new practice sites would benefit from extensively researching the
policies and procedures of their chosen site regarding privileges for cesarean delivery and other
procedures and by obtaining these privileges before actually moving to the new site. This approach
would be particularly helpful if the family physician is to be the first in family medicine to request
these privileges at an institution.

Managing complications of cesarean delivery, such as the ability to perform a hysterectomy for
persistent hemorrhage, may be presented as necessary at some institutions for obtaining privileges.
Although no risk-assessment system can predict the outcomes all instances of cesarean delivery, a
significant percentage of the patients who are at high risk for severe hemorrhage and subsequent
cesarean hysterectomy, most notably those with a previous cesarean delivery or placenta previa, are
identifiable before surgery.35-37 Most of the pertinent risk factors are listed in the Appendix, Table 3.
The preoperative risk factors could be used to facilitate consultation, referral, or transfer of patients
before surgery by those family physicians who do not manage these conditions. Cesarean
hysterectomy skills on the part of family physicians would typically not be necessary for several
reasons:

. Cesarean hysterectomy is a rare procedure, necessary in fewer than 0.1% of all births and
fewer than 0.5% of cesarean deliveries36,38

. Numerous effective temporizing techniques are available to manage severe blood loss
during cesarean delivery while consultation is being arranged.

. Most cases of severe bleeding can be managed with supracervical hysterectomy, which is
safer than total hysterectomy and acceptable in emergency situations.40,41

. All physicians, regardless of specialty, can expect to require consultation for rare
conditions.

A family physician performing cesarean delivery should have an established system for consulting
with partners, other family physicians, general surgeons, or obstetrician/gynecologists. Protocols and
resources also should be available in the delivery suite for immediate reference if assistance is needed.
Such references could include laminated protocol cards, an electronic database, or video conferencing
assistance, especially in rural areas.
 
SECTION VI - MISCELLANEOUS ISSUES
Quality Programs

Family physicians performing cesarean delivery should set up ongoing case review programs to



monitor their delivery and surgical outcomes. The data items in the Appendix, Table 4 could serve as a
model for data collection compared with standard outcomes.42,43

Public Health and Community Implications

High-quality surgical care is important to good perinatal outcomes. Because family physicians are the
most widely distributed physicians, particularly in rural and underserved areas,44,45 expanding and
improving their cesarean delivery skills could improve access to modern perinatal care for many
patient populations.2,46 There is extensive literature that documents better birth outcomes with local
maternity care services.45,47-49 The survival of small rural hospitals often depends on their ability to
continue providing perinatal care. Therefore, local hospitals require physicians who can perform not
only normal deliveries but also operative deliveries. Struggling with the declining ability of rural
hospitals and communities to provide delivery services, physicians of several specialties are
collaborating to promote the training and support of family physicians to provide cesarean delivery in
Canada.50,51

Research Agenda

The research agenda relating to cesarean delivery by family physicians should focus on four major
areas.

. Documenting the ongoing outcomes of cesarean delivery performed by family physicians.

. Investigating differences between family physicians and obstetricians in their management
of labor and cesarean delivery rates.

. Evaluating training methods, including cognitive and procedural aspects, identifying the
points at which proficiency in cesarean delivery and other procedures is reached, and
determining what qualities of the learner predict earlier mastery in some. This area of
research should include investigating whether tools such as videos, multimedia programs,
and simulators can be developed to prepare physicians to manage rare complications.

. Identifying conditions under which a trial of labor after cesarean (TOLAC) is acceptable
and evaluating the effect of vaginal birth after cesarean (VBAC) policies on access to care
for rural women. TOLAC, once encouraged as a major way to decrease the overall cesarean
delivery rate through successful VBAC, has fallen into disfavor because of concerns about
potentially life-threatening rupture of the uterine scar during labor. (Risk of symptomatic
scar rupture of 24 to 52 per 100,00046) In a 1999 practice bulletin, ACOG recommended
that VBAC be conducted only in settings with physicians immediately available to perform
emergency cesarean delivery.52 This has led to a decrease in access to TOLAC services,
particularly in small and rural hospitals, and a resultant dramatic increase in repeat cesarean
delivery rates.14

Relationships with Other Organizations

The AAFP and ACOG should maintain a dialogue on the issue of cesarean delivery by family
physicians. The joint AAFP/ACOG documents, “Cooperative Practice and Hospital Privileges” and
“Recommended Core Educational Guidelines for Family Practice Residents,” should be reaffirmed
and revised on a periodic basis. Cooperation between family physicians and obstetrician/gynecologists
for the common goals of improving access and availability to quality maternity care should be
encouraged,33 as modeled by the collaborative efforts seen elsewhere.54
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(2003) (2010 COD)

TABLE 1
INDICATIONS FOR
CESAREAN DELIVERY (CD)
(15)
Indication Cesarean deliveries (%) Births (%)
Previous cesarean delivery 35 8.5
Dystocia 30 7.3
Breech 12 3.0
Non-reassuring fetal heart rate 9 2.1
Other* 14 3.3
Total 100 24.2

*Other includes placenta
previa, placental abruption,
malpresentations other than

breech, cord prolapse, premature
labor, multiple gestations,

prolonged labor, prolonged
pregnancy, and others.

TABLE 2
COMPLICATIONS OF CESAREAN DELIVERY
Injury to maternal bladder
Injury to maternal bowel
Extension of uterine incision into uterine arteries
Extension of uterine incision into the cervix or vagina
Uterine atony
Dense adhesions from previous surgery
Hemorrhage from placental implantation site
Uterine rupture
Wound hematoma
Endomyometritis
Wound infection

TABLE 3
CONDITIONS PLACING A PATIENT UNDERGOING CESAREAN DELIVERY
AT RISK FOR COMPLICATION
Preterm pregnancy
Multiple gestations
Grand multiparity
Placenta previa
Placenta accreta
Morbid obesity
Fetal anomalies



Transverse fetal lie
Maternal coagulopathy
Large uterine fibroids
Repeat cesarean delivery in a patient with extensive adhesions
Medical problems that would make maternal anesthesia hazardous

TABLE 4
SUGGESTED DATA LIST FOR DOCUMENTATION
OF CESAREAN DELIVERY EXPERIENCE
Patient identification or code
Date
Name of hospital
Patient’s age
Patient’s number of previous pregnancies
Medical problems during pregnancy
Clinical reason(s) for cesarean delivery
Physician’s role in surgery; i.e. primary surgeon, first or second assistant
Occurrence of postoperative infection
Supervising surgeon
Surgical complications and treatment
Infant Apgar score and weight
Admission to neonatal intensive care unit

Child Abuse
See also:

Medical Necessity for the Hospitalization of the Abused and Neglected Child

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Positions
Paper)
 
Child abuse is a multifaceted problem that includes physical, sexual, and emotional abuse. Neglect, or
not providing for a child's needs, is also a form of abuse. The American Academy of Family
Physicians recognizes that child abuse is a very complex issue and addressing child abuse requires a
multidisciplinary approach, including recognition, treatment, and education.

Therefore, the AAFP will cooperate in recognition, treatment, and education efforts with other groups
in organized medicine, nationally-recognized centers for the prevention and treatment of child abuse,
responsible government agencies, and appropriate lay organizations.

The AAFP will provide child abuse educational information to members about:

. the incidence, prevalence and complexities of all forms of child abuse,

. information about the reporting of child abuse,

. prevention of child abuse,

. early recognition of child abuse; and

. the diagnosis and appropriate treatment of child abuse.

In the treatment of child abuse, the AAFP endorses the treatment of the child involved and that child's
whole family. The AAFP also endorses rehabilitation of the abusers or potential abusers using all
modalities, including the penal/correctional system, along with medical and psychological treatments.

The AAFP endorses family preservation when possible, always keeping the safety and well being of
the children as primary objectives. (1987) (2008)



Children's Health
See also: 
Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse

Child Abuse

Advertising: Youth Products

Maternal/Child Care

 
The AAFP establishes policy and is supportive of legislation which promotes a safe and nurturing
environment, including psychological and legal security for all children, including those of adoptive or
foster parents, regardless of the parents’ sexual orientation. (2002) (2012 COD)

Civil Marriage for Same-Gender Couples
See also:

Equality for Same-Gender Families

 
The American Academy of Family Physicians (AAFP) supports civil marriage for same-gender
couples to contribute to overall health and longevity, improved family stability, and to benefit children
of gay, lesbian, bisexual, transgender (GLBT) families. (2012 COD)

Climate Change and Air Pollution
In recognition of the numerous and serious adverse health consequences resulting from pollution,
climate change and ozone layer depletion, the AAFP recommends strong action on all public and
private levels to limit and correct the pollution of our land, atmosphere and water. (1969) (2010 COD)

Clinical Skills Assessment Exam for Medical Students
The AAFP recognizes the importance of medical school graduate competency in the performance of
patient evaluation that includes a medical history and physician examination. The AAFP also supports
the comprehensive assessment of clinical skills through the use of standardized patient encounter
simulations. If medical schools cannot consistently provide an objective assessment of clinical skills,
then other resources should be used to assure graduate competence.

The US Medical Licensing Examination (USMLE) Clinical Skills Assessment Examination should be
both affordable and conveniently accessible to all medical students. Performance standards and
consistent reproducibility of USMLE Clinical Skills Assessment Examination results should be
publicly available, and regularly updated, along with outcomes data confirming the effectiveness of
the examination’s capacity to document competence. (2010 COD)

Clinical Outcomes, Disclosing Unanticipated: A
Resource Guide for Family Physicians (Position Paper)
See also:

Professional Medical Liability

Professional Medical Liability, Lawsuits

. Organizations:

. Articles and Publications:

. Helpful Books:



In recent years the health care literature has been replete with studies documenting the all too frequent
occurrence of clinical errors in hospital and office based medical practice. While it was common
practice in the past to cover up such mistakes, today it is widely accepted that patients should be
informed when errors occur. Standards promulgated by the Joint Commission make this an explicit
requirement in the hospital setting. The question physicians must ask today is not whether to disclose a
clinical mistake, but how to share the information. Many physicians are not familiar with the results of
coordinated efforts by some health care organizations to institutionalize the disclosure of medical
mistakes. By and large, these efforts have been quite positive in helping patients come to grips with
the clinical consequences of a clinical error, aiding physicians who may be plagued by guilt following
the occurrence of a clinical ‘mishap’, and in ameliorating liability costs. While many doctors fear that
such disclosures will result in ruinous lawsuits, a number of the studies listed below suggest otherwise.
A number of organizations, such as Sorry Works! (described below) have been created to assist
physicians to communicate effectively with patients under the emotionally laden circumstances of a
clinical error.

The Bibliography and Resource List which follows is meant to provide the busy clinician a reference
point for learning more about approaches to disclosing medical mistakes. The articles and resources
below are best explored before an unfortunate circumstance makes the need compelling. However,
they will also be useful for those reaching out for ‘just-in-time’ knowledge. This resource listing is
meant to be a useful, but not an exhaustive, guide to the literature on this subject and there is little
doubt that additional resources will constantly be appearing.

RESOURCES

Organizations:

Sorry Works: The Sorry Works! Coalition is a nationwide organization of doctors, lawyers, insurers,
and patient advocates dedicated to promoting full-disclosure and apologies for medical errors as a
“middle ground solution” to the medical liability crisis. It has published white papers and protocols for
addressing medical errors and it is a major sponsor of legislation at the state level. It has an
informative web site at www.sorryworks.net.
Articles and Publications:

Bismark MM, The power of apology, N Z Med J. 2009;122(1304):96-106. Abstract at
http://www.journal.nzma.org/journal/122-1304/3813.

Cherry RA, Marcus L, Dorn B. Reporting adverse events to partients: a step-by-step approach,
Physician Exec J. 2010;36(3):4-6, 8-9.
net.acpe.org/MembersOnly/pejournal/2010/MayJune/Cherry.pdf.

Communicating outcomes to patients. St. Paul, MN: Minnesota Hospital Association, 2002. Available
at http://www.aha.org/aha/ptcommunication/content/mn_communicating_outcomes_030714.pdf.

Disclosure: what works now and what can work even better. Chicago, IL: American Society for
Healthcare Risk Management, 2004. Available at

http://onlinelibrary.wiley.com/doi/10.1002/jhrm.5600240106/abstract.

Discussing unanticipated outcomes and disclosing medical errors. Atlanta, GA: Emory University
Center for Ethics, 2004. Available at http://ethics.emory.edu/news/archives/000345.html.

Fein SP, Hilborne LH, Spiritus EM, et al. The many faces of error disclosure: a common set of
elements and a definition. J Gen Intern Med. 2007;22(6):755-761.
www.springerlink.com/content/ag6615m8713342n3/fulltext.html.

Frenkel DN, Liebman CB. Words that heal. Annals of Internal Medicine 2004;140:482-483. Available
at http://www.annals.org/cgi/reprint/140/6/482.pdf.



Gallagher TH, Studdert D, Levinson W. Disclosing harmful medical errors to patients. N Engl J Med.
2007;356(26):2713-1719. http://nejm.org/doi/pdf/10.56/NEJMra070568.

Lazare A. Apology in medical practice: an emerging clinical skill. JAMA, 2006;296(11):1401-1404.
http://jama.ama-assn.org/content/296/11/1401.full.

McDonald TB, Helmchen LA, Smith KM, et al. Responding to patient safety incidents: the "seven
pillars." Qual Saf Health Care, 2010;19(6):e11. http://qualitysafety.bmj.com/content/19/6/1.31/full.

O'Connor E. Disclosure of patient safety incidents: a comprehensive review. International Journal for
Quality in Health Care, 2010;22(5):371-379. http://intghc.oxfordjournals.org/content/22/5/371.full.

Roberts RG, The art of apology: when and how to seek forgiveness. Fam Pract. Manag.
2007;14(7):44-49.http://www.aafp.org/fpm/2007/0700/p44.html.

Sorensen R, Iedema R., Piper D, Manias E, Williams A, Tuckett A. Disclosing clinical adverse events
to patients: can practice inform policy? Health Expect. 2010;13(2):148-159. Abstract at
onlinelibrary.wiley.com/doi/10.1111/j.1369-7625.2009.00569.x/abstract.

Weiss PM, Miranda F. Transparency, apology and disclosure of adverse outcomes. Obstet Gynecol
Clin North Am. 2008;35(1):53-62, viii. Abstract at
www.obgyn.theclinics.com/article/S0889-8545(07)00124-6/abstract.

White AA, Bell SK, Krause MJ, et al. How trainees would disclose medical errors: educational
implications for training programs. Med Educ. 2011;45(4):372-380. Abstract at
onlinelibrary.wiley.com/doi/10.1111/j.1365-2923.2010.03875.x/abstract.
Helpful Books:

Medical Errors and Medical Narcissism by Banja JD, Sudbury, MA: Jones and Bartlett Publishers;
2004

ISBN: 0763783617

SYNOPSIS

In a book "dedicated to all healthcare professionals who did the right thing, when the right thing was
very, very difficult," clinical ethicist Banja (rehabilitation medicine, Emory U., Atlanta) presents the
concept of "medical narcissism" to explain failure to disclose medical errors. The author offers
insights into how professionals' self-esteem issues may subvert patient’s rights and advice on
communicating about errors based on an emphatic model. He believes that ethical practice can be
taught. Appendices discuss a neurologically-based model of rationalization, and the nature of
pathological narcissism from a psychoanalytic perspective. Annotation &#169;2004 Book News, Inc.,
Portland, OR

On Apology. Lazare A. Oxford; New York: Oxford University Press; September 2004. Available at
www.oup.com/us/?view=usa

"This jewel of a book reveals the many facets of the seemingly simple act of apology.... Drawing on a
vast array of literary and real-life examples, from Agamemnon to George Patton to Arnold
Schwarzenegger, from the current pope to the machinist who approached him after a lecture, Lazare
lucidly dissects the process of apology.... Everybody on earth could benefit from this small but
essential book."--Publishers Weekly (starred review)

Healing Words: The Power of Apology in Medicine. Woods MS. Oakbrook Terrace, IL: Joint
Commission Resources; 2007. Available at
www.jcrinc.com/Books-and-E-books/HEALING-WORDS-THE-POWER-OF-APOLOGY-IN-MEDICINE-2ND-ED/1208/.

Healing the Wounds-A Physician Looks at His Work. Hilfiker D. Omaha, NE: Creighton University Presss, 1998. 



Complications: A Surgeon's Notes on an Imperfect Science. Gawande A. New York: Metropolitan
Books; 2002. For a brief description see the Amazon.com editorial review at: www.amazon.com

(March Board 2006) (2012 COD)

Clinical Practice Guidelines
See Also:

Clinical Recommendations
The American Academy of Family Physicians supports the use of evidence-based and explicitly stated
clinical practice guidelines utilizing the following principles:

. Clinical practice guidelines should be developed using rigorous evidence-based
methodology with the strength of evidence for each guideline explicitly stated.

. Clinical practice guidelines should be feasible, measurable and achievable.

. Clinical practice guidelines, from which quality performance measures will be developed,
should be reviewed by representatives of the physicians they will impact.

. Clinical performance measures may be developed from clinical practice guidelines and used
in quality improvement initiatives. When these performance measures are incorporated into
public reporting, accountability or pay for performance programs, the strength of evidence
and magnitude of benefit should be sufficient to justify the burden of implementation.

. In the clinical setting, implementation of clinical practice guidelines should be prioritized to
those that have the strongest supporting evidence and the most impact on patient population
morbidity and mortality.

. Research should be conducted on how to effectively implement clinical practice guidelines
and the impact of their use as quality measures.

. Clinical practice guidelines, from which quality performance measures have been
developed, should be updated as new evidence is available, and the producers of the
performance measures should be notified of the work in progress.

(1994) (2008)
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AAFP Position
The AAFP believes the use of clinical proctoring is an important peer review tool for physicians
seeking privileges in hospitals and healthcare organizations. The AAFP supports the development of
proctoring programs, with appropriate medical staff bylaws provisions, to evaluate the clinical
competency of new medical staff members and existing medical staff members who request new
privileges. The AAFP strongly believes that proctoring requirements apply equally to all medical staff
members, regardless of specialty, and that family physicians proctor family physicians whenever
possible. 



Definitions of Clinical Proctoring
Proctoring is an objective evaluation of a physician's clinical competence by a proctor who represents,
and is responsible to, the medical staff. Initial applicants seeking privileges or existing medical staff
members requesting new or expanded privileges are proctored while providing the services for which
privileges are requested. In most instances, a proctor acts only as a monitor to evaluate technical and
cognitive skills of another physician. A proctor does not directly participate in patient care, has no
physician-patient relationship with the patient being treated, does not receive a fee from the patient,
and represents and is responsible to the medical staff.

The terms proctorship and preceptorship are sometimes used interchangeably. However, a
preceptorship is different in that it is an educational program in which a physician acquires additional
skills, and the preceptor has primary responsibility for the patient's care.

There are three types of proctoring: prospective, concurrent, and retrospective. Prospective proctoring
is a review by the proctor of either the patient's chart or the patient personally before treatment. This
type of proctoring may be used if the indications for a particular procedure are difficult to determine or
if the procedure is particularly risky. Concurrent proctoring is when the proctor actually observes the
physician's work. This is usually used for invasive procedures so that the medical staff has first-hand
knowledge necessary to satisfy itself that the physician is competent. Retrospective proctoring
involves a retrospective review of patient charts by the proctoring physician. Retrospective review is
usually adequate for proctoring of noninvasive procedures.

Proctoring Guidelines for Bylaws Provisions
(1) If evidence of sufficient experience is lacking, initial appointees to the medical staff and all
existing medical staff members requesting new privileges should be subject to a period of proctoring,
regardless of specialty.

(2) In departmentalized hospitals, each department should proctor its own new members or existing
members who are requesting new privileges. For example, just as the family medicine department
should recommend privileges for its members directly to the credentials committee without obtaining
the approval of other departments, the department should also perform the proctoring for those
privileges. If there is no suitable proctor within the department, the department will select a proctor
from the medical staff or recommend that the hospital obtain a particular proctor from another
institution. The period of proctoring and/or number of cases to be proctored or objectives to be met
should be established by the department.

(3) In non-departmentalized hospitals, proctoring responsibilities should be assigned by the medical
executive committee. The proctor should have similar qualifications and be in the same specialty as
the applicant.

(4) The proctor should be impartial and have documented training and/or experience, demonstrated
abilities, and current competence in the service or procedure that is the subject of the proctoring and
should be a member of the hospital's medical staff. Occasional service as a proctor should be required
for all medical staff members by the medical staff bylaws. If no suitable proctor is available on the
medical staff (as may occur in rural hospitals), the hospital should obtain a proctor from another
institution or training program. The hospital should pay the expenses incurred in obtaining that
proctor.

(5) The proctor's duty is to observe, evaluate, and report to the department chair or medical executive
committee. In the event a proctor finds it necessary to move beyond observation and evaluation and to
intervene in a case, the hospital should agree in writing to indemnify the proctored physician for any
damages that might occur from following the proctor's orders. (The medical executive committee
should get written confirmation of this from the hospital's insurance carrier.) Likewise, the hospital
should agree to indemnify a proctor for any damages resulting from a claim of battery. 



(6) The proctor should prepare a written report describing the cases proctored and evaluating the
applicant's performance. The report should be submitted by the department chair to the medical
executive committee. In addition to the report, the department chair should recommend to the
executive committee that the physician either (1) continue to exercise the clinical privileges initially
granted, (2) be required to extend the proctoring period, or (3) have privileges restricted or terminated
in accordance with the bylaws. The decision of the department should be based on the physician's
performance during the proctorship period.

(7) The proctoring report should remain confidential and should be handled as other medical staff peer
review information. The medical staff, through the Board of Trustees, should determine where the
files will be kept, who will have access, when and in what format; the procedure for physicians to
appeal the reports or question the proctor who wrote them; and policy on retention of proctoring
reports.

Guidelines for Serving as a Proctor
It is AAFP policy that privileges for procedures and services should be based on a physician’s
documented training and/or experience and demonstrated current competence. Competence is
determined and verified by evaluation of performance under clinical conditions (proctoring) rather
than by an arbitrary number of procedures. Direct observation by trained and experienced practitioners
is the best method for determining if a physician has the knowledge and skills to perform a procedure
safely and appropriately. Concurrent proctoring should be used for invasive procedures, while
retrospective proctoring may be adequate for noninvasive procedures.

Knowledge and Skills: Knowledge components of procedural skills are complex and
procedure-specific; however, some general rules govern the development of proficiency in performing
most procedures. The general areas of knowledge that should be mastered before one can be deemed
competent are clinical, procedural, and equipment. The proctor should assess the following areas.1

I . Clinical Knowledge

A . General background information
B . Indications and contraindications
C . Physiology and pathophysiology
D . Anatomy
E . Limitations of the practitioner
F . Economics

II . Knowledge of the Equipment

A . Technical aspects of the equipment
B . Specific details of the equipment
C . Operating details of the equipment
D . Safety aspects of the equipment

III . Knowledge of the Procedure

A . Physical characteristics of the procedure
B . Technique of the procedure
C . Preparation of the patient
D . Precautions and potential complications
E . Limitations of the procedure
F . Special techniques
G . Advanced techniques



Resources 
(1) Miller M D. Education, training, and proficiency of procedural skills Primary Care 1997;
24:231-241.
(1995) (2010 COD) 

Clinical Recommendations
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Coding and Payment
See also:
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Physician Payment

The introduction to the American Medical Association's Current Procedural Terminology states, in
part:

Current Procedural Terminology, (CPT), Fourth Edition, is a set of codes, descriptions, and guidelines
intended to describe procedures and services performed by physicians and other health care providers.

Inclusion of a descriptor and its associated specific five-digit code number in the CPT codebook is
based on whether the procedure is consistent with contemporary medical practice and is performed by
many practitioners in clinical practice in multiple locations.

The American Academy of Family Physicians supports this position. The Academy agrees that CPT
describes the services that physicians provide and that inclusion of a service in CPT reflects
contemporary medical practice.

The Academy is not alone in its support for CPT and the coding principles it contains. The U.S.
Department of Health and Human Services has adopted CPT, in combination with the Healthcare
Common Procedure Coding System, as the standard medical data code set for physician services under
the Health Insurance Portability and Accountability Act. Thus, CPT has both medical and regulatory
recognition.

Given this recognition, the Academy believes that it is important for both physicians and health plans
to abide by the principles of CPT. For physicians, this means selecting the code that accurately
identifies the service performed and documented. It also means that when a single code accurately
describes multiple services provided by the physician, the physician should report that code rather than
codes for each of the individual services provided.

For health plans, abiding by the principles of CPT means that payment for covered services should be
based on the codes documented and billed by the physician. It also means that health plans should only
bundle codes for payment consistent with CPT guidelines. Automatic, unilateral downcoding of
physician reported CPT codes and bundling of codes contrary to CPT is not acceptable. It is also not
acceptable for health plans to threaten to or actually restrict, terminate, or exclude a family physician
from plan participation based on his or her coding pattern if the family physician provides medically
necessary services and conscientiously abides by the principles and rules of CPT coding. The
Academy expects health plans to abide by CPT rules and is concerned about any variance from those 
rules. (2002) (2010 COD) 



Collective Negotiation
To improve the quality of care in the American healthcare system, improve access to the system, and
to reduce the cost of care, primary care physicians should be granted a limited exemption from federal
and state antitrust legislation, so they can effectively negotiate with health insurance companies and
become stronger patient advocates.

The American Academy of Family Physicians (AAFP) believes that:

1 . America needs a solid primary care foundation for its healthcare system to:

a . provide high quality medical care,
b . reduce the cost of medical care by reducing unnecessary hospitalizations and

emergency department visits, and
c . provide access to all Americans who seek entry to the medical system;

2 . Health care reform will increase the need for:

a . greater access to primary care practices,
b . better management of patients’ acute and chronic illnesses, and
c . preventive services, such as immunizations, health screenings, etc.

3 . The McCarran-Ferguson Act, 15 USC §§ 1011-1015, which exempts health insurance
companies from federal anti-trust legislation that applies to most businesses, has:

a . led to the consolidation of health insurance companies and thus limited competition
among them, thereby giving them superior negotiating leverage with primary care
physicians, and

b . given them extraordinary control over benefit design, coverage exclusion, patient
co-pay and deductible design, and formulary design, which adversely affects
patients’ welfare.

4 . Health insurers’ current payment policies have not adequately compensated primary care
practices, as evidenced by:

a . the number of primary care practices that have closed in recent years, and
b . the choice by the majority of US medical students to go into secondary and tertiary

care specialties rather than primary care.

5 . The end result of these trends has been runaway inflation in the health care sector and
inferior care for our citizens compared to that of other countries with strong primary care
foundations.

Therefore, the AAFP recommends that:

1 . America’s primary care physicians be given the same exemption from federal anti-trust
legislation that is enjoyed by health insurance companies under the McCarran-Ferguson
Act;

2 . Any exemption for primary care physicians from federal anti-trust legislation, as is enjoyed
by health insurance companies under the McCarran-Ferguson Act, be extended to state
anti-trust legislation;

3 . That primary care physicians be permitted to collectively negotiate with health insurers on
matters including, but not limited to:



a . fees for providing primary care services, including those for ancillary services they
provide in their offices,

b . monthly retainers, stipends, or capitations intended to cover care management and
other non-face-to-face care, such as population management, quality improvement,
etc.;

c . utilization management (including, but not limited to, therapeutic and diagnostic
denials and preauthorization processes),

d . and any other matter that affects the quality of care received by patients.

As a consequence, the AAFP believes that Americans shall:

1 . Have access to the health care system through strong and capable primary care practices;
2 . Have patient advocates within the system who know first-hand their medical needs and who

have adequate negotiating leverage to effect change on their behalf; and
3 . See an end to the inflationary spiral in the healthcare sector of our economy.

(2011 COD)
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Introduction
Colonoscopy is an indispensable part of modern medical practice and is one of the most commonly
used invasive medical procedures. Like other endoscopic procedures, it has become “despecialized” in
recent years and is now performed by physicians in many specialties, including family physicians.1

Colonoscopy is essential in diagnosing a variety of conditions, but it is most commonly used in the
prevention and detection of colon cancer.

Family physicians have demonstrated the ability to learn and safely and effectively perform
colonoscopy. Because family physicians practice in all areas, including rural and underserved areas,
their ability to offer colonoscopy improves access to care for many needy populations. Making this
service readily available also helps reduce the inconvenience to patients who might otherwise have to
wait weeks or travel long distances to see a specialist for the procedure.2

SECTION I - Scope of Practice for Family Physicians
It is the position of the American Academy of Family Physicians (AAFP) that clinical privileges
should be based on the individual physician's documented training and/or experience, demonstrated
abilities and current competence, and not on the physician’s specialty.1,3,4 Joint Commission (JC)
requires this, as stated in its “Comprehensive Accreditation Manual for Hospitals":5,6



MS.4.15 The decision to grant or deny a privilege(s), and/or to renew an existing privilege(s), is an
objective, evidenced-based process.
 
1. The hospital, based upon recommendations by the organized medical staff and approval by the
governing body, establishes criteria that determine a practitioner’s ability to provide patient care,
treatment, and services within the scope of privilege(s) requested. Evaluation of the following are
included in the criteria:

. Current licensure and/or certification, as appropriate, verified with the primary source

. The applicant’s specific relevant training, verified with the primary source

. Evidence of physical ability to perform the requested privilege

. Data from professional practice review by an organization(s) that currently privileges the
applicant (if available)

. Peer and/or faculty recommendation

. When renewing privileges, review of the practitioner’s performance within the organization

2. Each of the criteria used are consistently evaluated for all practitioners holding that privilege.
The American Medical Association (AMA) holds a similar position. Regarding Staff Privileges E-4.07
“The mutual objective of both the governing board and the medical staff is to improve the quality and
efficiency of patient care in the hospital. Decisions regarding hospital privileges should be based upon
the training, experience, and demonstrated competence of candidates, taking into consideration the
availability of facilities and the overall medical needs of the community, the hospital, and especially
patients. Privileges should not be based on numbers of patients admitted to the facility or the economic
or insurance status of the patient. Personal friendships, antagonisms, jurisdictional disputes, or fear of
competition should not play a role in making these decisions. Physicians who are involved in the
granting, denying, or termination of hospital privileges have an ethical responsibility to be guided
primarily by concern for the welfare and best interests of patients in discharging this responsibility.”7

E-4.07 Our AMA believes that clinical departments of family practice, should be established where
appropriate with duties comparable to any other specialty department of the medical staff. 8

The performance of colonoscopy is within the scope of family medicine, evidenced by the following:

1 . Approximately 1,440 family physicians across the United States perform colonoscopy in a
hospital setting, demonstrating that in many locations mechanisms exist for family
physicians to be privileged in this procedure.10

2 . In rural areas, an average of 5.7% of family physicians perform colonoscopy. One
geographic area in Texas reported a rate as high as 42% among physicians who graduated
from family medicine residencies since 1990.11

3 . On the 1998 AAFP Practice Profile Survey, 1,163 family physicians reported performing
colonoscopy in their offices.12

4 . Twenty-six percent of family medicine residency programs provide training in
colonoscopy.13

SECTION II - Clinical Indications
Colonoscopy can be a natural extension of the total care provided by a well-trained family physician.
Patients with gastrointestinal disorders are commonly seen by family physicians, and such complaints
are often first reported to a family physician. Family physicians are trained to diagnose, treat, manage
and appropriately refer patients with gastrointestinal disorders. Thus, part of a family physician’s role
is to know when patients require endoscopy.5,14

Studies indicate that family physicians who perform colonoscopy compare favorably with
gastroenterologists and general surgeons when observable factors (such as the “reach-the-cecum” rate,
the time required to complete the procedure, and the rate of complications) are used to determine
technical competency in colonoscopy.2,13

Benefits to the patient of having his or her family physician perform the colonoscopy include less
fragmentation of care, patients’ comfort in having colonoscopy done by a physician they know and



trust, decreased travel time, decreased cost to the patient, and fewer (often redundant) lab tests. Rural
patients particularly benefit from these factors because of their distance from urban referral centers.2

There are also community implications. Endoscopic procedures constitute a major portion of the
clinical care provided by many hospitals. Rural hospitals, in order to continue providing this care, need
physicians who can perform colonoscopy. The survival of small hospitals may hinge on the presence
of family physicians who can provide modern endoscopic care, among other issues.

TABLE 1

Circumstances in Which Diagnostic Colonoscopy is Generally Not Indicated

1 . Chronic, stable irritable bowel syndrome
2 . Chronic abdominal pain
3 . Acute diarrhea
4 . Routine follow-up of inflammatory bowel disease (except dysplasia/cancer surveillance in

chronic ulcerative colitis)
5 . Upper gastrointestinal tract bleeding or melena with a demonstrated upper gastrointestinal

tract source
6 . Metastatic adenocarcinoma or unknown primary site in the absence of colonic signs or

symptoms when it will not influence management

SECTION III - Training Methods
Skills for performing colonoscopy are most often acquired during three years of family medicine
residency training. Another possible route to acquiring colonoscopy skills is through preceptorship by
another physician who already has such training and privileges. Established experience in flexible
sigmoidoscopy examination is helpful in developing colonoscopy skills. For those family physicians
already skilled at flexible sigmoidoscopy, there are courses, seminars and other extended opportunities
to learn colonoscopy. These courses usually include the use of models, patients and extensive didactic
instruction, including slide and/or video programs.

The acquisition of the psychomotor skill involved in performing colonoscopy should be coupled with
the cognitive skills involved in knowing when to perform the procedure and how to properly interpret
findings and pathology reports. Any program that includes endoscopy training should provide both.

The above discussion of training methods focuses on the "how" and "when" of performing
colonoscopy. It is equally important to teach the recognition of the contraindications to colonoscopy,
the possible complications and their proper management. Table 2 lists clinical situations that increase
the risk of complications, and Table 3 lists complications that physicians performing colonoscopy
should be able to recognize and manage.15,17

Advanced Cardiac Life Support (ACLS) training and certification may be required for hospital
privileges because of the use of intravenous (IV) conscious sedation. Even if ACLS certification is not
required, it is recommended so that physicians are prepared for an anesthetic or cardiopulmonary
complication.

TABLE 2

Conditions Increasing the Risk of Colonoscopy

1 . Fulminant colitis
2 . Known or suspected perforation
3 . History of radiation therapy for abdominal or pelvic cancer
4 . History of abdominal or pelvic malignancy
5 . Extensive adhesions from prior abdominal surgery
6 . Bleeding dyscrasias
7 . Anticoagulant therapy



8 . History of complications with anesthesia or intravenous conscious sedation
9 . Known history of diverticulosis/diverticulitis
10 . Unstable cardiorespiratory condition
11 . Early post-colectomy period
12 . Uncooperative patient

TABLE 3

Possible Complications of Colonoscopy

1 . Bleeding
2 . Perforation
3 . Respiratory depression
4 . Bradycardia
5 . Hypoxia
6 . Hypotension
7 . Cardiac arrythmias or ischemia
8 . Transient bacteremia
9 . Postpolypectomy syndrome
10 . Drug reaction
11 . Nausea/vomiting
12 . Ileus

SECTION IV - Testing, Demonstrated Proficiency and Documentation
Although the number of procedures performed in training is sometimes recommended as a mechanism
for credentialing, numbers alone do not demonstrate quality of outcomes. There is no scientific data
correlating the volume of colonoscopies performed with the acquisition of competence.1,13 The
American Society for Gastrointestinal Endoscopy (ASGE) recommends that physicians perform a
minimum of 100 diagnostic colonoscopies and 20 snare polypectomies as a threshold for determining
clinical competence.21 However, this recommendation was based on expert opinion, not scientific
data.13

Based upon recent studies the AAFP has determined that the standard of fifty (50) cases as the primary
operator be used as a basis for determination of basic competency.25, 26, 27

Family physicians seeking colonoscopy privileges would do well to document their training and
experience. This should include keeping a record of patients' operative reports (including the items
listed in Table 4), keeping a record of experience and training (including items listed in Table 5), and a
competence-based evaluation or recommendation from their residency program or faculty instructors.

TABLE 4

Content of Procedure Notes

1 . Patient identification or code
2 . Date of procedure
3 . Name of hospital/location of procedure
4 . Patient's age
5 . Patient's history of prior colonoscopy, including any problems associated with previous

procedures
6 . Clinical indication for colonoscopy
7 . Description of procedure
8 . Complications



TABLE 5
        Suggested Documentation of Colonoscopy Experience 

1 . Number of procedures during training and practice
2 . Outcome data, including complication rate
3 . Letters from instructors, preceptors and proctors documenting training, experience,

demonstrated abilities and current competence
4 . Letters from previous hospitals documenting experience and outcomes

Informed consent must also be obtained, with documentation that potential complications from the
procedure and medications have been discussed with the patient. It is also important to document that
alternative diagnostic tests and their advantages and disadvantages compared with endoscopy, were
discussed.5

The amount of continuing colonoscopy experience needed to maintain proficiency has not been
extensively studied. However, researchers have reported that family physicians performing endoscopic
procedures have outcomes comparable to, or exceeding, those of other specialists.5,16,19,20

SECTION V - Credentialing and Privileges
Current policies and procedures for credentialing family physicians in colonoscopy vary markedly
from site to site. In hospitals with departments of family medicine where other family physicians
perform colonoscopy, the department should privilege its own members. In hospitals where it is not
usual for family physicians to perform colonoscopy, there may be no mechanism for family medicine
credentialing in this or other invasive procedures. In these institutions, completion of a residency in
gastroenterology may be stated as a prerequisite for obtaining colonoscopy privileges. However, this is
not consistent with JC and AMA credentialing criteria. Both require that privileges be based on criteria
such as training, experience, demonstrated ability, current licensure and health status, rather than
medical specialty.2,3

“Community need” is often cited as a reason to withhold colonoscopy privileges from family
physicians practicing in environments shared with subspecialists. In such environments,
gastroenterologists may not perceive a community need for family physicians to provide this service.
However, this approach is not consistent with JCAHO or AMA credentialing guidelines.

Family physicians moving to new practice sites who plan on performing colonoscopy would do well
to extensively research the site’s policies and procedures regarding privileges for colonoscopy. They
should obtain these privileges before moving to the new practice site. This approach would be
particularly helpful if the family physician is to be the first to request these privileges in an
environment where gastroenterologists alone hold such privileges.

The following is a list of items to consider when applying for hospital privileges to perform
colonoscopy:22

1 . Carefully study the language of the hospital privileges policy, and understand the process by
which the privileges are granted.

2 . Prepare a brief resume describing your educational background including college, medical
school, residency and board certification/recertification. Include dates of hospital
affiliations, state and national medical societies, professional honors, awards, elected offices
or committee chair positions. Describe any prior hands-on proctorship experiences.

3 . Describe the years of practice and your record in providing high-quality health care for a
variety of cases. This should include the number of colonoscopies performed, your
“reach-the-cecum” rate and your complication rate.

4 . List all accredited CME courses you have taken that pertain to colonoscopy. Also include
any self-study of gastrointestinal disease, such as atlases, articles, etc.

5 . Include a summary letter from your residency or state chapter of the American Academy of
Family Physicians that supports these privileges as being within the scope of family
practice.

6 . Include a copy of the “American Academy of Family Physicians Policy on Gastrointestinal
Endoscopic Training,” which includes the following points.23



a . Gastrointestinal endoscopy should be performed by physicians with documented
training and/or experience, and demonstrated competence in the procedures.

b . Training in endoscopy includes clinical indications, diagnostic problem solving,
mechanical skills acquired under direct supervision and prevention and management
of complications.

c . Endoscopic competence is determined and verified by evaluation of performance
under clinical conditions rather than by an arbitrary number of procedures.

d . Endoscopic competence should be demonstrated by any physician seeking privileges
for the procedure.

e . Privileges should be granted for each specific procedure for which training has been
documented and competence verified. The ability to perform any one endoscopic
procedure does not guarantee competency to perform others.

f . Endoscopic privileges should be defined by the institution granting privileges and
reviewed periodically with due consideration for performance and continuing
education.

7 . Indicate that the AAFP strongly believes that all medical staff members should realize that
there is overlap between specialties and that no one department has exclusive “rights” to
privileges.25

8 . Highlight the AMA clinical privileges policy from the “AMA Policy Compendium.”
9 . Highlight the JCAHO clinical privileges policy from its “Comprehensive Accreditation

Manual for Hospitals.”
10 . Identify to the appropriate hospital committee a physician on staff with colonoscopy

privileges who is willing to proctor you.
11 . Provide evidence of your ability to obtain malpractice insurance coverage. If your

malpractice coverage includes surgical assisting, or if you are doing obstetrics, you should
not have to increase your “insurance class.”5

12 . Describe your plan for quality assurance. This should mean tracking your cases, and
providing the data to your department chair after a period of six to 12 months.

13 . Establish a plan for continuing medical education, such as attendance at gastrointestinal
conferences or board reviews, the annual meetings of the American College of
Gastroenterology and the American Gastroenterology Association, and the Digestive
Disease Week.

14 . Express your willingness to work with the hospital in order to provide any information it
believes is missing or incomplete.

15 . If necessary, indicate that legal opinion and precedence have determined liability regarding
the granting and/or failure to grant privileges for procedures based on factors other than the
experience and competency of the physician in question. A legal opinion on privileges for
endoscopy submitted to the AAFP in 1993 stated the following:

a . Hospitals and peer review participants risk liability under state law if they base
credentialing decisions solely on whether or not a physician has obtained specialty
certification.

b . The Council on Ethical and Judicial Affairs of the AMA has issued the opinion that
competitive factors must be disregarded in making decisions about credentials and
privileges.

c . There is no evidence that only board-certified gastroenterologists are “qualified” to
perform endoscopic procedures.

d . Hospitals violate the “Medicare Conditions for Participation” if they base
credentialing decisions solely on specialty board certification.

e . Hospitals and peer review participants risk loss of federal and state immunity from
liability by basing credentialing decisions solely on whether or not a physician has
obtained specialty certification.5,26

In addition to in-hospital colonoscopy, office colonoscopy may be considered as a safe and
cost-effective alternative.5,11 Because of the equipment expense, however, this may be too costly an
option for physicians, especially solo practitioners. If office colonoscopy is performed, monitoring
equipment is needed. This should include a pulse oximeter, blood pressure cuff (preferably
automated), electrocardiogram monitor, oxygen, and a “crash cart,” with both naloxone (Narcan) and



flumazenil (Romazicon) to reverse narcotic and benzodiazepine effects, if necessary. Consideration
should also be given to meeting JCAHO or other accreditation inspection and licensing standards for
this equipment.

Since some health insurance companies now require that colonoscopy be performed in a hospital or
licensed outpatient facility, family physicians should determine whether their practices are in
compliance with these requirements, as well as with state licensing or regulatory standards.

SECTION VI - Future Issues
The research agenda relating to colonoscopy by family physicians should focus on these major areas:

1 . Quality assurance. Initiate ongoing case review programs/studies to monitor the endoscopic
outcomes of family physicians performing colonoscopy, and compare these outcomes with
those of other specialties.

2 . Research training methods, including cognitive and procedural aspects. “The learning
curve” issue needs to be addressed. For continuing quality improvement purposes, research
is needed to determine the relationship significance, if any, between the number of
procedures performed and demonstrated proficiency and maintenance of skills.

Summary
Many training opportunities are available for family physicians to become qualified to perform
colonoscopy. The ability of family physicians to perform this procedure will maintain and increase
patient access to and quality and continuity of care. Hospital privileges can and should be sought by
qualified family physicians, and there is both professional and legal precedence to support granting of
such privileges.26 Granting of colonoscopy privileges, like all privileges, must be determined solely on
the basis of documented training, experience and current clinical competence of the individual
physician. Research is needed to determine any relationship between the number of procedures
performed and demonstrated proficiency and maintenance of skills. A collegial relationship between
the AAFP and other specialties committed to quality colonoscopy should be established and
maintained.
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Colonoscopy Privileging
See also:

Colonoscopy (Position Paper)

Privileges

Family Medicine Departments and Privileges

 
National screening guidelines for colon cancer have expanded in recent years to include a number of
options. Although no single procedure has emerged as the screening of choice, colonoscopy is
increasing in frequency because of greater likelihood of detecting early lesions and for patient
comfort. To meet this important public health challenge, communities must have adequate numbers of
physicians capable of performing colonoscopy. Increasing numbers of family physicians are trained to
perform colonoscopy, with nearly 2,000 practicing this procedure in communities throughout the
United States.

Hospital governing boards, with the input of their medical staffs, must determine who should be
granted colonoscopy privileges at their institutions. The basis for such decisions is a review of the
education, training, experience and current competence of the practitioner applying for the privilege.
Where family physicians meet the institution’s privileging criteria for colonoscopy, they should be



granted this privilege. This decision should be based solely on the candidate’s ability to meet
established criteria, and not be improperly blocked or derailed by the opposition of other specialists or
competitors on the medical staff.

The American Academy of Family Physicians (AAFP) believes that adequate training can consist of
documented education in an ACGME-approved residency program which prepares residents to
practice colonoscopy; continuing medical education courses which provide didactic and procedural
training; and/or precepted experience focused on colonoscopy.

The amount of experience that should be required to hold privileges in colonoscopy is often a matter
of contention. There is no scientific data correlating the volume of colonoscopies performed with the
acquisition of competence. It is clear that individual practitioners have varying levels of manual
dexterity and prior experience with flexible sigmoidoscopy and acquire skills at different rates. Studies
indicate that family physicians who perform colonoscopy compare favorably with gastroenterologists
and general surgeons when observable factors (such as the “reach-the-cecum” rate, the time required
to complete the procedure, and the rate of complications) are used to determine technical competency
in colonoscopy.1

The AAFP has performed a national survey of its members who have been granted colonoscopy
privileges in US hospitals. The data from this survey indicate that hospitals have granted privileges to
family physicians whose experience ranges from five colonoscopies to more than 150. Of those
surveyed, 61 percent had received hospital privileges having performed less than 55 colonoscopies. A
review of the literature and available data provide no basis for believing individuals at the low end of
this experience range should not hold colonoscopy privileges. Nevertheless, specialty societies have
sometimes promulgated “privileging guidelines” putting forth high number requirements for
experience which are arbitrary and self-serving.

Once a hospital determines the experience it will require to qualify for a privilege, it must confirm
current competency. The AAFP believes this can be efficiently and fairly achieved through a
requirement for references. The reference should have first-hand knowledge of the applicant’s ability
to perform colonoscopy competently. The reference’s attestation to competency affirms that the
applicant’s training and experience have actually been adequate for the particular individual under
review. If after reviewing references, the hospital still has questions about an individual’s competence,
a period of proctoring to observe performance may be appropriate.

The process just described protects patients and, when uniformly applied, provides a fair mechanism
for a hospital to grant a particular privilege such as colonoscopy. Hospital credentialing committees,
medical executive committees, and governing boards should resist pressure to create artificial and
arbitrarily high experience requirements as barriers to the privileging of family doctors to perform
colonoscopy. (2003) (2009 CoD)

Colposcopy (Position Paper)
See also:

Obstetrics Privileges

Rural Practice: Family Medicine Graduate Medical Education Training for Rural Practice (Position
Paper)
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. SECTION VII - Data Sources

Overview and Justification
The National Cancer Institute estimated that, in 2009, 11,270 new cases of invasive cervical cancer
would be diagnosed and about 4,070 women would die from the disease. Some researchers estimate
that noninvasive cervical cancer (carcinoma in situ) is about four times more common than invasive
cervical cancer. Cervical cancer—once one of the most common cancers affecting U.S. women—now
ranks 14th in frequency in this population.1

According to the National Cervical Cancer Coalition (NCCC), women in developing countries account
for about 85% of the yearly cases of cervical cancer (estimated at 473,000 cases worldwide) and the
yearly deaths from cervical cancer (estimated at 253,500 deaths worldwide). In most developing
countries, cervical cancer remains the number one cause of cancer-related deaths among women.2

Studies show that access to health care is an important predictor of cancer screening. The availability
of physicians to provide screening could significantly decrease the mortality rate by allowing greater
patient access.3 Between 1955 and 1992, the cervical cancer death rate declined by 74%. The main
reason for this change was the increased use of the Papanicolaou (Pap) test. This screening procedure
identifies changes in the cervix before cancer develops or early stages of cancer. The death rate from
cervical cancer continues to decline by nearly 4% each year. Currently, the five-year relative survival
rate for the earliest stage of invasive cervical cancer is 92%. The overall (all stages combined)
five-year survival rate is about 71%.4 About 55 million Pap tests are performed each year in the United
States. Of these, approximately 3.5 million (6%) are abnormal and require further medical care.5

Although the Pap smear has become the standard method of screening, it does not definitively rule out
disease. The false-negative rate of the Pap smear ranges from 1.5% to as high as 80%.6 The most
likely scenario for false-negatives is that the critical areas on the cervix were not sampled or the
laboratory did not identify abnormal cells because of sampling error or the presence of inflammation
or excessive blood. The patient may also contribute to the false-negative rate by douching or having
intercourse before the examination. If abnormalities go unrecognized, the patient may be erroneously
triaged to observation or repeat cytologic surveillance rather than to a diagnostic test such as
colposcopy.

Colposcopy is the diagnostic test indicated for evaluating patients with abnormal Pap test results.
Colposcopy is a procedure that examines lower genital tract tissue under magnified illumination after
the application of 3 to 5% acetic acid. A green filter highlights vascular patterns.7

When researchers looked at the value of using the presence of high-grade precancerous changes in a
repeat Pap test (without a human papillomavirus test) to indicate whether colposcopy was necessary,
they found that 63.9% of the women who truly needed colposcopy would not have had it. When the
presence of lower grades of precancerous changes found on a second Pap test were used to decide who
did and did not get a colposcopy, 14.7% of women who truly needed the test would not have had it
done.8

Neither cytologic sampling nor colposcopic examination alone provides definitive answers. If
abnormal tissue is present, it is the histologic result that provides the basis for treatment or
observation. Colposcopic-directed biopsies to confirm lower genital tract disease have become
common practice for many physicians, including family physicians. They are also performed by nurse
practitioners and physician assistants.7

SECTION I - Scope of Practice for Family Physicians
It is the position of the American Academy of Family Physicians (AAFP) that clinical privileges
should be based on the individual physician’s documented training and/or experience, demonstrated
abilities, and current competence. This policy applies to privileges in all areas.9 The AAFP also
advocates the development of specific patient-centered practice policies that focus on what should be
done for the patient rather than who should do it. When policies address the issue of who should



provide care, then recommendations for management, consultation, or referral should emphasize
appropriate specific competencies, rather than a clinician’s specialty designation.10

The American Medical Association’s policy on staff privileges states that “Decisions regarding
hospital privileges should be based upon the training, experience, and demonstrated competence of
candidates, taking into consideration the availability of facilities and the overall medical needs of the
community, the hospital, and especially patients. Privileges should not be based on numbers of
patients admitted to the facility or the economic or insurance status of the patient. Personal
friendships, antagonisms, jurisdictional disputes, or fear of competition should not play a role in
making these decisions. Physicians who are involved in the granting, denying, or termination of
hospital privileges have an ethical responsibility to be guided primarily by concern for the welfare and
best interests of patients in discharging this responsibility.”11

The Joint Commission requires that a process that provides fair and equal treatment to all applicants be
established by the hospital or credentialing entity. The process entails that the “credentialing and
privileging process involves a series of activities designed to collect, verify, and evaluate data relevant
to a practitioner’s professional performance. These activities serve as the foundation for an objective,
evidence-based decisions regarding appointment to membership on the medical staff. And
recommendations to grant or deny initial and renewed privileges. In the course of the credentialing and
privileging process, an overview of each applicant’s licensure, education, training, current
competence, and physical ability to discharge patient care responsibilities is established.”12

It is well recognized that performance of colposcopy is within the scope of family medicine. Recent
statistics show that 33.6% of active AAFP members perform this procedure in the office setting,13 and
approximately 9.6% of members currently maintain colposcopy hospital privileges.14

SECTION II - Clinical Indications for Colposcopy
Evaluation of an abnormal Pap smear is the primary indication for colposcopy. There is no
authoritative document or consensus panel report that explicitly details the indications for colposcopy.
The following, however, are generally considered to be the most specific indications for colposcopy15:

. Abnormal Pap smear result.

. Abnormal-appearing tissue in the vagina, on the cervix or vulva, perineum, perianal area, or
male genitalia.

. Abnormal-appearing cervix, even if cervical cytology is normal.

. In-utero exposure to diethylstilbestrol.

. Child abuse and rape cases.

. Patient history indicates high risk for cervical cancer, such as a male partner who has had
previous or current sex partners who developed cervical cancer.

. Follow-up examinations after treatment for high grade squamous intraepithelial lesion
(HGSIL) or lower genital tract cancer.

SECTION III - Training Methodology
A joint task force of the AAFP and the American College of Obstetricians and Gynecologists (ACOG)
developed “Recommended Curriculum Guidelines for Family Medicine Residents: Maternity and
Gynecologic Care.”16 These core guidelines, which include colposcopy as a recommended skill, are
intended to help residency directors develop curricula and to help residents identify areas of needed
training.

The AAFP sponsors introductory colposcopy continuing medical education (CME) courses at the
Scientific Assembly. In addition, the AAFP offers a freestanding colposcopy course, which is
immediately preceded by a women’s health course. The AAFP maintains a registry of accredited
courses and has published a comprehensive monograph titled the “FP Comprehensive CD-Rom,”
including syllabus, video, and atlas, which was written and edited by family physicians.

A curriculum in colposcopy must impart both cognitive and psychomotor skills.16 The cognitive
experience may be achieved using programmed texts such as the AAFP Colposcopy Self-Study



CD-ROM, the AAFP colposcopy syllabus and video or online CME from the American Society of
Colposcopy and Cervical Pathology (ASCCP). Other colposcopy courses are available through various
organizations and institutions.

In the ideal situation, the learner would continue a lifelong learning curve that incorporated
participation in intermediate and advanced colposcopy courses and maintain membership in societies
actively involved in developing practice guidelines and standards for colposcopic excellence based on
evidence-based literature and outcomes data.

SECTION IV - Testing, Demonstrated Proficiency and Documentation
Clinical proctoring is an important peer review tool for physicians seeking privileges in hospitals and
health care organizations including colposcopy. Please see the Academy’s position paper on Clinical
Proctoring for additional information.17

SECTION V - Credentialing and Privileges
The process for credentialing and delineation of family medicine privileges varies among
organizations. Before applying for colposcopy privileges, the applicant should ensure that his or her
documentation of training, experience, and current competence is in order. The following advice might
help the applicant navigate the credentialing process18:

Review the eligibility criteria for each privilege requested and review your training and experience for
any gaps or areas that may need to be addressed before applying for privileges.

Collect letters of recommendation from past instructors, preceptors, those who have monitored your
clinical performance, and colleagues who have worked with you throughout the years. Assemble case
reports including data about the number and types of cases, treatment outcomes, etc. Assemble
documentation records maintained during your family medicine residency.

Review documents and hospital bylaws before submission, including procedures in the event of a
denial. If you are denied privileges, ask for the reason in writing.

Include complete documentation, case reports, and letters of recommendation with your application
for medical staff privileges. Submit copies, not originals, to avoid the possibility that original
documents will be lost in the course of review. Maintain ongoing documentation of relevant clinical
experience.18

The AAFP recommends the establishment of family medicine departments in all hospitals
departmentalized by specialty. The department of family medicine should have rights, duties, and
responsibilities comparable to those of other specialty departments of the medical staff. It should have
the right to recommend directly to the appropriate committee those privileges that fall within the scope
of family medicine without being required to have the assent or approval of any other department.19

The AAFP believes that the department of family medicine should establish and use a core privileging
process based on criteria developed by the department. Core privileges within the department of
family medicine should reflect the core curriculum and training offered in accredited family medicine
residency programs. Criteria for privileges outside of the core should be pre-established by the
department of family medicine in consultation with other appropriate clinical departments.
Recommendations for privileges outside the family medicine core may then be considered by the
department of family medicine according to the criteria jointly established by the relevant clinical
departments. In all cases, clinical review of a physician should be done in the department where the
privilege originated.19

Some privilege problems arise because other specialists do not understand the scope of family
medicine. In addition to providing other specialists with general information about family medicine,
family physicians on the medical staff or the family medicine department, if there is one, should
consider addressing the following points:



1 . Clinical privileges should be considered on the basis of each individual physician’s
documented training or experience, demonstrated abilities, and current competence.

2 . Overlap occurs among many specialties.
3 . No clinical privileges are the exclusive province of one department.
4 . A vital part of a family physician’s training is when to consult and when to refer patients.
5 . Continuity of care is a primary objective of family medicine, and this objective is consistent

with quality patient care.
6 . Family physicians are supported by the AAFP in their efforts to obtain privileges for which

they are qualified.

SECTION VI - Miscellaneous Issues
Quality assurance of didactic and procedural training in colposcopy is important and can be fostered
through the AAFP prescribed credit mechanisms using expert physicians within the AAFP.

Expanding family physicians’ use of colposcopy results in improved access to timely care for patients.
Primary prevention by risk-factor identification and patient education is as important in reducing the
prevalence of cervical cancer as secondary prevention by identification of dysplastic lesions at the
time of colposcopy.

Whether the performance of colposcopy by family physicians saves money and resources at the
societal level is unknown, although it would seem to have several favorable results:

1 . identification of disease at earlier stages
2 . improved compliance with follow-up regimens that can be expected with the increased

continuity of care
3 . an increased knowledge of and attention to risk factors
4 . increased patient satisfaction

Productive areas for educational research in the area of colposcopy privileging include better defining
the competency-based measures required for performance of colposcopy and analyzing outcomes to
compare clinical practices of all specialties.

SECTION VII - Data Sources
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Commission Meetings, Officer Attendance At
See also:

Commissions, Orientation Manual

Competitive Activities of Officers, Directors and Committee Members
The number of officers attending cluster meetings is limited to three per cluster, with the president,
president-elect and Board chair having first priority. (B1986) (May 2012 BOD)

Community and Migrant Health Centers
See also:

Migrant Health Care

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Diversity in the Workplace

Culturally Sensitive Interpretive Services - AAFP Legislative

Criminalization of Medical Practice

Criminalization of the Provision of Medical Care to Undocumented Individuals

Reporting on Residency Status of Patients

 
The American Academy of Family Physicians recognizes the important contribution of the
Community and Migrant Health Center Programs in improving access to health care services in



underserved communities. The Academy is committed to working with community and migrant health
centers to improve the availability of family physicians for practice in underserved communities.
(1992) (2010 COD)

Complementary Practice
See also:

CME Accreditation, Complementary and Alternative Practice Activities

Core Principles for End-of-Life Care
The AAFP advocates for the evidence-based evaluations of integrative medicine (also referred to as
complementary and alternative medicine (CAM) treatments and practices, using scientific and
ethnographic methods, including quantitative and qualitative outcomes research of efficacy and
effectiveness. When examining integrative medicine methods from different traditions, considerations
for cultural perspectives and explanatory models should be made during the design and conduct of the
research and for the interpretation of results.
 
To this end, the AAFP believes that physicians can best serve their patients by recognizing and acknowledging
the availability of integrative medicine in their communities. Furthermore, family physicians can pursue
education relative to non-conventional methods of healing to better facilitate appropriate education, treatment
and counseling of patients and consumers. (1997)(2009COD)
 
These policies are provided only as assistance for physicians making clinical decisions regarding the care of 
their patients. As such, they cannot substitute for the individual judgment brought to each clinical situation by
the patient’s family physician. As with all clinical reference resources, they reflect the best understanding of the
science of medicine at the time of publication, but they should be used with the clear understanding that 
continued research may result in new knowledge and recommendations. These policies are only one element
in the complex process of improving the health of America. To be effective, this policy must be implemented. 



Comprehensive Care, Access to
See also:

Comprehensive Care, Definition of

Health Care for Everyone: The AAFP Plan

Family Medicine, Scope and Philosophical Statement

Criminalization of Medical Practice

Criminalization of the Provision of Medical Care to Undocumented Individuals

Reporting on Residency Status of Patients

The American Academy of Family Physicians supports the concept of access to essential health care
to all peoples regardless of social and economic status. The AAFP supports efforts to identify
appropriate funding of these essential medical services, and the AAFP continues to support its basic
concepts and long-term goals of access to comprehensive and continuing medical care for all. (1981)
(2008)

Comprehensive Care, Definition of
See also:

Comprehensive Care, Access to

Health Care for Everyone: The AAFP Plan

Family Medicine, Scope and Philosophical Statement

 
The practice of continuing comprehensive care is the concurrent prevention and management of
multiple physical and emotional health problems of a patient over a period of time in relationship to
family, life events and environment. (1980) (2008)

Confidentiality, Patient/Physician
See also:

Adolescent Health Care, Confidentiality

Infringement on Patient Physician Relationship

 
A confidential relationship between physician and patient is essential for the free flow of information
necessary for sound medical care. Only in a setting of trust can a patient share the private feelings and
personal history that enable the physician to comprehend fully, to diagnose logically and to treat
properly. The AAFP supports full access by physicians to all electronic health information within the
context of the medical home.



The AAFP believes that patient confidentiality must be protected. Historically, the privileged nature of
communications between physician and patient has been a safeguard for the patient’s personal privacy
and constitutional rights. Though not absolute, the privilege is protected by legislative action and case
law.

However, data sharing across state lines is difficult given differing state patient privacy/confidentiality
requirements. This Academy believes that state and federal legislators and jurists should seek a greater
degree of standardization by recognizing the following principles regarding the privacy of medical
information:

A . The right to privacy is personal and fundamental.
B . Medical information maintained by physicians is privileged and should remain confidential.
C . The patient should have a right of access to his/her medical records and be allowed to

provide identifiable additional comments or corrections. The right of access is not absolute.
For example, in rare cases where full and direct disclosure to the patient might harm the
patient's mental and/or physical well-being, access may be extended to his/her designated
representative, preferably a physician.

D . The privacy of adolescent minors should be respected. Parents should not, in some
circumstances, have unrestricted access to the adolescent’s medical records. Confidentiality
must be maintained particularly in areas where the adolescent has the legal right to give
consent.

E . Medical information may have legitimate purposes outside of the physician/patient
relationship, such as, billing, quality improvement, quality assurance, population-based
care, patient safety, etc. However, patients and physicians must authorize release of any
personally identifiable information to other parties. Third party payer and self-insured
employer policies and contracts should explicitly describe the patient information that may
be released, the purpose of the information release, the party who will receive the
information, and the time period limit for release. Policies and contracts should further
prohibit secondary information release without specific patient and physician authorization.

F . Any disclosure of medical record information should be limited to information necessary to
accomplish the purpose for which disclosure is made. Physicians should be particularly
careful to release only necessary and pertinent information when potentially inappropriate
requests (e.g., "send photocopies of last five years of records") are received. Sensitive or
privileged information may be excluded at the option of the physician unless the patient
provides specific authorization for release. Duplication of the medical record by
mechanical, digital, or other methods should not be allowed without the specific approval of
the physician, taking into consideration applicable law.

G . Disclosure may be made for use in conducting legal medical records audits provided that
stringent safeguards to prevent release of individually identifiable information are
maintained.

H . Policy exceptions which permit medical records release:

a . To another physician who is being consulted in connection with the treatment of the
individual by the medical-care provider;

b . In compelling circumstances affecting the health and safety of an individual;
c . Pursuant to a court order or statute that requires the physician to report specific

diagnoses to a public health authority; and
d . Pursuant to a court order or statute that requires the release of the medical record to a

law enforcement agency or other legal authority.

I . Electronic health information communication systems must be equipped with appropriate
safeguards (e.g., encryption; message authentication, user verification, etc.) to protect
physician and patient privacy and confidentiality. Individuals with access to electronic
systems should be subject to clear, explicit, mandatory policies and procedures regarding
the entry, management, storage, transmission and distribution of patient and physician
information.

J . The Academy supports the use of patient record information for primary care research,
biomedical and pharmaceutical research and other health research, provided there is
appropriate protection for research subjects, i.e., Institutional Review Board approval.

(1979) (2008 COD) 



Confidentiality, Physician/Patient Communications
See also:

Confidentiality, Patient/Physician

Infringement on Patient Physician Relationship

 
The medical profession has long recognized the ethical principle that communication between a
patient and physician should be treated as confidential and should not be revealed by the physician to
any third party without the patient's consent or unless required by law. The physician/patient privilege
is a legal doctrine that recognizes and protects the confidential nature of communication between
patients and their physicians. Accordingly, the American Academy of Family Physicians opposes any
effort to erode or eliminate the physician/patient privilege. (1973) (2002)

Consultation/Backup
See also:

Consultations and/or Referrals, Mandatory

Payment to Physicians for Referrals to Other Health Care Providers

Consultations, Referrals, and Transfers of Care – Differences

 
The use of consultation serves as a means of maintaining a high standard of professional care. The
American Academy of Family Physicians believes that all members of a medical staff should have
access to consultation when necessary; and that such consultation, when requested in a timely and
appropriate manner, shall not be arbitrarily refused. In those instances in which consultation or backup
is required by the medical staff of a hospital, it is the ethical responsibility of the medical staff of that
hospital to provide timely consultation or backup. (1986) (2012 COD)

Consultations and/or Referrals, Mandatory
See also:

Consultations/Backup

Fees to Physicians for Referrals to Other Health Care Providers

Consultations, Referrals, and Transfers of Care – Differences

 
Privileges are granted on the basis of documented training and/or experience, demonstrated abilities
and current competence. Therefore, mandatory consultations and/or referrals for groups of physicians
based on specialty classification or department membership without reference to individual
capabilities are clearly discriminatory. (1982) (2008)

Regarding consultations in general, the AAFP policy on consultation/backup states that: "The use of
consultation serves as a means of maintaining a high standard of professional care. The American
Academy of Family Physicians believes that all members of a medical staff should have access to
consultation when necessary, and that such consultation, when requested in a timely and appropriate
manner, shall not be arbitrarily refused. In those instances in which consultation or backup is required
by the medical staff of a hospital, it is the ethical responsibility of the medical staff of that hospital to
provide timely consultation or backup." (1986) (2008)



Consultations, Referrals, and Transfers of Care
See also: 
Consultation/Backup

Consultations and/or Referrals, Mandatory

Historically, the terms “consultation,” “referral,” and “transfer of care” have sometimes been used
interchangeably. That continues to be case, with understanding of the terms varying among individuals
and regions of the country. However, the AAFP believes there are essential differences among these
terms.

A consultation is a request from one physician to another for an advisory opinion. The consultant
performs the requested service and makes written recommendations regarding diagnosis and treatment
to the requesting physician. The requesting physician utilizes the consultant’s opinion combined with
his own professional judgment and other considerations (e.g. patient preferences, other consultations,
family concerns, and comorbidities) to provide treatment for the patient.

A referral is a request from one physician to another to assume responsibility for management of one
or more of a patient’s specified problems. This may be for a specified period of time, until the
problem(s)’ resolution, or on an ongoing basis. This represents a temporary or partial transfer of care
to another physician for a particular condition. It is the responsibility of the physician accepting the
referral to maintain appropriate and timely communication with the referring physician and to seek
approval from the referring physician for treating or referring the patient for any other condition that is
not part of the original referral.

A transfer of care occurs when one physician turns over responsibility for the comprehensive care of a
patient to another physician. The transfer may be initiated by either the patient or by the patient’s
physician, and it may be either permanent or for a limited period of time until the patient’s condition
improves or resolves. When initiated by the patient’s physician, the transferring physician should
explicitly inform the patient of the transfer, and assist the patient with timely transfer of care
consistent with local practice. (2007 COD) (2012 COD)

Continuing Medical Education (CME), Definition
See also:

Continuing Medical Education (CME), Mission Statement

CME Credit, Elective and Prescribed

CME Mandatory for Relicensure

CME, Physician Reeducation

CME Providers, Terms and Definitions

CME Materials, Distribution by Commercial Entities

Integrative Medicine, Accreditation of CME Activities

 
Continuing medical education is that process within the scope of family medicine which provides
information and activities designed to maintain and improve the ability of the family physician to
provide high quality patient care.

This educational process encompasses all the areas usually encountered by the family physician
necessary to carry out these responsibilities. (1985) (2008)



American Academy of Family Physicians (AAFP)
Continuing Medical Education (CME) Mission Statement
See also:
Continuing Medical Education (CME), Definition
CME Manadatory for Relicensure
CME, Physician Reeducation 
CME Providers, Terms and Definitions
Integrative Medicine, Accreditation of CME Activities 

Purpose: The American Academy of Family Physicians (AAFP) seeks to provide family physicians
and other health care professionals high-quality learning opportunities that improve their competence,
support their performance and preparedness for certification/ licensure, and increase the vitality and
efficiency of their practice by providing educational programming that is high-quality,
evidence-based, up-to-date, and learner-driven to enrich their continued professional education and
development to improve patient outcomes.

Content Areas: The AAFP Continuing Medical Education (CME) Program supports the strategic
priorities of the American Academy of Family Physicians. The AAFP Curricular Framework defines
the core priorities for which content is created. AAFP education is based on gaps in professional
practice as determined through needs assessments conducted as a fundamental part of CME activity
planning. AAFP CME provides a forum for the exchange of information and ideas on current practice
trends, evidence-based medicine and the delivery of high quality, equitable and cost-effective care.

Target Audience: Learning activities are aimed to meet the life-long learning needs of members of
the AAFP, the broader physician community, their respective practice/clinical teams, and interested
healthcare professionals.

Type of Activities: The AAFP will present scientifically valid and commercially unbiased content
based on principles of effective adult learning in the following formats: live activities,
self-study/enduring materials, journals, manuscript review for journals, point of care learning, online,
performance improvement in practice, and other appropriate formats. This will be accomplished using
a variety of media and in practice-based settings where possible. AAFP CME/CPD activities will be
designed to emphasize desirable physician attributes as identified by the Institute of Medicine, the
American Board of Medical Specialties, and the Accreditation Council for Graduate Medical
Education. The AAFP will evaluate the effectiveness of all individual activities and of its overall
CME/CPD program.

Expected Outcomes: AAFP activities provide physicians and other healthcare providers the
knowledge, competence and/or performance skills needed to support improve patient outcomes
through integration of evidence-based CME/CPD content and models that support quality
improvement in practice. The AAFP evaluates the effectiveness of AAFP activities through a
combination of member feedback, practice evaluation and patient-level outcomes. Outcomes are
incorporated into the design of future educational programming and evaluated to measure the
effectiveness of the instructional models included.

(2010) (May Board 2012)

CME Credit, AAFP/AMA Equivalency Agreement
See also:

CME Credit, AAFP/CFPC Reciprocal Agreement

CME Credit, Elective and Prescribed

The American Medical Association (AMA) accepts the American Academy of Family Physicians
(AAFP) Prescribed credit as equivalent to AMA PRA Category 1TM Credit for the AMA Physician's
Recognition Award (PRA). When applying for the AMA PRA, AAFP Prescribed credit earned must
be reported as Prescribed credit, not as AMA PRA Category 1 CreditTM.



The AAFP accepts AMA PRA Category 1 CreditTM as equivalent to AAFP Elective credit. When
reporting to the AAFP, AMA PRA Category 1 CreditTM earned must be reported as AMA PRA
Category 1 CreditTM, not as AAFP Prescribed credit. (1999) (2010 COD)

CME Credit, AAFP/CFPC Reciprocal Agreement
See also:

CME Credit, AAFP/AMA Equivalency Agreement

CME Credit, Elective and Prescribed

 
Members of the College of Family Physicians of Canada (CFPC) who attend CME activities that have
been accredited by the AAFP for Prescribed credit can claim MAINPRO-M1 credit. When reporting
to the CFPC, AAFP Prescribed credit earned must be reported as AAFP Prescribed credit, not as
MAINPRO-M1 credit. CFPC members who complete any CME/CPD activity certified by the AAFP
for Elective credit can claim the equivalent number of Mainpro-M2 credits.

Members of the AAFP who attend CME activities that have been accredited by the CFPC for
MAINPRO-M1 or MAINPRO-C credits can claim AAFP Prescribed credit. When reporting to the
AAFP, MAINPRO-M1 or MAINPRO-C credits earned must be reported as MAINPRO-M1 or
MAINPRO-C credits, not as AAFP Prescribed credit. The AAFP recognizes CFPC's Mainpro-M2
credit category as equivalent to AAFP Elective credit. (B1999) (2012 COD)

CME Mandatory for Relicensure
See also:

Continuing Medical Education (CME), Definition

Continuing Medical Education (CME), Mission Statement

CME, Physician Reeducation

CME Providers, Terms and Definitions

CME Credit, Elective and Prescribed

Integrative Medicine, Accreditation of CME Activities

 
The AAFP requests that each constituent chapter undertake a program which will encourage at least
one representative of its chapter be elected or appointed to any board or accreditation committee
which mandates continuing medical education as a requisite for medical licensure or relicensure.
(1977) (2008)

CME Materials, Distribution by Commercial Entities
See also:

Continuing Medical Education (CME), Definition

CME Mandatory for Relicensure

Continuing Medical Education (CME), Mission Statement

CME, Physician Reeducation

CME Providers, Terms and Definitions

Integrative Medicine, Accreditation of CME Activities



Commercial interests may not distribute accredited CME materials produced by the AAFP but may
distribute materials that promote AAFP-sponsored CME activities or products with AAFP approval.

The Accreditation Council for Continuing Medical Education (ACCME) defines a commercial interest
as any entity producing, marketing, re-selling, or distributing health care goods or services consumed
by, or used on, patients. The ACCME does not consider providers of clinical service directly to
patients to be commercial interests. (1999) (2010 COD)

CME, Physician Reeducation
See also:

Complementary and Alternative Practices, Accreditation of CME Activities

Definition of Continuing Medical Education

Distribution of AAFP CME Materials by Commercial Entities

CME Mandatory for Relicensure

Continuing Medical Education (CME), Mission Statement

CME Providers, Terms and Definitions

 
The AAFP recognizes physicians with educational and clinical skills deficiencies are being identified
by various means. To address these deficiencies, the AAFP believes that a prescriptive, corrective
educational program based upon a comprehensive, individualized assessment is essential, as is
documentation of achievement of competence at completion of the program. (1996) (2008)

CME Providers, Terms and Definitions
See also:

Continuing Medical Education (CME), Definition

CME Materials, Distribution by Commercial Entities

CME Mandatory for Relicensure

Continuing Medical Education (CME), Mission Statement

CME Physician Reeducation

CME Credit, Elective and Prescribed

Integrative Medicine, Accreditation of CME Activities

 
Following are terms which describe the various relationships institutions and organizations might have
with the American Academy of Family Physicians (AAFP).

A CME provider may promote Prescribed/Elective credits for an activity only upon approval of
“AAFP Application for CME Credit Approval” as described in the AAFP CME Accreditation Web
page. No other statements may be printed on programs or promotional materials without written
authorization from the AAFP Board of Directors. The AAFP Commission on Continuing Professional
Development (COCPD) reviews and approves requests for AAFP continuing medical education
credits. This status does not imply or reflect AAFP endorsement of the activity or its content.

Prescribed credit indicates that the activity has family medicine input. A family physician who is an
Active or Life AAFP member must be directly involved in the planning of the activity to ensure
relevance to the specialty of family medicine, and that the activity is intended primarily for physicians.
(Application for Prescribed credits must be approved prior to the activity date.)



Elective credit does not require family physician input.

The AAFP Board Chair must approve the following designations:

(1) Request for In Cooperation With the AAFP:

In Cooperation With denotes that the AAFP has had a liaison representative involved in the planning
of the activity. In Cooperation With does not imply AAFP credit. To be eligible for AAFP continuing
medical education credit as well, activity producers/sponsors must apply for credit through the AAFP
Commission on Continuing Professional Development. The approval process is outlined in the AAFP
CME Accreditation web page.

An official representative of the other organization must submit a written request on the organization’s
official letterhead for “in cooperation with” status to the Executive Vice President, AAFP, 11400
Tomahawk Creek Parkway, Leawood, KS 66211. If further review is required, the request will be
submitted to the appropriate AAFP commission.

(2) Request for Joint Sponsorship of a CME activity with the AAFP:

Joint Sponsorship With denotes a sharing of the planning and funding of a CME activity between the
AAFP and another national organization. AAFP maintains full responsibility for the planning,
development, administration, and evaluation of the CME activity, based on established policies,
procedures, and practices for AAFP-sponsored CME activities.

An official representative of the other organization must submit a written request on the organization’s
official letterhead for joint sponsorship to the Executive Vice President, AAFP, 11400 Tomahawk
Creek Parkway, Leawood, KS 66211. If further review is required, the request will be submitted to the
appropriate AAFP commission or committee.

(3) Request for Endorsed By the AAFP:

Endorsed by indicates that the activity is of value and interest to AAFP members but is not designed as
continuing medical education.

(1999) (2010 COD)

Continuity of Care, Definition of
See also:

Hospitalists

Retail Health Clinics

Parental Leave During Residency Training

Personal Medical Home

Long-Term Care Facilities, Continuity of Care

 
Continuity of care is the process by which the patient and the physician are cooperatively involved in
ongoing health care management toward the goal of high quality, cost-effective medical care.

Continuity of care is a hallmark and primary objective of family medicine and is consistent with
quality patient care. The continuity of care inherent in family medicine helps family physicians gain
their patients’ confidence and enables family physicians to be more effective patient advocates. It also
facilitates the family physician's role as a cost-effective coordinator of the patient's health services by
making early recognition of problems possible. Continuity of care is rooted in a long-term
patient-physician partnership in which the physician knows the patient’s history from experience and
can integrate new information and decisions from a whole-patient perspective efficiently without
extensive investigation or record review. 



Continuity of care is facilitated by a physician-led, team-based approach to health care. Thus, the
American Academy of Family Physicians supports the role of family physicians in providing
continuity of care to their patients in all settings, both directly and by coordination of care with other
health care professionals.

(1983) (2010 COD)

Contraceptive Advice
See also:

Reproductive Decisions

Reproductive Decisions, Training In

The American Academy of Family Physicians is concerned about the sexual health of adults and
believes physicians should provide patient education and counseling to both men and women to
decrease the number of unwanted pregnancies. This includes information about abstinence, the
provision of contraceptives for routine pregnancy prevention, and providing emergency contraception.
It includes the discussion of all forms of contraception, where to obtain them, and the reliability of
each. In addition, the family physician should explain how the different forms of contraception do and
do not prevent sexually transmitted diseases. If the family physician is uncomfortable providing these
services, the patient should be referred to another physician or provider who is willing to provide the
 education and/or services. (2007) (2012 COD)

Co-Payments
See also:

Patient-Centered Formularies

Patient-Centered Medical Home, Definition of

Defined
A co-payment is a fixed fee an insured person is expected to pay each time a particular covered
medical service is received and can differ by the place of service.
 
Practice Setting
The Academy supports the application of differential co-payments by practice setting only to
incentivize patients to select/maintain a patient-centered medical home as defined by the AAFP.
 
Multiple Co-Payments
Multiple co-payments may be assessed for separately identified and delivered services. However,
patients should not be required to pay more than a single co-payment for a preventive and an acute
service provided during a single office visit.
 
Waivers
When a co-payment is a barrier to medically necessary care, physicians may on a case-by-case basis
forgive or waive the co-payment. Reasons for such may include for financial hardship. Physicians
should ensure that forgiving or waiving co-payments is consistent with the terms of their agreements
with insurers and any applicable law.

(Board Chair October 2006) (2010)

Corporal Punishment in Schools
The American Academy of Family Physicians is opposed to corporal punishment in schools.

The AAFP defines corporal punishment in schools as the purposeful infliction of bodily pain or



discomfort by an official in the educational system upon a student as a penalty for disapproved
behavior. Physical force or restraint which is used by a school official to protect someone from
physical injury, to disarm a student, or to protect property from damage is not considered corporal
punishment.

Evidence indicates that corporal punishment is not as effective as other means of behavior
management and may make behavior worse. Positive reinforcement has been shown to be more
effective and long-lived than aversive reinforcement. The Academy supports alternative methods of
behavior management and modification in the school environment which enhances a student's optimal
learning. (1989) (2012 COD)

Coverage for Family Planning Drugs and Supplies
The AAFP supports policies and legislation that would require public and private insurance plan to
provide coverage for family planning drugs and supplies that are FDA approved, including those for
sale over-the-counter. (2011 COD)

Criminalization of the Medical Practice
See also:

Criminalization of the Provision of Medical Care to Undocumented Individuals

Community and Migrant Health Centers

Medically Underserved

Health Care for Everyone: The AAFP Plan

Comprehensive Care, Access to

Reporting on Residency Status of Patients

 
The American Academy of Family Physicians take all reasonable and necessary steps to ensure that
medical decision-making and treatment, exercised in good faith, does not become a violation of
criminal law. (2007)

Criminalization of the Provision of Medical Care to
Undocumented Individuals
See also:

Criminalization of Medical Practice

Health Care Coverage for All

Medically Underserved

Comprehensive Care, Access to

Community and Migrant Health Centers
The American Academy of Family Physici
ans believes that medical care decision-making occurs
between the physician and the patient. The AAFP opposes actions that would criminalize the provision
of medical care to undocumented foreign-born individuals. (2007) (2012 COD)

Culturally Competent, Health Care
See also:

Health Care



Health Care, Correctional

Health Care for Everyone: The AAFP Plan

 
Family physicians encounter patients whose cultural/ethnic backgrounds may be different from his or
her own. Such differences may impact the patient/physician relationship.

The American Academy of Family Physicians (AAFP) urges its members, and all those involved in
the training of students, residents and other physicians, to be cognizant of cultural differences and how
addressing those differences can improve the quality of care. The Academy urges all medical schools
and family medicine residencies to educate students and residents about cultural and ethnic
differences.

The AAFP recommends that all physicians learn about and respect the cultural/ethnic background of
their patients. Sensitivity to cultural and individual perceptions of health, family and illness should be
incorporated into a patient's care and the development of treatment plans as appropriate. When treating
patients whose language differs from that of the physician, the physician must follow federal mandates
to provide appropriate interpretive services. (1985) (2008)

Cultural Proficiency Guidelines
See also:

Culturally Sensitive Interpretive Services - AAFP Legislative Stance

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Diversity in the Workplace

Community and Migrant Health Centers

Comprehensive Care, Access to

 
The AAFP believes in working to address the health and educational needs of our many diverse
populations. Informational or CME material and programs should promote cultural proficiency, be
sensitive to the issues of diverse populations of patients and physicians, and address specific health
issues as they relate to diverse populations. Additional information and examples can be found in the
Cultural Proficiency Resources section of the AAFP Web site. (March Board, 2001) (2010 COD)

Culturally Sensitive Interpretive Services - AAFP
Legislative Stance
See also:

Cultural Proficiency Guidelines

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Diversity in the Workplace

Community and Migrant Health Centers

Comprehensive Care, Access to

Linguistically Appropriate Health Care

 
The American Academy of Family Physicians supports legislation to make funding available for
culturally sensitive interpretive services for those who have limited English proficiency, or who are
deaf and mute, or who are otherwise language impaired and also requests that the funding be made
directly available to the interpreters for culturally sensitive interpretive services. (2002) (2008)



DATA STEWARDSHIP 
See also:

Electronic Health Records

Medical Informatics

Transparency

Information Technology Used in Health Care

Pay-For-Performance

Performance Measures Criteria

Payment, Physician

Physician Profiling, Guiding Principals

Tiered and Select Physician Networks

Transparency

Physician Performance Reporting, Guiding Principles

 
The amount of health data generated in digital form, stored in electronic databases internal or external
to physician offices, and transmitted to and from family physicians’ practices continues to grow
exponentially. The following data stewardship guidelines are intended to facilitate the appropriate
collection, storage, transmission, analysis, and reporting of these data. Execution of these processes
must be in a manner that is ethical and protects the interests, including the privacy and confidentiality,
of both the patients and physicians generating this data.

These guidelines specifically address the conditions under which de-identified clinical and
administrative data derived from physicians’ electronic systems is collected and used by third parties,
e.g., public and private health plans, retail pharmacies, hospitals, clinical laboratories, and
intermediaries, such as clearinghouses or application service providers, who store personal health data
in remote systems.

NOTE: Nothing herein or below shall be construed as contravening the standards for health
information contained in HIPAA relating to privacy, confidentiality, or security of personal health
information. Generally, the recommendations below pertain to de-identified and aggregated data only.

1 . Submission of data from physician practices to third parties must be voluntary.
2 . Physician practices must reserve the right to submit data to entities of their own choosing,

either in addition to or as part of the chain of data submission (e.g., to payers, health plans,
or community data repositories), for purposes such as quality improvement, performance
measurement and research programs.

3 . A framework for managing patient and physician consent, with appropriate granularity,
must be established and maintained. This would include the ability of independent third
parties to audit data use/release and a responsibility to inform affected parties regarding
inappropriate use/release of their data.

4 . Third parties who collect, store, manage, or analyze data derived from physicians’ EHRs or
other practice systems, must provide participants with a clear, written policy detailing the
intended uses of such data prior to any data submission. In addition, any change in the
policy or intended use of such data, must be relayed to participating practices prior to
further submission and use of such data. This notification must be written, provided in a
timely manner, and allow physician practices the right to decline those uses.

5 . Third party use policies must clearly distinguish between quality improvement, performance
measurement and research uses of submitted data. Allowable and non-allowable uses of
data must be delineated in addition to prioritization of allowable data uses.

6 . Third parties should share with physician practices any analysis of the practice’s data,
whether individually or in aggregate, that has the potential to improve quality, safety, or
efficiency in that practice.

7 . To maximize care quality and patient safety, data submitted to third parties, for the purposes
of quality improvement, performance measurement or research, should be considered within



the domain of peer review, and as such, be confidential, protected, and not subject to
disclosure or discovery.

8 . Data quality issues must be evaluated and addressed at every step from collection to
reporting. Data quality may include accuracy, validity, integrity, meaning, consistency and
completeness. Poor quality data must not be allowed to propagate throughout the system,
degrading patient safety and care quality.

9 . Adoption of standards defining data capture, semantics, representation, and messaging are
needed for collection, transmission, storage, and analysis of these data and associated
metadata. These standards would include core data sets, controlled vocabularies, and data
structures.

10 . Storage of these data must adhere to industry and regulatory standards for data of similar
criticality and confidentiality. Retention and destruction of data must comply with legal
requirements and the rights of data supplies.

11 . A process must be in place for physician practices to validate any data after transmission as
well as any analyses and resultant reports. There must be adequate time for practices to
perform this validation.

12 . Third parties must be responsible for the timeliness and completeness of the reports back to
physician practices. Though a summary report is desirable, practices must have the ability to
drill down into areas of interest and have full access to applicable data, methods, and results.

13 . Payers who have collected data for quality or performance measurement purposes should
allow real-time access to these data by the originating physician practices. The purpose of
the data is to improve quality and safety, requiring the availability of actionable data at the
point, and time, of care.

14 . Data required for submission must be clearly defined in both purpose and format. Only data
critical to fulfilling the stated objectives should be required.

15 . Use of industry standards for networking and data sharing allows easy access to the
reporting data either via the web or integrated into other applications through technologies
such as application programming interfaces (APIs). To afford real-time access to the data
and promote point of care use, reporting to participating physician practices should be at
least web-based.

16 . Risk and severity issues must be considered in data analyses to maximize the value of
quality and performance data and resultant reports.

(2004) (2009 COD)

Dental Services
See also:

Fluoridation of Public Water Supplies

 
All Americans should have access to adequate dental services. (2004) (2009 COD)
 
Direct Contracting with Businesses by Family
Physicians (Discussion Paper)
Background
The majority of family physicians still rely on the insurance-based model for their primary revenue
stream. This includes commercial insurance and government sponsored health care funded through
programs such as Medicare, Medicaid, the State Children’s Insurance Program, (SCHIP), and
occasionally other local tax-based programs for the indigent. Some physicians in community based
practices have been pursuing alternate business strategies to the insurance-based model.

The non-insured alternate strategies have included cash-based fee-for-service models, retainer, or
direct contracting either between physician and patients, or between a physician and local business
entities. This process of directly contracting with businesses in communities is evolving to include a
more comprehensive level of service and new services. Both physician groups and individual
physician practices are establishing relationships with local business entities.



Contracting directly with business entities and physicians is not a new phenomenon, but in the past it
has often focused on business-related services, such as worker’s compensation. In this scenario, the
services provided were limited and of a specific nature. Payment was typically pre-determined. The
primary physician may or may not have been involved in a cost control strategy to assist the patients
and the business in reducing or eliminating unnecessary expenditures.

Discussion
Family Physicians have often looked at direct contracting with businesses as a way to bypass the
insurance industry’s control of the revenue stream. Historically, the physicians involved in direct
contracting were organized into large networks of physicians and other health care service providers to
meet the needs of large or medium sized businesses. The direct contracting initiatives of the past often
involved the provision of on-going primary care and specialty care outside a traditional insurance
program. In many instances the physician groups involved had difficulty organizing within the
restrictive regulatory environment and competing with the ready access to providers available through
an established competing insurance plan.

As costs continue to escalate within the insurance based model, opportunities to develop alternative
strategies emerge. More family physicians are offering services to help businesses control unnecessary
expenditures and reduce the administrative burdens associated with health insurance.

Following are several types of services that family physicians may offer:

. A physician or group may offer wellness and preventive services or programs to businesses.
Examples of such services are health fairs, flu vaccine programs, cancer screenings, or
osteoporosis screening programs.

. A physician or group may offer traditional worker’s compensation services under a direct
contract.

. A family physician may offer comprehensive primary care services for episodic illness and
chronic care under a direct contract arrangement though their own clinic. These services
may be offered at the family physician’s usual practice site, or a work site clinic may be
established.

. Family physicians may establish separate worksite clinics staffed by physicians or midlevel
providers with physician oversight. Chronic care may be referred to the primary office or
performed at the worksite clinic.

There are multiple benefits for both the employees and the employer under such arrangements.
Services offered prevent employee absences from work for minor illness and for routine follow-up for
on-going illnesses. The services may prevent unnecessary after-hours trips to the urgent care center or
emergency room. Moreover the preventive care and chronic care services provide a usual source of
care for patients who may not have an established site for care or a primary care physician. There is
clear evidence that patients provided good primary care have better outcomes and less total
expenditures than patients who are unguided in the current US healthcare system, and employers are
beginning to realize this.

Physician payment may be based on some combination of:

. A per employee per month fee that may vary depending on the size of the group and
services provided.

. A negotiated flat fee that covers the total cost, including fees for the physician or any
midlevel providers involved in providing care.

. There may be an additional co-payment paid by the patient.

This revenue stream does not involve the patient’s primary health insurance. The payments are made
directly to the physician and he or she is not required to bill a third party administrator. This reduces
the self-funded employer’s cost for this portion of employee health care, as the third party
administrative charge is avoided (can be up to 30% of the total).



The types of services included are the usual services provided by family physicians, and may include 
episodic care, chronic care and preventive care. In some cases basic lab fees are also included (through
the physician’s office laboratory or a negotiated discount between the physician and a commercial
lab). Physicians who offer other ancillary medical services or in-office pharmaceutical dispensing can
potentially add these to a direct contract with the self-insured employer. Additional preventive care
services such as immunizations are often provided periodically at the work site.

For on-site clinics, the business may provide low cost or no cost real estate (facility). In other
instances the employer may be responsible for funding the initial setup of a clinic facility and the
ongoing real estate expense.

Physicians involved in these arrangements contend that the savings obtained by reducing claims
expense to the company’s insurance policy more than offsets their expenditures on the physician’s
services. This is especially true for companies that are self-insured and have a third party administrator
processing the claims. Their overall utilization and cost of claims may be reduced and may provide
them an advantage when renewing or renegotiating their insurance contracts.

The greatest hurdle for most family physicians to overcome in promoting this type of alternative
strategy is the need for physicians or their representative to educate the business owner on the
advantages and potential benefits of such arrangements and to prepare and negotiate a contract. (April
 Board 2010)

Direct-to-Consumer Advertising of Infant Formula
See also:

Direct Mail Marketing by Pharmaceutical Manufacturers and Pharmacy Chains

Breastfeeding (Policy Statement)

Breastfeeding (Position Paper)

AAFP Promotions: Print Advertorials

Policies on Proprietary Practices

 
The AAFP concurs with the Surgeon General's statement that mother's milk is the food of choice for
infants. As such, the AAFP advocates breastfeeding as the primary and optimal method of infant
nutrition whenever possible and safe. Advertising or promotion of infant formula to the public by any
method should advocate that stance. (1989) (2010 COD)
 
Direct-to-Consumer Advertising of Prescription
Pharmaceuticals, Nonprescription Medications, Health
Care Devices, and Health-Related Products and
Services
See also:

Direct Mail Marketing by Pharmaceutical Manufacturers and Pharmacy Chains

AAFP Promotions: Print Advertorials

Advertising: Youth Products

Policies on Proprietary Practices

 The AAFP supports efforts by manufacturers of prescription pharmaceuticals, nonprescription
medications, health care devices and health-related products and services to provide general health
information to the public. At the same time, the AAFP urges that any direct-to-consumer advertising
of prescription drugs by pharmaceutical companies be based on disease state only, without mention of
a specific drug by name. The AAFP believes direct-to-consumer advertising of these products and
services is acceptable when the following conditions are met: 



. Advertisements must conform to applicable laws, including FDA and/or FTC guidelines.

. Advertisements must be labeled as such.

. Information should be accurate, balanced, objective, and complete, not false or misleading,
and should not promote unhealthy or unsafe practices.

. If specific properties or indications are mentioned, then negative or adverse reactions and
effects should likewise be mentioned, in a manner that is equitable in respect to time, font
size, speed of information, etc., to ensure information is accessible and understood by the
consumer.

. Advertisements should not promote the use of products that have addictive or abuse
potential.

. If advertisements direct the consumer to a physician, referral should be to the consumer's
family or personal physician. The AAFP considers it inappropriate and unethical for an
advertiser to act as a referring agent, due to the consumer's lack of awareness of any
potential conflict of interest associated with such a referral.

(1991) (2011 COD)

Disaster Planning
See also:

Nuclear, Biological and Chemical (NBC) Warfare

Nuclear Waste Disposal

The American Academy of Family Physicians supports civilian and military disaster planning
including disaster planning for natural and human-created disasters, both intentional and
unintentional.The AAFP supports planning for the prevention of potential disasters and the protection
of the populace from toxic and infectious exposures resulting from such events. Family physicians are
encouraged to become knowledgeable in the adverse effects and early response and treatment of toxic
and infectious exposures resulting from these occurrences. This should include knowledge in the
mobilization of support services. Family physicians are also encouraged to become knowledgeable
regarding potential sources of disasters in their practice region and are encouraged to work with public
health and other authorities in the development of evacuation and treatment plans to deal with the
 consequences of such events. (1987) (2012 COD)

Disclosure of Corporate Ties Affecting Formulary
Choices and Drug Substitution
See also:

Patient-Centered Formularies

Drugs, Physician Dispensing

Drugs, Prescribing

Drug Substitution, Therapeutic

 
The Academy supports full disclosure to physicians and patients of corporate ties and financial
relationships between pharmaceutical manufacturers, mail order pharmacies, pharmacy benefit
management (PBM) entities and pharmacists. Additionally, formulary decisions and “drug switching”
should not be based principally on economic considerations, but on evidence-based therapeutic and
quality of care considerations, to promote optimal patient care. (1998) ((2010 COD)



Discrimination, Family Medicine Residency Graduates
See also:

Hospital Medical Staff, Board Certification for Membership

Health Workforce Training

Health Workforce Credentialing

Resident Education, Discrimination

 
Managed care organizations should not discriminate against a recent family medicine residency
graduate in credentialing or payment who has not yet had an opportunity to take the American Board
of Family Medicine exam. (1996) (2010 COD)

Discrimination, Patient
See also:

Fairness in Federal Programs for All US Citizens

Gender Equity on Prescription Drug and Diagnostic Testing Coverage

Health Plans

Patient
The AAFP opposes all discrimination in any form, including but not limited to, that on the basis of
actual or perceived race, color, religion, gender, sexual orientation, gender identity, ethnic affiliation,
health, age, disability, economic status, body habitus or national origin. (1996) (2010 COD)

Discrimination, Physician
See also:

Privilege Support Protocol

Membership Evaluation, Discrimination in

Equal Opportunity

 
The AAFP strongly supports the principle that hiring, credentialing and privileging decisions for
physicians should be based solely on verifiable professional criteria.

The Academy supports the application of this principle for both practicing physicians and for
physicians and medical students applying to residency training programs. The Academy believes that
by encouraging diversity in their physician workforces, physician groups and health care systems can
help ensure their ability to deliver culturally competent care to all segments of their patient
populations. (1996) (2010 COD)

Disease Management (Position Paper)
Disease management is a set of activities aimed at improving the health and clinical outcomes of a
population of patients, defined by all having a chronic medical illness. These activities are often
organized through the use of technologies such as electronic health records or disease registry
programs. Disease management is proactive, aiming to provide appropriate support to enhance patient
self-management activities. Through monitoring of recommended care for each patient, a good disease
management program will reach out to patients with reminders, education, and other materials. In such
a way, patient self-management is optimized in the interval between visits with the physician. In
addition, those patients at highest risk for complications or other negative outcomes can be identified,



and appropriate interventions offered. Family physicians serve as the optimal care coordinator to assist
patients not only with clinical care and information, but in understanding and navigating the health
care system. Care coordination activities may be provided by a non-physician.

The American Academy of Family Physicians believes that population-based disease management is a
core component of the New Model of Care, and is best performed within the patients’ medical home.
Any disease management program or entity must involve the patient’s family physician to maximize
continuity of care.

Diseases or conditions which lend themselves to the disease state management approach include:

. High cost per episode of care

. High volume of provided care

. Evidence of wide variations in care

. Condition for which evidence-based medical guidelines exist that lead to improvements in
outcomes for defined populations

. Interest in reducing treatment variation and cost.

Successful disease management requires significant resources to develop and implement and may
require some practices to collaborate with other entities to provide effective disease management.
However, it is important for family physicians in all practice settings to familiarize themselves with
disease management concepts, to review the cost and outcomes data, to recognize the potential for
conflict of interest, and to manage care and advocate for their patients accordingly.

There are a number of components common to most effective disease management programs
including:

. Patient education and involvement in self-care techniques

. Focus on improving the quality of care and patient outcomes

. Clinical policies/best practices that extend across the entire continuum of care

. Outpatient drug management

. Clinical information systems with the capacity to identify, classify, and track defined patient
populations

. Informed support of physicians

. Team-oriented, multidisciplinary approach

. Feedback or continuous review of patient’s plan of care

A comprehensive, well-planned and multidisciplinary approach to the management of health care is
consistent with the traditions of family medicine. However, a team approach to patient care does not
relieve the family physician of the ultimate responsibility for the care of his or her patients. Physicians
should be able to deviate from disease management practice guidelines when judged appropriate
without incurring sanctions or jeopardizing coverage for such services. Deviations need to be
documented and can provide the basis for improvement in the guidelines.

The AAFP supports disease management programs that include the following:

. utilize the family physician as the patient’s care coordinator;

. use an appropriate method to identify patient populations;

. allow for voluntary patient enrollment into the DM program;

. engage the patient in self-care management;

. emphasize the importance of prevention;

. support the physician-patient relationship;

. utilize evidence-based practice guidelines but allow for physician deviation when judged
appropriate, without any negative financial and/or administrative impact to the physician
and/or patient;

. utilize standardized performance measurements for processes and outcomes;

. promote collaboration between specialists and other providers of care with the family
physician;



. perform ongoing evaluations of clinical, economic, and patient outcomes focusing on
improving health status;

. maintain a continual loop of reporting and feedback between all parties involved in DM
program;

. focus on providing appropriate and timely services;

. employ/utilize physicians overseeing the DM program who are licensed to practice
medicine in the jurisdiction of the program’s location;

. support family physicians’ authority to order ancillary support services or products as well
as to refer patients to a specialist.

Disease management is an evolving concept which requires ongoing, accurate and verifiable data
collection and peer reviewed publications which document cost effectiveness and improvements in
outcomes. A current limitation to effective DM may be the lack of evidence-based clinical policies
upon which to base the programs. The AAFP will monitor and interact with organizations developing
DM programs using Academy policy on "Patient Care, Concurrent," and AAFP definitions for
"Consultation, Definition of," "Referral, Definition," "Transfer of Patient, Definition" and "Referral
Guidelines, Definition." Also see “Care Management Policy - The New Model of Primary Care:
Knowledge Bought Dearly." (1996) (2006)

Diversity in the Workplace
See also:

Diversity, Assuring Sensitivity to Diversity in AAFP Education Programs

Linguistically Appropriate Health Care

Medical Schools, Minority and Women

Representation in Medicine

Women in Family Medicine, Proportionate

Representation of Women in Leadership Roles

 
The AAFP will position itself in a leadership role in creating a medical workforce reflective of the
patient populations family physicians serve. (2005) (2010 COD)

Diversity, Assuring Sensitivity to Diversity in AAFP
Education Activities
See also:

Diversity in the Workplace

Linguistically Appropriate Health Care

Medical Schools, Minority and Women Representation in Medicine

Women in Family Medicine, Proportionate Representation of Women in Leadership Roles

Culturally Sensitive Interpretive Services - AAFP Legislative Stance

 
The AAFP education process is designed to maintain and improve the ability of family physicians to
provide high quality care to all patient populations. As a part of this educational process, the AAFP
supports the principle that Academy instructional activities, including CME and patient educational
material, as well as guidelines for speakers and presentations at Academy-sponsored functions, should
include components that directly address and take into account the unique aspects of diverse
populations. (2000) (2011 COD)



Domestic Partner Benefits 
See also:

Family, Definition of

Health Benefits

The AAFP supports the legal recognition of domestic partnership benefits regarding health care in an

 effort to eliminate health care inequities. (2007 COD) (2012 COD)

Driver Distraction
See also:

Driver Education

Drivers, Impaired, Drunk or Drugged

Driver's License, Graduated

Motor Vehicle Occupant Protection

 
The American Academy of Family Physicians supports efforts that would evaluate and reduce motor
vehicle fatalities and injuries due to driver distraction. These distractions include but are not limited to:
use of cellular phones while driving, children without appropriate required safety restraints, and other
driver distractions frequently cited as causes for accidents.

The American Academy of Family Physicians (AAFP) supports national efforts to ban the use of text
messaging while operating motor vehicles or machinery.

(2001) (2010 COD)

Driver Education
See also:

Driver Distraction

Drivers, Impaired, Drunk or Drugged

Driver's License, Graduated

Motor Vehicle Occupant Protection

 
The AAFP recommends that driver education, including teaching rules of the road, respect for safety
regulations and requirements, and the development of safe driver skills, should be an integral part of
the secondary school curriculum and, further, that efforts should be made to offer such driver
 education by the states to all who plan to drive. (1967) (2008)

Drivers, Impaired, Drunk or Drugged
See also:

Driver Distraction

Driver Education

Driver's License, Graduated

Motor Vehicle Occupant Protection

Substance and Alcohol Abuse and Addiction

 The AAFP urges the development of standardized tests to determine the impairment by alcohol or
drugs of sensory perception, muscular coordination and mental judgment and urges that such tests be
uniform among the 50 states, territories, and the District of Columbia. (1969) (2008 COD) 



Graduated Driver's License
See also:

Driver Distraction

Driver Education

Drivers, Impaired, Drunk or Drugged

Motor Vehicle Occupant Protection

Substance and Alcohol Abuse and Addiction

 
The AAFP supports graduated licensing as an approach to help reduce the incidence of motor vehicle
accidents for adolescents. While recognizing the need for variances by state, legislation for graduated
licensing should minimally contain the following elements:

. Zero blood alcohol concentration allowed during the provisional licensure state.

. Driving curfew during provisional licensure.

. A minimum of six months without an accident or traffic offense while on a provisional
license before advancement to an unrestricted license.

. Basic learner's permit conditions, to include required classroom and behind-the-wheel
instruction.

. Physical distinction between provisional and unrestricted license.

(1995) (2012 COD)

Drug Enforcement Administration (DEA) - AAFP
Legislative Stance
See also:

Drugs, Physician Dispensing

Drugs, Prescribing

 
The American Academy of Family Physicians opposes third parties having access to DEA registration
 numbers. (2002) (2008)

Physician Dispensing of Drug Samples
See also:

Drug Identification

Drugs, Physician Dispensing

Drugs, Prescribing

Drug Substitution, Therapeutic

 
The American Academy of Family Physicians supports the practice of physicians providing sample
medications at no charge to patients based on physician discretion. The AAFP further encourages its
members to consider the cost effectiveness of any sample provided. (1986) (2009 CoD)
 
Drug Switching Notices
See also:

Direct-to-Consumer Advertising of Prescription Drugs



Policies on Proprietary Practices
 
The American Academy of Family Physicians supports patient-centered formularies. As a means to
maintain such formularies and to reduce costs of prescription benefit programs, insurers and
pharmacies sometimes request that a patient be switched from their current medication to a generic or
therapeutically equivalent drug. Such “drug switching notices” (verbal and/or written) to using
patient-specific data may be appropriate when such communications:

. are patient-centric, e.g., address patient safety and patient compliance, suggest appropriate
generic or therapeutic alternative, etc.

. are drawn from evidence-based disease management guidelines;

. are HIPAA-compliant;

. are directed only;

. clearly indicate what organization is funding such a communication;

. are transparent regarding the financial impact to the patient and the pharmacy plan and/or
health plan;

. emphasize patients should consult their personal physician about any potential change(s) in
their prescribed medication(s) which may be done best in a face-to-face visit; and

. adhere to respective AAFP policies on drugs.

(2003) (2009 COD)

Drug Testing and Selection
See also:

Drugs, Physician Dispensing

Drugs, Prescribing

Drug Samples, Physician Dispensing

Drug Substitution, Therapeutic

 
The AAFP at all times, supports the proper testing of new drugs and biological agents for safety and
benefit as measured by health outcomes of value to patients. The Academy supports legislation to
protect the public from dangerous products. It believes this protection must be balanced against the
need to promote the research, innovation, production, and distribution of useful new pharmaceutical
agents. Previously approved agents should be available for research or scientifically supported clinical
use for "off label" indications.

The final determination as to the selection of any pharmaceutical agent in the treatment of an
individual patient is best decided by the clinician familiar with the use of the agent in actual practice
and by the patient. (1977) (2008)

Drugs, Generic
See also:

Generic Drug Pricing - AAFP Legislative Stance

Drug Identification

Drug Substitution, Therapeutic

Drugs, Prescribing

The AAFP maintains that the family physician is the patient's advocate. That advocacy demands that
the family physician prescribe safe, efficacious pharmaceutical products to deliver high quality
medical care, with sensitivity to the patient's individual medical and financial circumstances.



The AAFP recognizes that FDA-approved generic medications may be reasonable alternatives to 
brand name medications. While generic substitution may often be clinically appropriate and an
effective measure to help allocate scarce resources, the AAFP opposes mandatory generic substitution.
The Academy’s policy, Principles for the Development and Management of Patient-Centered
Formularies, addresses the use of formularies, including generic drugs and therapeutic substitution
policies, as a cost management tool.

The AAFP supports the idea of uniform product identification codes for all tablets and capsules
(brand-name and generic), including designators for manufacturer and dosage strength. It is only by
such a coding system that physicians and pharmacists can identify and report product inequalities.

The AAFP supports the development of high quality, therapeutic equivalent, generic medications.
These products should have adequate in vivo and/or in vitro evidence supporting bioequivalence (FDA
designation AB) or no known or suspected bioequivalence problems (FDA designations AA, AN, AO,
AP, or AT, depending on the dosage form).

The AAFP urges its members to participate in clinical research to expand the scientific and practical
database regarding generic medications and therapeutic equivalency in various circumstances.

The AAFP recommends that further efforts be supported to enhance post-market medication
surveillance for all generic and brand name pharmaceuticals. (1989) (2012 COD)

Drugs - Identification
See also:

Drugs, Generic

Generic Drug Pricing - AAFP Legislative Stance

Drugs - Therapeutic Substitution

Drugs, Prescribing

Drugs, Physician Dispensing

 
The AAFP supports the use of a uniform identification code for individual drug capsules and tablets,
as well as provision for complete labeling of drug containers listing the generic and brand names,
dosage, manufacturer of the drug and expiration date. (1970) (2008)

Drugs, Opposition to Mandatory Education for Drug
Prescribing
Drugs, Prescribing

 
The AAFP opposes legislation or executive action that would require mandatory education of family
physicians as a condition for prescribing specific drugs, such as opioids. The AAFP supports programs
that would provide funding to all states to monitor "real-time" opioid prescribing and also make this
information available across state lines as one way to address the public health problem of prescription
drug abuse. (August 2011Board Chair)

Drugs, Physician Dispensing
See also:

Drug Identification

Pharmacists Dispensing Drugs - AAFP Legislative Stance

Drugs, Generic



Drug Substitution, Therapeutic

Drugs, Prescribing

Drug Testing and Selection

Drug Samples, Physician Dispensing

 
The American Academy of Family Physicians believes that physicians have the right under their
medical license to diagnose, prescribe for, and dispense pharmacologic agents or other therapeutic
products whenever and wherever it is appropriate. While the Academy believes that no regulation or
laws should infringe upon that right, the Academy believes that physicians dispensing pharmacologic
agents or other therapeutic products should be held to the same high standards as other professionals
so privileged. (1986) (2010 COD)

Drugs, Prescribing
See also:

Drug Identification

Pharmacists Dispensing Drugs - AAFP Legislative Stance

Drugs, Generic

Drugs, Opposition to Mandatory Education for Drug Prescribing

Generic Drug Pricing - AAFP Legislative Stance

Drug Substitution, Therapeutic

Drug Testing and Selection

 
The American Academy of Family Physicians opposes any action that limits patients' access to
physician-prescribed pharmaceuticals, and opposes any actions by pharmaceutical companies, public
or private health insurers, legislation, the FDA or any other agency, which may have the effect of
limiting by specialty the use of any pharmaceutical product.

The AAFP believes that only licensed doctors of medicine, osteopathy, dentistry, and podiatry should
have the statutory authority to prescribe drugs for human consumption.

Under physician supervision, physician assistants and advanced practice nurses may have the statutory
authority to prescribe drugs for human consumption.

Pharmacists should not alter a prescription written by a physician, except in an integrated practice
supervised by a physician or when permitted by state law.

In order to preserve patient confidentiality the Academy opposes any requirement that a diagnosis be
placed on a prescription form. (1995) (2011 COD)

Drugs - Therapeutic Substitution
See also:

Drugs - Identification

Pharmacists Dispensing Drugs - AAFP Legislative Stance

Drugs, Physician Dispensing

Drugs, Prescribing

Drug Samples, Physician Dispensing



Drug Testing and Selection

Drugs, Generic

 
The AAFP strongly opposes any legislative or regulatory effort at the state or federal level to permit
therapeutic substitution, that is the substitution of a therapeutic alternate, a drug product containing a
different pharmaceutical moiety but which is of the same therapeutic or pharmacologic class. (1988)
(2008)

Durable Medical Equipment, Unsolicited Vendor
Requests
Family physicians may receive unsolicited requests to prescribe durable medical equipment (DME) or
supplies on behalf of their patients. These requests are often initiated from direct to consumer
marketing to patients and may not be medically necessary. It is the policy of the American Academy
of Family Physicians that when a family physician receives such unsolicited requests for DME or
supplies from vendors, the physician may disregard the request without need to respond to the vendor
or notify the patient. However, the physician is encouraged to discuss and educate their patient at the
next appropriate clinic visit regarding the appropriate indication of the DME or supply. (2011 COD)

Education, Patient
See also:

Fees for Patient Education

Health Education

Health Education in Schools

 
Patient education is defined as a process that changes or enhances a patient’s knowledge, attitude or
skills to maintain or improve health. Family physicians should take a leadership role in improving the
health of the American public by providing accurate and meaningful patient education. (2004) (2009
COD)

Education, Physician Retraining
See also:

CME, Physician Reeducation

 
The position of the American Academy of Family Physicians is that the best training in the
knowledge, skills and attitudes of family medicine is provided through family medicine residency
education. (1999) (2010 COD)

EGD, Training and Credentialing of Family Physicians
In (Position Paper)
See also:

Privileges

Privileges and Training for New Procedures

Privilege Support Protocol

Privileging by Quota

. SECTION I - SCOPE OF PRACTICE FOR FAMILY PHYSICIANS

. SECTION II - CLINICAL INDICATIONS

. SECTION III - TRAINING METHODOLOGY



. SECTION IV - TESTING, DEMONSTRATED PROFICIENCY AND
DOCUMENTATION

. SECTION V - CREDENTIALING AND PRIVILEGES

. SECTION VI - MISCELLANEOUS ISSUES

. SECTION VII - REFERENCES

. Appendix A

. Appendix B

Usefulness of EGD
Esophagogastroduodenoscopy (EGD) is a useful procedure for the diagnosis of conditions of the upper
gastrointestinal (GI) tract. For all upper GI problems except esophageal and gastric motility
abnormalities, EGD can often be substituted for radiologic studies. The sensitivity and specificity of
EGD are higher than those of radiographs for the diagnosis of upper GI tract inflammation, ulcers and
neoplasm.

Improved Outcomes and Quality of Care
Becoming competent to perform EGD increases the family physician's knowledge of upper GI
pathology and normal physiology and anatomy. The ability to detect significant pathology earlier
enhances the quality of care family physicians provide.

Patient Satisfaction
Family physicians who perform EGD find it can increase patient satisfaction because patients often
prefer to stay with their primary care physician. Patients may be pleased that their family physician is
able to do this procedure and may appreciate having their physician with them during a somewhat
intimidating diagnostic procedure. The patient-physician bond is strengthened, and the patient's
confidence in the physician is increased.

SECTION I - SCOPE OF PRACTICE FOR FAMILY PHYSICIANS

Benefits for Family Physicians
Family physicians are under pressure today to make accurate diagnoses and treatment plans as
efficiently and cost-effectively as possible. EGD is a useful tool in the physician's armamentarium.

Furthermore, family physicians who perform this endoscopic procedure find it enhances the working
relationship with their gastroenterologist colleagues. Family physicians who do upper GI endoscopy
invariably note an enhanced relationship with patients, a better understanding of the pathology in
individual cases, and a much greater comfort level with the chosen treatment as a direct result of
having done the procedure themselves.

In a review of 793 EGDs performed by a family physician1, no major complications occurred. One
patient experienced an immediate urticarial rash following IV infusion of meperidine. After treatment
with IV diphenhydramine and dexamethasone, the rash promptly resolved and the procedure was
completed successfully. Therefore, the complication rate in this family medicine study was 0.13%,
which compares favorably with others in the GI literature. In the largest series published to date, a
study of over 210,000 procedures reported an overall complication rate of 0.13% with a 0.008% death
rate.

In the above study, there were 451 biopsies taken during 385 EGDs. 546 pathologic diagnoses were
provided as a result of the biopsies.

Office Versus Hospital GI Lab
Each family physician must assess the appropriateness of out-patient EGD in his or her office. The
physician should consider his or her competence and comfort with the procedure, the expertise of



staff, the set-up of the office, the local standards of care, and, in some cases, the local political climate
surrounding procedures and privileges, and the economic implications. The physician must also
consider specific patient factors such as the urgency and timing of the procedure, and the patient's
wishes regarding outpatient EGD.

Currently, economics favor the GI lab setting over the office setting for many family physicians. The
scope, video and photography equipment, intravenous (IV) medications and supplies, and nursing staff
are provided without additional charge to the physician. Physician payment today is generally
provided at the same rate regardless of where the procedure is performed. The procedure cost,
however, is considerably more when done outside of the family physician's office. Many insurance
companies do not pay for supplies when procedures are performed in the office, which provides
another economic incentive for physicians to do the procedure in the hospital outpatient area. The
overall cost to the patient and payer, however, is considerably higher when the procedure is performed
outside of the family physician's office.

EGD is safe and rarely causes significant physical stress on an individual. However, IV sedation does
carry a measurable risk and thus significant post-procedure observation is required. Physicians who
perform procedures requiring IV sedation in their offices should provide the same level of care
available in an EGD lab in the hospital or out-patient setting. This would include appropriate
personnel for assistance and observation and may include oximetry monitoring and telemetry for
appropriate patients.

Not all patients are candidates for office EGD, particularly when the physician is first gaining
experience with the procedure. The following characteristics may, for the beginning endoscopist,
preclude patients from being considered for office EGD:

Age > 70 years

Age &lt; 12 years

Angina

Aortic stenosis, post cardiac bypass

Chronic Obstructive Pulmonary Disease (COPD)

Cerebrovascular Accident (CVA)

Of course, these are guidelines and may be altered depending on the geographic area, available
facilities, and experience of the endoscopist.

The Trend in Family Medicine and AAFP Support of EGD
The first national course on EGD for family physicians was sponsored by the AAFP in 1989. Prior to
that, state chapters provided accredited continuing medical education (CME) in EGD. Today, the
AAFP and state chapters have expanded CME opportunities for EGD and other procedures.

Family physicians have gained hospital privileges for EGD in all 50 states, and the number of family
physicians performing EGD continues to grow. According to a 2006 Office Practice Characteristics
Survey2, 3% of family physicians performed upper GI endoscopy in their offices. Survey data indicate
that 3% of family medicine residency graduates performed EGD, while 6.2% of non-residency
graduates performed EGD. Only 3.4% of family physicians surveyed had hospital privileges to
perform EGD alone, and 0.4% had privileges to perform EGD under supervision or with consultation.
72.1% of family physicians had not requested privileges, while privileges had been denied to 2.6%.

A 1999 national survey of educators3 revealed that 25.7% of family medicine residencies were
teaching EGD, a dramatic increase from the 3% reported in a 1988 study. Another survey indicated
that 4.5% of residency graduates are now performing EGD.4



SECTION II - CLINICAL INDICATIONS
There are multiple indications for EGD. The most common in a study1 of 793 procedures performed
by a family physician are listed in the table below:

Common Indications for EGD in Family Medicine

Indication # patients % patients
Abdominal pain, dyspepsia 480 60.5
Gastrointestinal bleeding 182 23.0
Dysphagia 92 11.6
Heartburn 85 10.7
Anemia 54 6.8
Abnormal upper GI radiograph 38 4.8
Gastritis follow-up 33 4.2
Barrett's esophagus follow-up 18 2.3
Nausea/vomiting 15 1.9
Other indications 30 3.8
Total* 1027

*Total is >793 because
individual procedures could have
more than one indication.

Indications for Diagnostic Gastroscopy *

Pre-existing conditions:
Cancer surveillance in high risk patient conditions (Barrett's, Menetrier's disease, polyposis, pernicious
anemia)

Crohn's disease of the upper GI tract (pre-existing or suspected)

Duodenitis, chronic

Esophageal stricture

Esophagitis, chronic

Failed medical therapy (e.g., H-Pylori)

Gastric retention

Gastric ulcer monitoring

Gastritis, chronic

Hiatal hernia

Peptic ulcer disease, chronic

Pyloroduodenal stenosis

Varices

Signs:
Abdominal mass, upper mid abdomen (other diagnostic tests point to stomach as the origin)

Anemia, unexplained

Chest pain, etiology uncertain

Dyspepsia, severe

GI bleeding, gross (if not massive)



GI bleeding, occult

Heartburn, severe

Indigestion, severe

Loss of appetite (chronic)

Nausea, chronic (vomiting)

Reflux, severe

Symptoms:
Weight loss, severe

X-ray abnormality

*Depending on factors such as severity, response to treatment, length of symptoms, etc.

General Indications

GI Endoscopy:
GI endoscopy is generally indicated in the following circumstances:

I . If a change in management is probable or is being considered based on results of endoscopy.
II . After an empiric trial of therapy for a suspected benign digestive disorder has been

unsuccessful.
III . Often as the initial method of evaluation as an alternative to x-ray studies.

GI endoscopy is generally not indicated in the following circumstances:

I . When the results of study will not contribute to the management decision.
II . For periodic follow-up of healed benign disease unless surveillance for premalignant

condition is planned.

GI endoscopy is generally contraindicated in the following circumstances:

I . When the risks to patient health or life are judged to outweigh the most favorable benefits of
the procedure.

II . When adequate patient cooperation cannot be obtained.
III . When a perforated viscus is known or suspected.

Specific EGD Indications:

Diagnostic (EGD)
Diagnostic EGD is indicated for evaluating the following:

I . Upper abdominal distress that persists despite an appropriate trial of therapy.
II . Upper abdominal distress associated with symptoms and/or signs suggesting serious organic

disease (e.g., anorexia and weight loss).
III . Dysphagia or odynophagia.
IV . Esophageal reflux symptoms that are persistent or recurrent despite appropriate therapy.
V . Persistent vomiting of unknown cause.
VI . Other system disease in which the presence of upper GI pathology might modify other

planned management. Examples include patients with: a history of GI bleeding who are
scheduled for organ transplantation; patients receiving long-term anticoagulation or; chronic

                 non-steroidal anti-inflammatory therapy for arthritis. 



VII.   Familiam polyposis coli.
       VIII.   X-ray findings of:

                          1. A suspected neoplastic lesion, for confirmation and specific histologic diagnosis.
                          2. Gastric or esophageal ulcer.

                                  3. Evidence of upper tract stricture or obstruction.                
                          IX.  Gastrointestinal bleeding:
                                 1. In most actively bleeding patients.
                                 2. When surgical therapy is contemplated.
                                 3. When re-bleeding occursr after acute self-limiting blood loss.
                                 4. When portal hypertension or aorto-enteric fistula is suspected. 
                           X . When sampling of duodenal or jejunal tissue or fluid is indicated.

        Diagnostic EGD is generally not indicated in the following circumstances:

I . Distress that is chronic, non progressive, atypical for known organic disease, and considered
functional in origin (there are occasional exceptions in which an endoscopic examination
may be done once to rule out organic disease, especially if symptoms are unresponsive to
therapy).

II . Uncomplicated heartburn responding to medical therapy.
III . Metastatic adenocarcinoma of unknown primary site when the results will not alter

management.
IV . X-ray findings of:

1 . Asymptomatic or uncomplicated sliding hiatus hernia.
2 . Uncomplicated duodenal bulb ulcer that has responded to therapy.
3 . Deformed duodenal bulb ulcer when symptoms are absent or respond adequately to

ulcer therapy.

V . Patients without current gastrointestinal symptoms about to undergo elective surgery for
non upper-GI disease.

 
                                                          Sequential or Periodic Diagnostic EGD
 
                                                   Sequential or periodic diagnostic EGD may be indicated in the following circumstances:
 
                                                          I.     Patients requiring periodic surveillance for proven Barrett's esophagus; familial polyposis coli.

                                                        II.      Follow-up of selected esophageal, gastric or stomal ulcers to demonstrate healing.

                                                       III.      Patients with prior adenomatous gastric polyps.

                                                       IV.      Follow-up for adequacy of prior sclerotherapy of esophageal varices.
 
                                                        Sequential or periodic diagnostic EGD is generally not indicated in the following circumstances:

 
               






 I.       Surveillance for malignancy in patients with gastric atrophy, pernicious anemia, treated achalasia, or prior gastric operation.
                                                 
II.       Surveillance of healed benign disease such as esophagitis, gastric or duodenal ulcer.

                                                      III.      Surveillance during chronic repeated dilations of benign strictures unless there is a change in status.

 

                                                      
Therapeutic EGD


 
                                                       Therapeutic EGD is generally indicated in the following circumstances:









   
 



I . Treatment of bleeding from lesions such as ulcers, tumors, vascular malformations (e.g.
electrocoagulation, heater probes, laser photocoagulation or injection therapy).

II . Sclerotherapy for bleeding from esophageal or proximal gastric varices.
III . Foreign body removal.
IV . Removal of selected polypoid lesions.
V . Placement of feeding tubes (peroral, percutaneous endoscopic gastrostomy, percutaneous

endoscopic jejunostomy).
VI . Dilation of stenotic lesions (e.g. with transendoscopic balloon dilators or dilating systems

employing guide wires).
VII.
 

Palliative therapy of stenosing neoplasms (e.g. laser, bipolar electrocoagulation, stent
placement).

SECTION III - TRAINING METHODOLOGY

Available Training in EGD:
The physician interested in learning EGD can obtain training as part of medical school, residency,
post-residency fellowships, CME conferences, preceptors, and a variety of self-study sources,
including atlases, articles, videotapes, audio tapes and computer-assisted programs. Related endoscopy
skills include rigid and flexible sigmoidoscopy, colonoscopy and nasopharyngolaryngoscopy.

SECTION IV - TESTING, DEMONSTRATED PROFICIENCY AND
DOCUMENTATION

Demonstration of Proficiency5

I . The learner shall demonstrate adequate clinical knowledge regarding the following:

1 . Indications
2 . Patient selection and contraindications (relative &amp; absolute)
3 . Informed consent
4 . Preparation of patient
5 . Limitations of procedure
6 . Complications and their management
7 . Electro-surgical principles
8 . Indications and contraindications for simple biopsy, electro-surgical biopsy,

ablation, or polypectomy
9 . Complications and management of biopsy
10 . Familiarity with disinfection preparation of equipment and Occupational Safety

&amp; Health Administration (OSHA) regulations regarding this procedure

II . The learner shall demonstrate technical and clinical skills as he/she:*

1 . Identifies the parts of the scope and explains their use.
2 . Explains the equipment set up.
3 . Performs an oral examination on the patient.
4 . Inserts the scope into the patient's mouth using either the manual or the visual

technique.
5 . Places the bite block between the patient's teeth.
6 . Advances the scope to the cricopharyngeus and demonstrates how it is traversed.
7 . Explains (or demonstrates) how he or she would handle a tracheal intubation.
8 . Demonstrates the passage of the scope through the esophagus.
9 . Discusses the decision whether or not to biopsy the distal esophagus.
10 . Demonstrates passage through the lower esophagus sphincter.
11 . Explains how the gastric pool would be aspirated upon entry into the stomach.
12 . Passes the scope through the stomach and demonstrates orientation and landmarks as

he or she progresses.



13 . Demonstrates the approach to and passage through the pylorus.
14 . Demonstrates passage of the scope into the duodenum.
15 . Discusses orientation within the duodenum and the location of the papilla of Vater.
16 . Begins to withdraw the scope and demonstrates visualization of the duodenal bulb.
17 . Withdraws the scope into the stomach and identifies returning past the pylorus.
18 . Demonstrates the "J" or retroflexion maneuver and will visualize the cardia and the

lower aspect of the gastroesophageal junction.
19 . At this point, or earlier when in the lower esophagus, explains how the

diaphragmatic level can be identified on the esophagus or stomach.
20 . Straightens the scope and adequately visualizes the lining of the stomach,

maintaining orientation.
21 . Shows/explains how a biopsy will be done.
22 . Correctly removes the scope from the stomach, correctly visualizing the esophagus

and vocal cords.

III . If administering conscious sedation, the learner shall demonstrate that he or she has
performed conscious sedation during the past 24 months with cases reviewed for choice of
drug, interval, dosage and outcome.

IV . The learner shall demonstrate proficiency in post-procedure steps through the following:

1 . Appropriate aftercare of patient, including use of reversal medications if appropriate,
orders, medications, and instructions.

2 . Preparation of endoscopic report.
3 . Appropriate post-procedure follow-up.

*Since the procedure cannot be completed without all of these steps, possession of the entire skill set
is required.

Endoscopic Report
After the completion of upper GI endoscopy, appropriate documentation of the procedure is necessary
for continuing care of the patient, medico-legal reasons, and billing.

Documentation can be performed by dictating a complete report or by using an endoscopy report form
that allows notation of findings by circling the appropriate indications, medications, findings, and
pathology. This type of documentation is also helpful when further clinical privileges are being
requested and in clinical studies on EGD. A sample endoscopic report form is included as Appendix
A.

SECTION V - CREDENTIALING AND PRIVILEGES
Joint Commission for the Accreditation of Healthcare Organizations (JC):

The 2008 Accreditation Manual for Hospitals6, written by the JC, states that clinical privileges are
based on the individual's current licensure, relevant training or experience, current competence, and
the ability to perform the privileges requested (MS.5.15.1).

MS.4.15.5 Ability to perform privileges requested. The decision to grant or deny a privilege(s), and/or
to renew an existing privilege(s), is an objective, evidenced-based process.

Physicians must be judged according to their peers for the granting of privileges.

The American Association for Primary Care Endoscopy (AAPCE) recommends, “Credentialing
should be based upon demonstrated proficiency rather than a specified number of procedures
performed during training. Credentialing should not be limited to specific medical specialties. For
hospitals that choose to require specified numbers of procedures during training, these requirements
should not exceed 50 colonoscopies or 35 esophagogastroduodenoscopies. Additional, well-designed
scientific studies are needed on the optimal methods and quantity of training needed in GI endoscopy.”



The Joint Commission's standards create no barriers to granting privileges for one activity to more
than one clinical specialty (for example, privileges to perform endoscopies granted to both surgeons
and gastroenterologists). The overriding concern is that the practitioner demonstrate the appropriate
education, training, and current competence to perform the procedure in question. The specific criteria
regarding education, training, and current competence should be developed by the individual
departments and should be, as specified in standard.4,15,2 "Each of the criteria used are consistently
evaluated for all practitioners holding that privilege."

Physician candidates may be required to provide written documentation of additional training beyond
the core curriculum of family medicine residency. This training can include, but is not necessarily
limited, to the following:

I . Special selective training within a family medicine residency.
II . Accredited continuing medical education.
III . Verified preceptorship with a licensed physician.

The department may request written information regarding the number of cases performed and the
presence of any procedurally related complications.

Privileges for invasive procedures are usually granted on a provisional status requiring physicians to
submit progress reports at designated time intervals (for example, three, six, and 12 months). The
family medicine department would monitor these progress reports and make recommendations for
advancement from provisional privileges to active privileges.

During the provisional period, the family medicine department should assign a physician for
proctoring all family physicians while they are being monitored.

To ensure continuous monitoring of quality, physicians may be required to submit an annual census of
all invasive procedures listing many or all complications should they arise. This list should be
reviewed by the department chair (or his or her designee). Active privileges are renewed every one to
two years by the authority of the department chair.

Applying for GI Endoscopy Privileges

1 . Prepare a brief resume that describes your educational background including college,
medical school, residency, board certification, and recertification.

2 . Include your affiliations with hospitals, state and national medical societies, and the
duration of these affiliations. Include any professional honors, elected offices, or committee
chair positions.

3 . Describe the accredited CME courses you have taken that pertain to GI endoscopy. Include
CME and/or self study of gastrointestinal illness (atlases, articles, etc).

4 . Describe your years of practice and your record in providing high-quality care for a variety
of complicated cases. Physicians with a record of exemplary service can point to these
experiences as evidence of professional excellence.

5 . Include a summary letter from your residency or state AAFP chapter that supports these
privileges as being within the scope of the specialty of family practice.

6 . Describe the number of rigid sigmoidoscopies, flexible sigmoidoscopies, colonoscopies,
and/or upper GI endoscopies that you have performed. Include an inventory that lists the
patients by name, age, sex, and indication. Provide diagnostic findings and prominently
highlight your lack of complications.

7 . Describe hands-on proctorship experiences and/or identify someone who is willing to do
cases with you. A hands-on proctorship is not necessarily a prerequisite if you have
equivalent training and/or experience.

8 . Identify the fact that the ASGE standard. Be prepared, if necessary, to discuss the criteria
for EGD suggested by the ASGE. It is the AAFP’s position that the ASGE has adopted a
stance that is not supported by current clinical evidence, and may reasonably be interpreted
as more aligned with competitive marketplace concerns than patient access to quality care.



9 . Describe your plan for quality assurance. This should mean tracking your cases, and
providing these data to your department chair after a period of six to 12 months.

10 . Provide evidence of your ability to obtain malpractice insurance coverage.
11 . Be able to demonstrate an ongoing commitment to GI-related CME.
12 . Be cooperative, yet persistent, during the privileging process. Become thoroughly familiar

with your hospital’s by-laws and processes related to credentialing and privileging. Review
and understand the privileging materials available from the Academy.

SECTION VI - MISCELLANEOUS ISSUES

Public Health Implications
Unfortunately, little is known concerning the public health implications of family physicians
performing EGDs. However, it is known that patients, particularly in rural areas, often have more
ready access to family physicians than other specialists. Thus, when family physicians can offer EGD,
it increases patients' access to the procedure. Improved access should lead to earlier diagnosis and
treatment as well as greater patient convenience.

Current Research Agenda
Research concerning EGD in primary care has been limited primarily to case series and descriptive
studies. These investigations suggest that family physicians can safely, accurately, and effectively
perform EGD compared with other specialists or established criteria.

Statement of Research Needs
Although findings from case series, descriptive series and literature reviews are helpful, evidence from
randomized, controlled trials or other more powerful study designs is needed. The AAFP supports the
need for such research. Clearly, further research is needed in every area of procedural training,
performance and health services. The need to document benefits and harms of procedures, patient
preferences, economic costs and savings, and utilization and alternatives will assume greater
importance.

Potential Measures to Encourage Research Development in Upper GI
Endoscopy

I . Target research support from existing sources, such as the AAFP and AAFP/Foundation
(AAFP/F).

II . Develop alliances with equipment or pharmaceutical manufacturers or other proprietary
entities.

III . Develop grant funding via the AAFP-F for procedural skills research.
IV . Work with HMOs, insurance corporations or health systems to develop funding.
V . Work with the Agency for Healthcare Research and Quality (AHRQ), the National Institute

of Health (NIH) or other Federal granting agencies to develop requests for proposals (RFPs)
centering on procedural skills.

VI . Approach foundations for funding.
VII.
 

Explore opportunities to publish results of procedural skills research and experiences.

Relationship Between the AAFP and Other Organizations (e.g., ASGE,
ACP-ASIM)
In an ideal world, the specialty societies would work together to improve patient care by disseminating
technology and educating all physicians. Unfortunately, groups such as the ASGE have, in the past,
been unwilling to work cooperatively with the AAFP on endoscopy issues. In such situations, the
AAFP has no choice but to develop its own educational programs. In situations where other specialty
organizations are willing to partner with the AAFP, the AAFP welcomes the chance to work toward
improved patient care by increasing the education of its members.



Informed Consent
An example of an informed consent form used by a family medicine program follows as Appendix B.
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Appendix A

UPPER GI ENDOSCOPY PROCEDURE DESCRIPTION

Patient's Name: _______________________ Location: ______________________

Date: _____________ Age: _______ Sex: M or F

Race: _____________ Physician:______________________

Office/Hospital ID# (if any): ______________ Assistant(s): ___________________

Pertinent Patient History (e.g., illnesses, medicines, surgery, allergies, duration of problem):

______________________________________________________________________

______________________________________________________________________

Has the patient completed 7-10 days of medical therapy ? Yes No

Circle the categories of drugs used and indicate the drug, dosage and duration of therapy, if known:

Antacid / Antibiotic / Cytotec / Bismuth / Carafate

PPI:_______________ H2 blocker:_______________ Other:________________

Has the patient been using over the counter or prescription NSAIDs or other known gastric irritants?



If so, please list:____________________________________________________

What are the indications? (Circle the number of those that apply.)
Indications ICD 9 Codes Indications ICD 9 Codes
Signs Pre-existing

Conditions
1. Abdominal Mass 789.3 17. Cancer

Surveillance
V67.9

2. Anemia,
Unexplained

280.9 in High Risk
Patients

3. GI Bleeding,
Acute

578.9 (e.g., Barrett's,
Menetrier's

4. GI Bleeding,
Occult

578.1 Disease, Polyposis)

5. X-Ray
Abnormality

793.4 18. Esophageal
Stricture

564.2

19. Gastric
Retention

782.0

Symptoms 20. History of
Duodenitis

535.6

6. Dyspepsia,
Severe

536.8 21. History of
Esophagitis

530.1

7.
Dysphagia/Odynophagia

787.2 22. History of
Gastritis

535.4

8. Early Satiety 789.0 23. History of
Hiatal Hernia

553.3

9. Epigastric Pain 789.0 24. Monitoring a
Gastric Ulcer

531.9

10. Food Slicking 787.2 25. Peptic Ulcer
Disease

533.0

11. Heartburn, Meal
Related

787.1 26. Pyloroduodenal
Stenosis

537.0

12. Indigestion,
Severe

787.3 27. Varices 456.0

13. Nausea, Chronic
(Vomiting)

787.0

14. Pain
(Substernal/Paraxiphold)

786.5 Any Other
Indications (please
describe)

15. Reflux of Food
(Regurgitation)

787.0 28.
___________________________

16. Weight Loss,
Severe

783.2 29.
___________________________

Medications Used: (Circle drugs used and indicate total dosage.)

Conscious Sedation Topical Anesthetic Reversal Other
1. Morphine 1. Cetacaine 1. Naloxone 1. Atropine
2. Fentanyl 2. Lidocaine 2. Romazicon 2. Simethicone
3. Demerol 3. Other___________ 3. Glucagon
4. Nubain 4. Other___________
5. Versed
6. Valium

Findings: (Circle one for each question)
1. Was esophagus well
visualized?

Yes No

2. Was pylorus well visualized? Yes No
3. Was duodenum entered? Yes No
4. Was Papilla of Vater seen? Yes No



5. Did you do a turnaround
maneuver to see cardia/fundus?

Yes No

Pathology Code: (Applies to immediately below.)

1. Mild erythema, patchy, no ulcers

2. Moderate erythema, diffuse in area, some petechiae, no ulcers

3. Severe erythema, limited focal mucosal degeneration (i.e., 1-3 ulcers are seen)

4. Severe erythema with diffuse mucosal degeneration (more than 3 ulcers)

5. Other (polyps, cancer, atrophy, or miscellaneous)

Circle one inflammation code for each area: (See above.)
Esophagus None 1 2 3

4 5
Pylorus None 1 2 3

4 5
Gastric Area None 1 2 3

4 5
Duodenum None 1 2 3

4 5
Number of biopsies: (Circle one.) 0 1 2 3 4 5 6 7 8 9 10 More
Pathology: (location, size) _____________________________
Did you biopsy an area that
appeared normal (i.e., control)?

Yes No

Will you be requesting
confirmation for the presence of
the H. pylori?

Yes No

What is your post-endoscopy working diagnosis? (Circle those that apply.)
ICD 9 Code ICD 9 Code

Normal Gastritis 535.4
Esophagitis 530.1 Polyp(s) M8210/1
Hiatal Hernia 553.3 Ulcer(s) 533.9
Tumor Growth M8230/9 AV Malformation 447.0
Varices 456.0 Other (describe) ________________
Duodenitis 435.6

Will you or did you order upper GI x-rays or barium swallow to confirm and/or complement your
endoscopy findings?

(Circle one.) Yes No

Were there any complications? (Circle one.) Yes No

Did this procedure change your management plan? (Circle one.) Yes No

Comments - Circle how management plan or diagnosis changed: (Circle those that apply.)
1. New diagnosis 6. Suspected diagnosis now confirmed
2. Medication added/deleted 7. Previous diagnosis deleted
3. Medication will be continued 8. Diagnostic tests added or deleted
4. Consultation will be requested 9. Other (describe)________________
5. Endoscopy consult not necessary now

Exam performed as above,

__________________________, M.D.

(Signature)

Please check to see that all items have been completed. Complete information strengthens our ability
to document a high quality of care.



Appendix B
ESOPHAGOGASTRODUODENOSCOPY (EGD)
EGD is a way for your family doctor to look in your stomach and/or intestine with a flexible tube and
possibly remove a small amount of tissue from the stomach or intestine (called a biopsy). The sample
of tissue is sent to a lab for testing. EGD is also called by other names such as endoscopy or upper GI
endoscopy.

What are the benefits of EGD?
EGD can help your family doctor find out what is causing your symptoms and make or confirm a
diagnosis. For example, your doctor may find that an ulcer has been causing your pain and can then
recommend medicine or other treatments. EGD can also show early signs of cancer. With some
cancers, early diagnosis increases the chances of a cure.

What are the risks of EGD?
EGD is a generally safe procedure with few complications. However, as with all medical tests or
procedures, EGD does have some risks. Your doctor believes that the potential benefits are greater
than the risks. However, you need to understand the risks before you decide to have an EGD. Please
read and understand the following:

1. Infection can occur, although this is rare. You might need medications after the procedure.

2. Bleeding is rare. It is possible you could have some spotting or even enough bleeding to need a
transfusion. This is not common, but it is possible.

3. Perforation (putting a hole in the intestine) is a serious complication, but it is also not common. If a
perforation occurs, you would need to go to the hospital and might need an operation.

4. Side effects from medications are possible, but your doctor will take steps to lower the risk. The
medications your doctor will give you to prevent pain can cause a reaction. One rare side effect is a
swelling and redness in the arm. Another might be a severe allergic reaction to the medications. Your
doctor will take precautions to minimize this risk.

What are my choices?
It is your decision whether or not to have an EGD. This sheet is designed to help you make that
decision after talking with your doctor about it. You have several options:

1. If you feel your questions have been answered and you understand and accept the risks and benefits,
you can agree to have an EGD by signing the bottom of this sheet.

2. If you are not yet ready to decide to have an EGD, you can ask for more time to think about it and
discuss it with your doctor.

3. You can refuse to have an EGD, but you should understand that not having the procedure may also
involve some risk. For example, your doctor may not be able to diagnose your problem or the
diagnosis may be delayed. In the case of cancer, delaying the diagnosis could mean that treatment isn't
started soon enough to cure the cancer.

4. You can talk with your doctor about alternatives to EGD. If there are alternatives that your family,
friends, or other doctors have discussed with you, tell your family doctor about them so you can
discuss whether they would be right for you.

Informed Consent
Having read and understood the above, I feel that the benefits of this procedure outweigh its risks. I
agree to allow Drs. ___________________________ and ___________________________ to
perform the procedure.



_____________________________________

Signature

____________________

Date

_________________________________________

Witness

(August Board 2002) (2010 COD)

Electrocardiograms, Family Physician Interpretation of
See also:

Privileges, Electrocardiogram Interpretation
Overview and Justification

Introduced in 1902 by Willem Einthoven, electrocardiography is still the most commonly used
procedure for the diagnosis of heart disease.1 Electrocardiograms (ECGs) are interpreted not only by
cardiologists, but by other specialists, including family physicians.1

The ECG contributes significantly to the diagnosis and management of cardiac arrhythmias and the
acute myocardial ischemic syndromes, the two conditions that account for the majority of cardiac
catastrophes.2 The procedure itself is safe, easy to administer and available at a minimal cost.1

Although computerized interpretation of ECG data is improving and is widely available, it is not
reliable enough to obviate the need for physician over-reading and confirmation.3-5 Family physicians
thus cannot rely on computer-based diagnostics and must maintain competence in the task.

Section I – Scope of Practice for Family Physicians

It is the position of the American Academy of Family Physicians (AAFP) that clinical privileges
should be based on the individual physician’s documented training and/or experience, demonstrated
abilities, and current competence.6 The AAFP also advocates the development of specific
patient-centered practice policies that focus on what should be done for the patient rather than who
should do it. When policies address the issue of who should provide care, then recommendations for
management, consultation, or referral should emphasize specific appropriate competencies, rather than
a clinician’s specialty designation.7 This perspective is in line with the policies of other organizations
with influence in the area of credentialing and privileging:

. The American Medical Association (AMA) policy on staff privileges states "Decisions
regarding hospital privileges should be based upon the training, experience, and
demonstrated competence of candidates, taking into consideration the availability of
facilities and the overall medical needs of the community, the hospital, and especially
patients. Privileges should not be based on numbers of patients admitted to the facility or
the economic or insurance status of the patient. Personal friendships, antagonisms,
jurisdictional disputes, or fear of competition should not play a role in making these
decisions."8

. The Joint Commission (TJC) maintains that the credentialing and privileging process should
include "overview of each applicant's licensure, education, training, competence, and
physical ability to discharge patient care responsibilities."9



It is well established that interpretation of ECGs is within the scope of family medicine. The diagnosis
and management of cardiovascular disorders is routinely taught in family medicine residency
programs.10 Moreover, the most recent AAFP statistics, from 2009, show that 94.4% of family
physicians perform ECGs in the office.11

Section II – Clinical Indications

Electrocardiography is the procedure of choice for patients who present with chest pain, dizziness or
syncope, or for those with symptoms that may indicate risk of sudden death or myocardial infarction.2

In its 2001 statement, the Task Force on Clinical Competence formed by the American College of
Cardiology (ACC), the American Heart Association (AHA), and the American College of Physicians
(ACP) noted the wide variety of indications for ECG: “There are numerous potential clinical uses of
the 12-lead ECG. The ECG may reflect changes associated with primary or secondary myocardial
processes (e.g., those associated with coronary artery disease, hypertension, cardiomyopathy, or
infiltrative disorders), metabolic and electrolyte abnormalities, and therapeutic or toxic effects of drugs
or devices. Electrocardiography serves as the gold standard for the noninvasive diagnosis of
arrhythmias and conduction disturbances, and it occasionally is the only marker for the presence of
heart disease.”2

Electrocardiography is not indicated for screening of healthy subjects without symptoms of heart
disease, hypertension, or other risk factors for the development of heart disease.2

The US Preventive Services Task Force states that for asymptomatic adults at low risk for coronary
heart disease, the incremental information offered by ECG is “highly unlikely to result in changes in
risk stratification that would prompt interventions and ultimately reduce coronary heart disease-related
events.”12

Section III — Training Methodology

Training for ECG interpretation begins in medical school, and is continued in the family medicine
residency program curriculum. The Accreditation Council for Graduate Medical Education requires
that family medicine residency training include a separate, defined critical care experience, and a
structured clinical experience in cardiology.13 This would include training in the interpretation of
ECGs. The depth of experience for each resident depends on the expected practice needs of the
resident, especially in terms of practice location, available facilities, and accessibility of consultants.
At times, the family medicine resident may find it appropriate to seek consultation from a cardiologist
to either manage or co-manage a patient for optimal care.10

Physicians who wish to undergo more extensive training may want to obtain a preceptor. Preceptors
may be found by contacting staff members at local hospitals who have expertise in ECG interpretation.
Other sources for obtaining a preceptor include local family medicine residency programs, local
Academy chapters, and local medical societies.

The AAFP’s policy titled, “Procedural Skills, Residency Criteria,” holds that training in individual
procedures includes a range of elements, among them clinical indications, contraindications,
mechanical skills acquired under direct supervision, and prevention and management of
complications.14

Section IV — Testing, Demonstrated Proficiency, and Documentation

Testing and demonstration of proficiency in ECG interpretation may involve monitoring a physician’s
interpretations or administering a test. The AAFP believes that local tests to ensure competence are
appropriate as long as they apply equally to all physicians.15

The ACC/AHA/ACP Task Force recommends that to ensure continued competence, a random sample
of a physician’s interpretations should be periodically reviewed,2 because there are no data to support
a correlation between the frequency of unsupervised interpretations and a physician's skill.2 



Documentation of ECG interpretation in a supervised or teaching environment will help to facilitate
attainment of privileges for this skill.

Section V - Credentialing and Privileges

The process for credentialing and delineation of family medicine privileges varies among
organizations. Before a physician applies for ECG privileges, his or her documentation of training,
experience, and current competence should be in order.16 The following guidelines will help with the
credentialing process:

1 . Collect letters of recommendation from past instructors, preceptors, those who have
monitored the applicant’s clinical performance, and colleagues who have worked with the
applicant throughout the years.

2 . Assemble case reports including data about the number and types of cases, treatment
outcomes, etc.

3 . Assemble documentation records maintained during family medicine residency.

The physician should have complete documentation, case reports, and letters of recommendation in
order at the time of application for medical staff privileges. It is important that a copy of each
document be submitted and all original documents retained by the applicant, so that replacements may
be sent in the event that application materials are lost or misplaced. The physician should maintain
documentation of ongoing clinical experiences.16

The AAFP recommends the establishment of family medicine departments in all hospitals
departmentalized by specialty. The department of family medicine should have rights, duties, and
responsibilities comparable to those of other specialty departments of the medical staff. It should have
the right to recommend directly to the appropriate committee those privileges which fall within the
scope of family medicine. Neither the assent nor the approval of any other department should be
required.17

Privileges for family physicians very often overlap those in other clinical departments, and there may
be some confusion as to which department is responsible for recommending privileges. For example, a
family physician may request “cardiology” privileges (in the department of family medicine) that
would overlap those in the department of cardiology. The AAFP believes that the family medicine
department should determine the criteria for and recommend privileges commensurate with the core
curriculum and training offered in a family medicine residency program.17

Some privilege problems arise because other specialists do not understand the scope of family
medicine. In addition to the need to give other specialists general information about family medicine,
specific issues include the following:18

1 . Clinical privileges should be considered on the basis of each physician's documented
training and/or experience, demonstrated abilities, and current competence.

2 . Many specialties overlap.
3 . No clinical privileges are the exclusive province of one department.
4 . A vital part of a family physician’s training is in knowing when to consult and when to refer

patients.
5 . Continuity of care is a primary objective of family medicine, and this objective is consistent

with high-quality patient care.
6 . Family physicians are supported by the AAFP in their efforts to obtain privileges for which

they are qualified.

The AAFP recommends that payment for the interpretation of ECGs be available for all eligible
physicians with ECG privileges, regardless of the physician's specialty.



Section VI - Miscellaneous Issues

Quality Assurance

Family medicine departments should have an ongoing peer review process in place that monitors
patient outcomes to ensure that members maintain their competence.

Public Health Implications

Family physicians are often the first and sometimes the only point of contact for many patients within
the health care system. Expanding and improving family physicians' skills in ECG interpretation could
improve access to cardiovascular care for patient populations in need.

Research Agenda

The research agenda for ECG interpretation should focus on the following:

1 . Continued effort to document the outcomes of ECG interpretation by family physicians
2 . Effective quality improvement programs to improve interpretation error rates
3 . Continued research into training method

Formal Relationships With Other Organizations

Cooperation in the development of quality-improvement programs should be encouraged between the
AAFP, the ACC, and the ACP.
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Information Technology Used in Health Care
 
The American Academy of Family Physicians believes that every family medicine practice should
leverage health information technology, such as electronic health records and related technologies
needed to support the patient-centered medical home (PCMH). These capabilities can support and
enable optimal care coordination, continuity, and patient centeredness, resulting in safe, high-quality
care and optimal health of patients, families, and communities.

(March Board 2001) (2012)

Emergency Department Call for Family Physicians
(Position Statement)
See also:
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Emergency Medical Services (EMS)

Emergency Medicine, Family Physicians in

Emergency Medical Care (Position Paper)

Privileges, Emergency Care Services

 
Hospital emergency department on-call coverage is a social and professional responsibility. An
obligation to provide on-call coverage is often tied to hospital medical staff membership. Medical staff
members who practice family medicine may find themselves disproportionately assigned to on-call
schedules because they have clinical skills which cross multiple specialties. Such physicians may be
assigned to on-call schedules for general medicine, pediatrics, neonates, obstetrics, etc. When this
happens it may produce an untenable burden on the doctor and create a situation which is unfair and
inequitable.

The AAFP recognizes that hospitals must meet their community responsibility and legal obligations to
provide emergency medical care. This will generally require members of the medical staff to provide
clinical expertise to supplement that provided by emergency department physicians. Family physicians
should share in any on-call requirements in the same manner as their colleagues in other specialties.
Family physicians should take call with a frequency that is comparable to their colleagues on the
medical staff. For example, if the average frequency of call is three days per month, then a family
physician should be on call no more than three days per month, even if some of this coverage is in
pediatrics, some in general medicine, some in obstetrics, etc. If a hospital has not established a fair
baseline of participation for each member of the medical staff it should be encouraged to do so. If a
family physician is asked to take call at a rate greater than the baseline, he/she should be properly
compensated for this requirement.

The practice of family medicine has become increasingly difficult in recent years, even as it remains a
critical need in most communities. Despite their need to meet the requirements of the Emergency
Treatment and Active Labor Act (EMTALA), hospitals and medical staffs must adopt policies which
treat all physicians equitably. (March Board 2005) (2010 COD)

Emergency Medical Care
See also:

Emergency Department Call for Family Physicians (Position Paper)

Emergency Medical Services (EMS)

Emergency Medicine, Family Physicians in



Emergency Medicine, Medical Care (Position Paper)

Privileges, Emergency Care Services
The AAFP believes that access to emergency medical care should be available to all people. An acute
medical emergency is an actual or perceived disorder of vital systems, presenting as an immediate or
potential threat to life or function, whether due to illness or trauma. The AAFP believes that all family
physicians should have a basic understanding of resuscitation and emergency procedures. Those
family physicians working in isolated areas are encouraged to seek more advanced understanding of
these procedures. The Academy encourages all office-based family physicians to develop practice
appropriate protocols and have adequate equipment to deal with office emergencies, taking into
consideration the distance (mileage or time) to definitive care, staff training and experience and the
availability of other community emergency medical services. Whenever necessary, patients should be
transported to a facility capable of managing the immediate care of that patient until definitive care
can be obtained. Repeated, episodic emergency medical services should not be substituted for ongoing
comprehensive care. Appropriately utilized, emergency medical care should function to manage the
patient temporarily until referral can be made for continuing care.

The AAFP strongly recommends that emergency medical treatment be an integral part of the training
of family medicine residents. Additionally, appropriate opportunities should be provided for practicing
members to maintain skills in emergency medical procedures. (1988) (2009 CoD)
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Executive Summary
Family physicians are an essential part of the emergency medicine safety net, and without this
contribution, large areas of the country would be without adequate emergency medical care. 40% of
family physicians provide emergency medical services, and many family physicians have made
lifelong careers in emergency medicine.(1) The Future of Family Medicine Project (FFM) envisions a



transformation of the United States health care system, in partnership with other organizations,
including emergency medicine. One of the critical challenges in equipping family physicians for the
21st century is re-defining our role in providing emergency care.

Historically and internationally, family medicine and emergency medicine have much in common.
Both specialties have broad scopes of practice that are unrestricted by age, gender or organ system. In
rural areas of the United States, family physicians are uniquely well suited to provide emergency care.
Many international programs in emergency medicine are based on a primary care foundation such as
family medicine.

Family physicians are trained to provide emergency medical care through residency and post
residency education, but have often been viewed by residency trained emergency physicians as
competitors, rather than colleagues. The success of emergency medicine as a specialty has perpetuated
this bias against family physicians, but several recent events may help to change this. The approval of
joint training programs between the American Board of Emergency Medicine (ABEM) and the
American Board of Family Medicine (ABFM) may provide areas of cooperation, and the recently
released Institute of Medicine (IOM) report on the Future of Emergency Care suggests a model that is
compatible with the integrative approach described in the Future of Family Medicine. The integrity of
the emergency medical safety net requires family physicians.
 
Preface
Marcus Welby captured the imaginations of many Americans in the 1970’s and popularized the family
physician as a compassionate role model. In the same way, recent television programs like 911, ER,
and Trauma: Life in the ER reveal that the new medical hero in the public’s eye is the “ER doc”.
These programs glamorize the practice of emergency medicine, and project this image across the
globe.(3) Although physicians may object too many of the stereotypes that are portrayed in the media,
they serve as an example of the evolution of our public image. Emergency medicine is a challenging
field with a unique body of knowledge, but it has many similarities with family medicine and it has
important historical connections. Although most family physicians do not claim to be “ER docs”, this
is still an important part of scope of practice, and in much of the world, emergency medicine and
family medicine are educationally and developmentally intertwined.
 
Introduction
Equipping Family Physicians for Emergency Care in the 21st Century

As family medicine strives to implement the transformative changes that are fundamental to reforming
the specialty and the U.S. health care system as a whole, our role in providing emergency care needs
to be clarified. The Future of Family Medicine Report(2) calls for a New Model of care that is
grounded in timeless values of personalized, patient-centered care coupled with the application of new
technologies and systems.(4) This New Model emphasizes our core values and our potential for
improving the health care of our nation, but does not specifically address the important role that family
physicians have in providing emergency care.

The changes that are recommended in this New Model of family medicine emphasize an integrative,
general approach to health care. This core value needs to be applied to the provision of emergency
care in the United States, and the implication of this for the future of family medicine needs to be
reconsidered. Additionally, the development of international emergency medicine holds specific
implications relative to how this integrative and generalist approach should apply to emergency care
by family physicians in the United States, particularly in rural areas where workforce issues are
problematic.
 
Background
Family physicians can provide high quality, cost-effective care for all patients in different clinical
settings.(5, 6) Although many family physicians currently provide emergency care in a variety of
settings, their abilities have been questioned by some within the emergency medicine professional
societies and organizations. This bias against family physicians is ironic, since family and emergency
medicine practitioners are the only generalists routinely seeing patients regardless of age, gender, or
organ system.(7) Compounding this problem is the fact that many are excluded from certain
administrative and clinical appointments(9, 10) due to American Board of Medical Specialties (ABMS)
certification in family medicine rather than in emergency medicine.



History 
The Emergency “Room” becomes the Emergency “Department”

The birth of emergency medicine arose partly from the need for better trained physicians who could
treat critically ill or multiple trauma patients.(12) In 1979, Emergency Medicine was sanctioned by the
American Board of Medical Specialties (ABMS) as the twenty-third medical specialty. Family
physicians were among those who championed the cause, and thousands of physicians with family
medicine backgrounds accessed the ABMS Emergency Medicine board exam during the 1980s via its
“grandfathering” provisions. Initially, family physicians were actively involved in the advancement of
emergency medicine. Several charter members of American College of Emergency Physicians
(ACEP) were family physicians with a strong interest in moving the specialty forward. American
Board of Family Practice (ABFP) members were also involved in the developmental phase of ABEM
with the founding ABFP executive director serving on the board of the ABEM for several years.(15)

Family medicine has contributed significantly to the well being of the rural emergency health care
system. The majority of after hours and weekend coverage in rural communities has always been
provided by family physicians. Residency trained American Board of Emergency Medicine (ABEM)
certified physicians do not often settle in these under-served areas(13) or, if they do agree to come, it is
difficult to retain them for any length of time.(14)

In 1976, the year that the American Board of Emergency Medicine was first incorporated, dialogue
between the leaders of family medicine and emergency medicine “ envisioned extensive cooperative
efforts in our training programs, ... post-graduate efforts, ... legislative efforts, and residency
preparation, acceptable to both family practice and to emergency medicine, which would allow us to
certify that these physicians entering rural practice are indeed well prepared to practice in both of these
specialty areas.”(17) In 1993, the ABFP explored a combined training program leading to double board
certification. This was rejected by ABEM members even though collaborative projects had been
developed between ABEM and the American Boards of Pediatrics and Internal Medicine.(16)

After more than 30 years of competition between the specialties of family medicine and emergency
medicine in the United States, joint training programs have finally been approved by the ABEM and
the ABFM in 2006.(1, 9, 10)

 
Professional Recognition and Support
Outside the House of Emergency Medicine

The American Academy of Family Physicians (AAFP) has supported its members who practice
emergency medicine. In 1995, the AAFP developed a policy that stated, “Family physicians, through
their training and experience, are qualified to provide emergency care services. Privileges to practice
in the emergency department should be based on the individual physician’s documented training
and/or experience, demonstrated abilities, and current competence.”(21) Additionally, the AAFP
published a set of core curricular guidelines on acute and emergency care for residents in family
medicine residency programs.

In 2006, the AAFP proposed a policy to be addressed by the 2006 Congress of Delegates(22) on
emergency medicine that could be the standard of care for credentialing and workforce issues, since it
parallels the recommendations from the IOM Report, and provides a foundation for re-defining our
role in emergency care in the 21st century.

Recommendation:

The Board of Directors approved and 2006 Congress of Delegates adopted the new policy statement
on “Emergency Medicine” to read as follows:

Emergency Medicine

The provision of emergency medical care is an essential public service in the United States. Providing
comprehensive emergency medical services to a diverse population requires a cooperative relationship
among a variety of health professionals. 



The most important objective of the physician must be the provision of the highest quality of care.
Quality patient care requires that all providers should practice within their degree of ability as
determined by training, experience and current competence.

Family physicians are trained in the breadth of medical care, and as such are qualified to provide
emergency care in a variety of settings. In rural and remote settings, family physicians are particularly
qualified to provide emergency care.

Emergency department credentialing should be based on training, experience and current competence.
Combined residency programs in family medicine and emergency medicine, or additional training,
such as fellowships in emergency medicine or additional course work, may be of added benefit. (2006)
 
Certification and Credentialing
Central to the issue of family physicians practicing emergency medicine are fundamental concerns
over competency, job security, and certification. Many family physicians have made careers in
emergency medicine, and in rural areas family physicians will always be the primary providers of
emergency care. At the same time, the criteria for staffing emergency departments have emphasized
board certification over actual physician performance.(1, 23, 24) Specialty-neutral credentialing is not the
norm in most hospital organizations. If better standards are not developed for evaluating emergency
department practitioner applicants, the practice of emergency medicine by family physicians could be
jeopardized.

The recently released Institute of Medicine Report(25) concludes with recommendations that the
“Department of Health and Human Services.... partner with professional organizations (to) develop
national standards for core competencies... (in emergency and trauma care) … using an evidence
based, multi-disciplinary process.” If enacted, these changes would be an important expansion from
the restrictive credentialing that emergency medicine has previously promoted.

Limited access to the ABEM examination through closure of the “grandfather” practice track created
significant controversy in emergency medicine during the first few decades.(27, 28) The ABEM exam
was first offered in 1980.(29) From 1980 to 1988, there were two ways for physicians to qualify for the
examination. One could either complete a residency in emergency medicine, or satisfy the
requirements of a “practice track” pathway. The prerequisites of this option were 7,000 hours and 60
months of emergency department practice experience, with a specified number of CME credits in
emergency medicine.

In 1988, this alternative pathway was terminated, sparking considerable controversy and dissension.
Some felt that this closure was arbitrary and premature. Others felt this action was inevitable, and
adequate notification had been provided in the medical literature.

The controversy surrounding certification and competency is linked to the process of how physicians
are certified and by which organization. The medical profession has a closely regulated structure for
conferring certification to those seeking specialty recognition.(30, 31) The ABMS has granted specialty
status to twenty-four allopathic specialties since 1933. The AOA began in 1897 with the development
of Osteopathic Medicine and offers its own specialty exam: the American Osteopathic Board of
Emergency Medicine (AOBEM).

The ABMS and its subsidiary boards, which include the ABFM and the ABEM, set the standards for
many certification processes and their acceptance by organized medicine and many institutions. In
1994, a committee of the American Board of Medical Specialties developed a proposal to revise the
process of board certification. The Committee on Certification, Sub-certification, and Recertification
(COCERT) recognized certification as a dynamic process, which “should permit movement of
qualified individuals across specialties and sub-specialties”. They recognized that the boards should
continue to establish standards and educational and/or practice requirements for admission to the
examinations.”(34) Physicians with knowledge, training, and/or experience in a given area deserve
access to the examinations.(35) In the end, the language from COCERT was viewed by many as too



broad in its scope, particularly with regard to “experience” being listed as one factor in determining
access to the examination.

COCERT’s failed proposal left in place the certification barriers that still effectually exclude many
family physicians from the practice of emergency medicine. This “specialty driven” model of
emergency medicine fails to recognize the important role that family physicians have in providing
emergency care, and was recently the basis for a national media campaign by the American College of
Emergency Physicians (ACEP) promoting ABEM board certification as the only standard for
emergency physician quality verification.

The “National Report Card on the State of Emergency Medicine” was released by ACEP in early
2006, and referred to itself as a “wake-up call” for policymakers. Purporting to report each state’s
support for their emergency care systems, the Report Card used a series of measuring criteria to rank
each state in four areas: access to emergency care, quality/patient safety, public health/safety, and
medical liability.(36)

While the Report Card called for many worthwhile actions and goals, such as liability reforms,
increased use of immunizations for the elderly, improved usage rates of seat belts, increasing numbers
of trauma centers, etc., it also placed significant emphasis on the number of emergency physicians
certified by ABEM in each state. A poor grade was given to any state that had a percentage of
ABEM-certified emergency physicians deemed to be below a designated threshold, and importantly
for family medicine, it ignored the thousands of career emergency physicians practicing in thousands
of emergency departments in this country without the opportunity to have “grandfathered” into the
ABEM exam. The family medicine physicians engaged in the full-time practice of emergency
medicine were not mentioned, nor were they entered into any calculation regarding access to
emergency care, quality of emergency care, patient safety, or liability issues.

Credentialing issues have been detrimental to the emergency medicine workforce, since many
competent emergency physicians have been arbitrarily excluded by restrictive policies. Although the
success of emergency medicine as an academic discipline has improved the quality of care, it has led
to a “hiring bias” against family physicians and other primary care trained emergency physicians.
Even today, there remains a geographically determined shortage of board certified emergency
medicine physicians, and family physicians have not been recognized for their role in providing
quality emergency department care. Institutional support for family physicians who practice
emergency medicine has gradually waned in the last decade, as emergency department directors and
hospital administrators are affected by the “specialty driven” policies that emergency medicine has
successfully promoted.
 
International Emergency Medicine
As emergency medicine has matured as a specialty in the United States, it has brought recognition and
academic strength to a field that was previously considered to be the domain of moonlighters.
Twenty-five (25) years ago, when the American Board of Medical Specialties recognized emergency
medicine as a “primary specialty”, it opened the door for acknowledgement that there is a unique body
of knowledge in emergency medicine.(37) Prior to this, emergency medicine was defined by location
(the emergency “room”), rather than being defined by a body of knowledge and the skills necessary to
practice this specialty.

The literature on international emergency medicine is replete with examples of how family medicine
and other primary care specialties can provide a foundation for emergency medicine training and
development. Internationally, family medicine training is recognized as providing the requisite skills
that are easily enhanced through focused clinical training (fellowships) in emergency medicine. In
Anglophone countries such as the United Kingdom and Australia, emergency medicine is a
subspecialty with close associations with the disciplines that provide access to this supplemental
training. The title of a recent article in the National Medical Journal of India speaks for itself:
Developing Emergency Medicine through Primary Care.(38) Canadian physicians can either complete a
one year emergency medicine fellowship after family practice residency that leads to a recognized
certification process (CCFP-EM), or can train in a 4-5 year program intended to train “specialists”
(FRCPCs).(39)



New Standards 
IOM Report Endorses Family Physicians in EM

The recent release of the Institute of Medicine report entitled “The Future of Emergency Care in the
United States Heath System” describes the condition of emergency medicine in our nation and gives it
a poor prognosis unless dramatic changes occur. It describes in detail the developments in the last few
decades, but also describes a system that is fragmented and inconsistent in the level of quality that it
provides. In addition to focusing on issues such as overcrowding, poor coordination among emergency
medical systems, shortage of on-call specialists and lack of disaster preparedness, the report addresses
in detail the “The Emergency Care Workforce” and rural emergency medicine.

Comprehensive in scope and astute in analysis and prescription, the IOM Report stands as a challenge
to the current paradigms espoused by many health care experts in emergency medicine. The report
concludes with recommendations that point the way to “coordinated, regionalized and accountable”
solutions that will require change in a number of the ways that emergency care is structured in the
United States. These include more collaborative efforts between specialties, and core curricula for all
physicians involved in emergency care. The essential role of family physicians in rural areas is
described in detail, and the need for improved cooperation with academic emergency medicine is
emphasized. Family physicians are described as part of the “essential component of the Emergency
Department (ED) workforce at many hospitals, especially smaller facilities in suburban and rural
settings. Although they are certifiably ABFM rather than ABEM, they demonstrate a high level of
competency in emergency care through a combination of residency and post-residency education,
directed skills training, and on the job experience.
 
Workforce Statistics
Access Across America

The ACEP Workforce Studies of 1997 and 1999 estimated that there were 32,000 emergency
physicians, and that 38 percent of these physicians were neither board certified nor residency trained
in emergency medicine. 84 percent of these non-emergency medicine (EM) certified physicians had
completed a residency in another specialty, with the largest percentage being family medicine trained
(32 percent).(41, 42)

Currently, there are more than 1000 emergency medicine graduates each year, and more than 135
emergency medicine residency programs.(43) Growth in emergency medicine has exceeded growth in
most specialties overall, but for several more decades, the workforce is likely to be dependent on
emergency physicians who trained in other specialties.(44)

Some emergency medicine leaders feel that the major problem is no longer a workforce shortage, but a
maldistribution of residency-trained emergency physicians.(13) This is certainly consistent with the
data, since most emergency medicine training programs are in urban areas.

In rural areas, family physicians provide the overwhelming majority of emergency care.(45) Out of
4,919 US community Hospitals in the United States, 2200 were rural hospitals reporting emergency
visits (AHA 2001). The average rural emergency room census was 9500 visits (AHA 2001).
According to the Graduate Medical Exam National Advisory Counsel report on the Number of
Persons Needed To Support Specific Physician Specialties, 18,000 people would be required to
support one emergency medicine residency trained physician. This explains in part why EM trained
physicians tend not to settle or work in rural areas, and why many hospitals rely on local family
physicians for emergency department coverage.

Compared to the 21,000 family physicians that live and work in rural America, only a fraction of this
number of emergency physicians practice in rural areas. According to the Robert Graham center only
3323 emergency medicine trained physicians practice in Non-Metropolitan service areas, and the
number of residency trained emergency physicians who practice in rural areas is less than 2000
physicians. Between 1997 and 2002, the percentage of residency trained emergency physicians
practicing in rural areas decreased from 15% to 12%, even as the percentage of medical students
entering EM training programs steadily increased. It should be noted that 50 million people or one
fifth of the population of the United States reside within Non metropolitan Service Area counties.



Family physicians are uniquely qualified to provide emergency medical services in rural
communities.

Family physicians provide most of the emergency medical care in rural communities, since they live
and work within these communities. One-fourth of family physicians practice in communities of less
than 10,000 people, while one-fourth of the U.S. population lives in such communities. The IOM
Report on emergency medicine addresses the essential role that family physicians have in providing
rural emergency care, as well as the challenges, but may not adequately address the strengths that
family medicine brings to rural issues.

Rural communities have emergency rooms with fewer patients, lower overall revenue and often cannot
afford a full time EM trained physician. Rural hospital emergency rooms (ERs) report an average
census of 9500 visits which is roughly half what is necessary to support an EM trained physician.
Because of their broad scope of practice including procedural and obstetrical skills, family physicians
have other sources of revenue, and can staff low volume EDs far more cost effectively. This can make
the critical difference as to whether a community can afford emergency care.

Using community physicians in the emergency room allows greater physician staffing in the hospital
and in the community, thus increasing hospital revenue and community safety. A well trained family
physician can generate additional revenues by performing diagnostic procedures, (47) or obstetrical
services(48). Family physicians can evaluate patients in the ED, admit patients to the hospital, and
follow them to discharge as the attending physician, which is necessary for hospitals with small
medical staffs. Family physicians are trained to operate independently in communities without
sub-specialist physicians, and rapid transfer of critical patients is often impossible.

Small communities often have strong ties with their local family physicians, and desire to see them
when presenting to the emergency room. Access to health care in rural communities depends on
numbers of primary care provider.(50) Patient satisfaction for medical services in rural communities is
greater than in urban or suburban communities, and the outcomes are equivalent or better.(51) In rural
communities, confidence in medical care is directly related to length of relationship between the
provider and the patient(52), and family physicians in rural areas care for their patients from the cradle
to the grave, during chronic illness and acute, life-threatening events. Emergency care is an integral
part of this relationship.
 
Emergency Medicine Training
A Matter of Perspective

Some may wonder why the American Board of Family Medicine (ABFM) hasn’t supported the
establishment of emergency medicine as the basis for a Certificate of Added Qualifications (CAQ).
According to the rules of the American Boards of Medical Specialties (ABMS), primary certifying
boards are prohibited from establishing subspecialties or CAQs in clinical domains where another
major specialty already exists. Thus, since an American Board of Emergency Medicine (ABEM) is
currently in existence, the ABFM cannot establish a CAQ in emergency medicine.

Joint training guidelines for combined residency programs in family medicine and emergency
medicine have recently been announced.(58) This is the outcome of efforts initiated more than 15 years
ago when residency directors noted the substantial overlap in curriculum between the two specialties
and medical students began inquiring why internal medicine and pediatrics had combined programs
with emergency medicine, but family medicine did not. The joint training guidelines describe an
integrated five-year curriculum with equal emphasis on the two disciplines. Resident physicians
enrolled in such programs will benefit from the opportunity to train in the intense environment of
advanced-level trauma centers, while at the same time reaping the educational advantages of
continuous and comprehensive patient care in a family medicine center.

The contribution and impact of these programs on the workforce remains to be determined, but their
development promises to improve academic cooperation. They are unlikely to solve many of the
issues facing rural areas, because the length of the training programs may exacerbate the problem of
recruiting these graduates to isolated areas. Even if most graduates become academicians, as do those



who complete joint ABEM-ABIM (Internal Medicine) programs, they highlight the similarities instead
of the differences between EM and FM.

Within Family Medicine Residencies

The 2006 edition of the Program Requirements for the Accreditation of Residencies in Family
Medicine demonstrates increased attention to emergency care training within family medicine
residencies.(59) For example, the required curricular time has been increased requirements for
advanced life support have been clarified, procedures for both medical and trauma emergencies are
specified, and the minimum experience with critical care patients have been defined.

Notwithstanding the changes in family medicine residency requirements, trainees in family medicine
who plan to practice predominantly in an emergent care setting may need to further expand their
clinical training. This would include additional skills in emergency procedures and trauma care,(56) and
more familiarity with the rapid, algorithmic approach that typifies advanced resuscitations.(60)

Fellowships Enhancing the Core Curriculum

Fellowships in emergency medicine developed in the 1990s for family physicians and other primary
care physicians in response to the need for additional training in emergency medicine in academic
centers.

One year fellowships [family medicine – emergency medicine] have been established as a logical
extension of accredited family medicine residencies in West Virginia, North Carolina, Arkansas,
Tennessee, Texas, and other states.(62) These have been successfully used as pathway to credentialing
in community hospitals and academic settings, or as a needed enhancement of acute care skills prior to
frontier medicine, rural practice, or international missions. The advantages of these fellowships have
been their flexibility and financial feasibility. Generally they can be self funded due to the high need
for workforce in rural areas, and the fact that the learners are residency graduated physicians.(63) These
fellowships have successfully modeled the rural reality of simultaneously staffing the office, the ER,
and the hospital, and provide access to enhanced training for graduates of family medicine residencies
who plan to practice in rural areas.

Training Considerations for Rural and Remote Settings

In the emergency departments of rural and remote communities, the vast majority of patients
presenting for care will be there as a result of minor injuries or exacerbations of chronic illnesses. In
these areas, the ideal physician is a “generalist with expertise in emergency medicine”.(64) The training
environment for most of today’s emergency medicine residencies is one where specialty consultants
and advanced technology are readily available to the emergency physician to assist in the assessment
and care of their patients. Most rural and remote emergency departments lack those kinds of resources,
and physicians caring for patients in those settings must depend upon their own best clinical skills and
judgment to a greater degree than in the typical urban center. For this reason, is may be arguable that
the training breadth of the family physician is better suited to the care of most emergency patients in
rural and remote settings than the typical emergency medicine residency graduate.

A unique program has been recently developed for those family physicians who periodically face the
challenge of providing “first hour” emergency care in rural areas. The Minnesota Chapter of the AAFP
has created an innovative Comprehensive Advanced Life Support Course (CALS course).(57) The
curriculum includes teaching material from all the major advanced life support programs, and both
family medicine and emergency medicine leaders are involved in its development. This project
promises to strengthen the preparation of family physicians and other physicians and health care
providers who currently practice in rural areas, and who need additional training in emergency
medicine.



The success of this courrse could lead to a similar program for all rural physicians who provide 
emergency stabilization, and serves as a model for collaborative approaches between emergency
medicine and family medicine. A team approach involving all EMS providers is integral to the
program, and life-saving procedural skills and a core body of knowledge in emergency medicine are
basic components of the curriculum. More such focused collaborative projects are necessary, and are
part of the mandate delivered by the IOM report.
 
Research Agenda
The research agenda for family physicians should be collaborative, and practice-based with a focus on
how family medicine can have an impact in such varied emergency environments as urban, rural and
remote areas. Practice-based research networks (PBRNs) are designed to address such questions
through the integration of research and everyday practice. The AAFP National Research Network
includes more than 300 FPs in 45 states with integration of an electronic medical record system,
Collaboration with Pediatric PBRNs and with emergency medicine research groups can allow for
expanded research into new areas such as the economic impact of family physicians in emergency
medicine, quality of care and efficient utilization of emergency resources, especially in rural areas.

Family physicians that practice full time emergency medicine, whether in academic settings or
community hospitals, are part of the emergency medicine infrastructure. Institutions and physicians
involved in this aspect of emergency medicine should be aware of the recommendations of the
Institute of Medicine for emergency care research, since it “ involves many disciplines and cross
-cutting themes”.(65) As academic cooperation increases between the specialties on the residency
training level, family physician educators and graduates of joint training programs will be involved in
these areas of research including resuscitation science, injury prevention, and epidemiology. Many of
these areas are included in family medicine curricula, and evidence based research for acute care is a
strength of 21st century family medicine.

A small database of research already exists on the unique aspects of emergency care that is provided
by family physicians, but more data is needed to enhance the science of family medicine in this area.
Many hospitals and communities are in financial distress, and additional research in rural and critical
access hospitals on the cost effectiveness and quality of care of family physicians is needed. Other
issues needing investigation and study include rural emergency care delivery, provision of “first hour”
emergency care in family physician offices, trauma care in remote areas, and procedural skills. One
successful example of this kind of project demonstrated that family medicine graduates providing care
in Colorado emergency departments felt that they were adequately trained in emergency medicine, but
would benefit from more exposure to trauma training and enhanced contact with EMS personnel.
 
An Expanded Scope
Wilderness Medicine

Family physicians have been actively involved in the practice and development of wilderness
medicine. The broad diversity of training that is part of family medicine residency programs is easily
adapted to the low-tech requirements of emergency care in remote areas.

The initial Wilderness Medical Society membership included family physicians and other specialists.
Family physicians have flourished within the specialty and this organized body has been a strong
educational support for family physicians that practice in rural/remote areas. Through this, they have
encouraged the development of this unique discipline that integrates many aspects of emergency
medicine and family medicine, as evidenced by such topics as high-altitude medicine, search and
rescue, tropical and desert emergencies, emerging infections, and space exploration.(77) This field is
built on cooperation between the two specialties and individual physicians who share a love of outdoor
adventure and innovation, and should be a model for other areas of collaboration.

Urgent Care

Many physicians with either family medicine or emergency medicine training practice “urgent care.”

Disaster Medicine

The flexibility and depth of family medicine can be recognized in such areas as disaster preparedness



and bioterrorism planning, which are a key part of the IOM’s recent recommendations for emergency
care in the United States.(40) Given the potential for all types of disasters and the need for early
recognition and immediate response, family physicians are essential to disaster medicine’s success, in
both the clinical and the administrative setting. Family physicians represent a critical asset in natural
or man-made disasters as exemplified by their involvement in the response to the Anthrax attack in the
DC-Metropolitan area, the SARS epidemic in Toronto, the international crisis that developed from the
Tokyo subway chemical incident, and most recently the growing Avian flu outbreak abroad. Through
research and clinical practice, family physicians have been intimately involved in the development and
improvement in surveillance techniques that led to the recognition of these developing global crises.
Family physicians have developed systems of collection and analysis with state and local health
departments on injury incidence, disease trends and bioterrorism community threats. In addition,
family medicine leaders are actively involved in disaster preparedness planning at all stages, from
leadership positions to first responders. Family physicians may be the first health professionals to
identify diagnostic clues that are crucial in early infectious disease outbreaks in order to generate a
quick, efficient public response.

Family physician educational leaders have been involved in disaster training, including different
methods such as distance learning, field exercises, drills and written material distribution. Family
physicians both at the national and state levels have made a concerted effort to include disaster
management and intervention as part of established professional curricula, continuing medical
education and certificate programs. They also serve on hospital/EMS and other emergency board and
committees to assist in developing strong interagency response networks, which will be critical in a
live scenario. When a disaster takes place, it is most likely Family physicians will be involved at some
level, either directly on the front-lines of recognition, or interagency communication of critical
information, transport, regionally or nationally.

Disaster management in rural areas has not been as focused as it has been in urban environments.
However, the threat of terrorism may be great in rural areas because of the remote locations of the
most likely targets of terrorism, such as nuclear power plants, chemical facilities, and Air Force
missile launch stations. Rural areas are faced with many problems in disaster preparedness including
limited resources and staff, surge capacity problems within small hospitals and lack of equipment.
However, family physicians in rural areas have learned to adapt and creatively overcome significant
barriers that already exist in the rural health care system. This unrecognized expertise needs to be
strengthened through integrated urban networks/communication systems in order to improve the
national response to the next true catastrophic event. The Institute of Medicine report clearly identifies
the need for improved disaster training for all physicians, and the critical need for improve disaster
preparedness in rural areas. Family physicians are key to this process.
 
Conclusion
Critical Challenges

Providing comprehensive emergency medical services to a diverse population requires a cooperative
relationship among a variety of health professionals.

Delivering quality, comprehensive emergency care requires that emergency medical care and
workforce issues be based on “best practices” models that include all necessary and contributing
specialties and disciplines. In the 21st century, competition should be replaced with cooperation built
around joint training programs between ABEM and ABFM, as well as new policies which recognize
and support the critical role of family physicians in emergency medicine in the U.S.

The most important objective of the physician must be the provision of the highest quality of care.
Quality patient care requires that all providers should practice within their degree of ability as
determined by training, experience and current competence.

The AMA, AAFP and most medical specialties have adopted the policy that medical practice
privileges be based on “training, experience and demonstrated competence,” not arbitrary specialty.
The IOM report emphasizes that high quality, efficient, and reliable patient care can best be achieved
through integrative approaches. Core competencies in emergency medicine should be evidenced based
and multi-disciplinary.



Family physicians are trained in the breadth of medical care, and as such are qualified to provide
emergency care in a variety of settings. In rural and remote settings, family physicians are particularly
qualified to provide emergency care.

Family medicine training equips physicians to provide urgent and emergent care to patients, with an
appreciation for the full scope of longitudinal and continuing care. Whether in the hospital-based
emergency department, the rural office practice, or in remote sparsely-settled terrain, family
physicians draw from the wealth of all the medical and surgical specialties when managing emergency
patients. In rural areas, these unique skills combined with strengths such as availability and cost
effectiveness make family medicine the foundation of rural emergency care.

Emergency department credentialing should be based on training, experience and current competence.
Combined residency programs in family medicine and emergency medicine, or additional training,
such as fellowships in emergency medicine or additional course work, may be of added benefit.

Improving emergency care in the 21st century will require a “multi-pronged strategy ..... that includes
improving efficiency and a coordinated, regionalized, accountable system” (IOM report). Practicing
family physicians need to be integrated into this process. Joint training programs are another way to
begin this cooperative approach, as are fellowships in emergency medicine (i.e., the Canadian model).

Supplement #1

The Canadian system may provide a helpful model for the United States, since residency trained
emergency physicians provide academic leadership to the specialty, but family physicians are
recognized for their essential role in providing emergency care.(78, 79) The College of Family
Physicians in Canada (CFPC) offers a special competency certification in emergency medicine to
qualified family physicians through either a two-year residency program, or a practice tract eligible
pathway.(80) All candidates must pass a rigorous “special competency” exam in the specialty. The
Royal College of Physicians and Surgeons certifies residents who complete a four- or five-year
program in emergency medicine. The first qualifying exam was offered in 1983, and grandfather
eligibility through a practice track existed through 1987 (Royal College of Physicians and Surgeons of
Canada, 1988). During this period a significant number of physicians became double boarded in
Family and Emergency Medicine. Interestingly, just as in the United States, consideration for a
conjoint certification by both Colleges occurred, but no agreement could be reached concerning the
details of the training program.(81) Both organizations, however, have continued to collaborate on
clinical practice and quality of care issues.

The College of Family Physicians of Canada supports cross training in emergency medicine for family
physicians, and there is greater acceptance of this within the medical community. (Physicians and
Surgeons of Canada, 1994) Many of these specialists have chosen high level administrative positions.
The Canadian Association of Emergency Physicians (CAEP) has also developed an abbreviated core
CME program, which is similar to an intensive several month rotation. It is province specific, and is
not universally available in Canada. It is a refresher course for those family physicians interested in
improving their emergency medical skills. The instructors are from both the College of Family
Physicians of Canada (CFPC) and the Royal College of Physicians and Surgeons of Canada (RCPSC).
The one-year post-graduate emergency medicine training program is also organized and directed by
certified physicians from both disciplines.(82) These collaborative efforts provide a model for
cooperation that should be considered by medical associations and certifying boards in the United
States.

Supplement #2

Rodney WM, et al. have posted their curriculum proposal [www.psot.com; subsection on the
Association for Rural Family and Emergency Medicine]. These fellowships are likely to maintain a
market advantage since they produce the same outcome in four total years as compared to the
ABFM-ABEM proposal which requires five years. The joint training programs have an inherent
academic legitimacy that ACEP and ABEM will accept. The fellowship programs are consistent with



the AAFP position that: “Combined residency programs in family medicine and emergency medicine,
or additional training, such as fellowships in emergency medicine or additional course work, may be
of added benefit. This is an idea whose strength has been maintained despite opposition from ACEP.
John Peter Smith Hospital has reported a very successful first year with its program which opened in
2005.(81)
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Emergency Medical Services (EMS)
See also:

Emergency Department Call for Family Physicians (Position Paper)

Emergency Medical Care

Emergency Medicine, Family Physicians in

Emergency Medical Care (Position Paper)

Privileges, Emergency Care Services
The AAFP recognizes the need of modern society for emergency medical services. The AAFP,
therefore, supports the development of optimal emergency systems and emergency facilities in all
communities.

The AAFP strongly supports the AMA concept of a coordinated plan for EMS in each community. It
further believes that emergency medical systems and facilities must remain under the direction of
competent and well-trained physicians. Family physicians should play an integral role in the
development, support, and participation in such systems.

The AAFP believes that any facility that publicly states it can manage medical emergencies must have
24-hour medical coverage by physicians with competence in the care of the critically ill or injured.
These facilities must be capable of initiating measures directed toward recognition and stabilization of
critically ill or injured patients and their referral to definitive care.

A facility so designated must be capable of providing the equipment and staffing necessary to permit
rapid assessment, diagnosis, and stabilization of such acute medical emergencies. The patient's family
physician should be notified of the emergency as soon as feasible.



It is the responsibility of all physicians in the community to see that emergency services are available
and that definitive care can be obtained in a timely fashion. Here, also the family physician must
continue to play a vital role. (1988) (2011 COD)

Emergency Medicine, Family Physicians in
See also:

Emergency Department Call for Family Physicians (Position Paper)

Emergency Medical Care

Emergency Medical Services (EMS)

Emergency Medical Care (Position Paper)

Privileges, Emergency Care Services
The provision of emergency medical care is an essential public service in the United States. Providing
comprehensive emergency medical services to a diverse population requires a cooperative relationship
among a variety of health professionals.

The most important objective of the physician must be the provision of the highest quality of care.
Quality patient care requires that all providers should practice within their degree of ability as
determined by training, experience and current competence.

Family physicians are trained in the breadth of medical care, and as such are qualified to provide
emergency care in a variety of settings. In rural and remote settings, family physicians are particularly
qualified to provide emergency care.

Emergency department credentialing should be based on training, experience and current competence.
Combined residency programs in family medicine and emergency medicine, or additional training,
such as fellowships in emergency medicine or additional course work, may be of added benefit. (May
Board 2011) (2011 COD)

Equal Opportunity
See also:

Discrimination, Physician

Diversity in the Workplace

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Membership Evaluation, Discrimination in

Fairness in Federal Programs for All U.S. Citizens
The AAFP supports equal social, economic and professional opportunity for all members. (1978)
(2009 COD)

Equality for Same Gender Families
See also:

Civil Marriage for Same-Gender Couples
The American Academy of Family Physicians (AAFP) supports full legal equality for same-gender
families to contribute to overall health and longevity, improved family stability, and to benefit children
of gay, lesbian, bisexual, transgender (GLBT) families. (2011 COD)



Essential Community Provider
See also:

Community and Migrant Health Centers

Migrant Health Care

Medically Underserved

Rural Health Care, Access to

Culturally Sensitive Interpretive Services - AAFP Legislative Stance
The Academy supports the concept of Essential Community Provider (ECP) as a means of protecting
access to essential services, delivered by qualified providers, to achieve measurable outcomes for
vulnerable populations.

It is appropriate for state governments to promote the availability and accessibility of essential health
care services to medically underserved populations by requiring payers (public and private) to contract
with qualified, local providers of such services whenever possible. Furthermore, to the extent that such
contracts cover essential services, states should require that they contain terms and conditions at least
as favorable as those applicable to the payor's other providers of such services with respect to:

1 . The scope of services for which payment is made to the provider;
2 . The rate of payment for covered care and services;
3 . The availability of financial incentives to participating providers;
4 . Limitations on financial risk provided to other participating providers;
5 . Assignment of enrollees;
6 . Reasonable access to specialty and inpatient care providers.

(1995) (2007)

Ethics and Advance Planning for End-of-Life Care
Health Care Facility Visitation Rights of Patients

. Advance Planning for Health Care Decisions

. Core Principles for End-of-Life Care

. End-of-Life Care

. Experimentation, Unethical

. Life-Prolonging Treatment, Foregoing

. Life-Sustaining Treatment

. Medical Orders for End-of-Life Care

. POSTMORTEM DECISIONS

Advance Planning for Health Care Decisions
Advance directive is a term that is commonly used to describe the documents that specify the care a
person wishes to have if he or she becomes unable to make medical decisions. The term is generally
used for documents that include a living will, a durable power of attorney for health care and “Do Not
Resuscitate” orders. The language of the actual document must be consistent with the laws of the state
of residence. A number of web sites provide state specific forms and the Bar Association of the state
of residence frequently makes the form available.

The American Academy of Family Physicians encourages the use of advanced directives including but
not limited to living wills and durable powers of attorney for health care, so that the desires of the
individual will be followed in the event he or she lacks the capacity to participate in health care
decisions. If, because of mental infirmity or minor status, an individual with a terminal condition does



not have the capacity to participate in health care decision-making and has not previously executed a
living will or durable power of attorney, the law of the relevant jurisdiction should designate an
appropriate surrogate to act on his or her behalf. (2007)
Core Principles for End-of-Life Care
Care at the end of life should embody the following principles:

1 . Respect the dignity of both patient and caregivers.
2 . Be sensitive to and respectful of the patient’s and family’s wishes .
3 . Use the most appropriate measures that are consistent with patient and surrogate choices.
4 . Ensure that alleviation of pain and management of other physical symptoms are a high

priority.
5 . Recognize, assess, and address the associated psychological, social, spiritual religious issues

and cultural taboos realizing that different cultures may require significantly different
approaches.

6 . Ensure appropriate continuity of care by the patient’s family physician and consulting
physician when applicable.

7 . Advocate for the patient’s right to choose any therapy that may reasonably be expected to
improve the patient’s quality of life, including alternative or nontraditional treatments.

8 . Provide access to palliative care and hospice care.
9 . Respect the right to refuse treatment.
10 . Respect the physician’s professional judgment and recommendations, with consideration for

both patient and family preferences.
11 . Consider clinical and evidence-based research and education relative to providing care at

the end of life. (2000)

End-of-Life Care
The family physician’s continuing partnership with his or her patients provides a meaningful context
for quality care at any time, and may be especially helpful at the end of life. The American Academy
of Family Physicians (AAFP) promotes the following beliefs:

1 . The primary focus of end of life care should be on high quality, compassionate patient care.
2 . Family physicians should continue to stay current and competent in knowledge and skills in

the areas of palliative medicine and medical management at the end of life.
3 . Family physicians should continue to support the medical, psychological and spiritual needs

of the dying patient and his or her family.
4 . In this era of advancing technology and increasing discomfort with our ability to apply it

wisely, the debate will continue regarding the difficult questions of physicians' assistance in
the patient’s process of dying. Only through dialogue can family physicians, their patients
and society as a whole continue to explore what is reasonable and morally appropriate.

5 . The AAFP believes that the highest-quality health care is an outgrowth of a partnership
between the patient, the family, and the health professional or professional team. Within the
context of this continuing relationship, family physicians must seek the underlying causes of
suffering at the end of life, and then aggressively implement measures to correct them.
Appropriate education in palliative care and medical management, advanced
communication skills to discover the patient’s wishes and value choices, and appropriate
sharing of decision-making with the patient and the patient’s family can go a long way
toward alleviating suffering and improving care at the end of life. With careful attention to
this critical phase in the life cycle, requests for physician-assisted death could be greatly
reduced. Even in the face of such requests, family physicians should and will continue to
provide assistance in dealing with the dying patient’s symptoms, needs and fears. (1997)

Experimentation, Unethical
The AAFP does not support the publication and citation of data collected from cruel, egregious and
inhumane experimentation, such as the Nazi experiments and data collected from the Tuskegee study
(1998) (2008)

(Note: The Principles of Medical Ethics of the American Medical Association are the principles of
ethics for the AAFP. The AAFP’s Congress of Delegates, however, can by a two-thirds vote adopt
policies or positions relating to ethical issues which add to or contradict the AMA Principles of Medial
Ethics. The statement above on publication of data from unethical experimentation is a variance with



an opinion of the AMA Council on Ethical and Judicial Affairs.)
 
Life-Prolonging Treatment, Foregoing
The AAFP believes that the ethical concerns involved in foregoing life-prolonging medical treatment
are clearly outlined in the AMA's "Current Opinions of the Council on Ethical and Judicial Affairs."
Family physicians should be familiar with these opinions (particularly 2.20) to enhance their
cooperative efforts with patients and families in appropriate medical decision-making regarding the
withholding or withdrawing of life-prolonging medical treatment. (1990)
Life-Sustaining Treatment
The American Academy of Family Physicians supports the principle that each individual has the right
to determine what medical treatment he or she will receive, including what life-sustaining treatment
will be provided when the individual has a terminal condition.

The AAFP encourages its members to do the following:

. Become familiar with applicable state laws on living wills and durable powers of attorney.

. Become knowledgeable about the risks and benefits of resuscitation under different medical
situations.

. With consideration of culturally relevant beliefs and practices held by the patient and
family, discuss the issue of life-sustaining measures with each of their patients before a
medical emergency occurs; optimally, before institutionalization.

. Document in the patient's records that such a discussion took place and note what the patient
wishes to have done.

. Include in the patient's medical records any advance directives executed by the patient, such
as living wills and durable powers of attorney.

. Review the above information with the patient at reasonable intervals and as circumstances
warrant. (1989)

Medical Orders for End-of-Life Care
The AAFP supports efforts that help patients retain control over their end-of-life treatment, including
portable medical orders such as Physician Orders for Life Sustaining Treatment (POLST) Paradigm
Forms that inform medical personnel of their wishes.
POSTMORTEM DECISIONS
The AAFP supports each patient's right to determine the disposition of his or her own remains,
allowing him or her to die with dignity and peace of mind.

(2008) (2011 COD)

e-visits
See also:

Payment for Non Face-to-Face Physician Services

Shared Medical Appointments/Group Visits
The American Academy of Family Physicians (AAFP) supports enhanced-access physician-patient
interactions, including virtual/electronic visits or “e-visits” which occur over safe, secure, online
communication systems. AAFP defines an e-visit as an evaluation and management service provided
by a physician or other qualified health professional to an established patient using a web-based or
similar electronic-based communication network for a single patient encounter.

Guidelines
Guidelines for e-visits:

1 . e-visits are available only to established patients who have previously received care from
the physician’s practice;

2 . the patient initiates the process, and agrees to e-visit service terms, privacy policy, and
charge for receiving asynchronous care from a physician or other qualified health
professional;

3 . electronic communication occurs over a HIPAA-compliant online connection;



4 . an e-visit includes the total interchange of online inquiries and other communications
associated with this single patient encounter;

5 . the physician appropriately documents the e-visits, including all pertinent communication
related to the encounter, in the patient’s medical/health record;

6 . the physician or other qualified health professional has a defined period of time within
which responses to an e-visit request are completed; and

7 . e-visits should be a payable physician service.

(2008)

Excise Taxes on Other Tobacco Products (OTP)
(Position Paper)
Tobacco and Smoking

Tobacco-Use Prevention and Cessation (Position Paper)

Substance and Alcohol Abuse and Addiction

Marijuana
The American Academy of Family Physicians encourages states and the federal government to tax
cigarettes well above the current levels, and to set the state and federal excise tax rates on all other
tobacco products at parallel rates to cigarette taxes. The AAFP also believes the definition of
“cigarette” should be amended to assure it truly includes all types of cigarettes on the market which
may be improperly labeled “little cigars” or “filtered little cigars” to avoid higher tax rates.

Assuring tax rates on tobacco products other than cigarettes (OTP) are set at levels that parallel the
cigarette tax rate can be accomplished by establishing a percentage-of-price tax rate with a minimum
tax rate for each type of product that is linked to the cigarette-tax rate so that the tax on OTP will
automatically increase with future cigarette-tax increases. The minimum tax on products would
guarantee that the tax on lower priced products will be sufficient compared to premium brands. For
single unit/single dose tobacco products, the tax would be based on a per unit or per standard-package
basis comparable to the cigarette-tax rate for a single cigarette or a package of cigarettes.

Further, states with percentage-of-price tax rates on OTP should resist the legislative efforts of
segments of the tobacco industry to change the taxing methodology to a simple weight-based tax.
Federal and state weight-based taxes on OTP should be converted to a percentage-of-price tax with a
minimum tax linked to the cigarette tax.

The AAFP also supports the implementation of high-tech tobacco tax stamps by states and the federal
government, and other cost-effective measures to prevent and reduce tobacco-product smuggling and
other tobacco-tax evasion. These measures include licensing tobacco retailers and adequate funding
for enforcement.

Background and Rationale

One of the most effective approaches to discourage cigarette smoking has been to increase cigarette
taxes.(1) Both state and federal governments have progressively increased taxes on cigarettes mostly
to boost revenues. But it has also produced a significant reduction in smoking among adults and
especially children who are most sensitive to increased cost. There is also evidence demonstrating that
increasing taxes on smokeless products produces a similar effect.(2)

A wave of local and state smoke-free laws has spread across America, and with their progressive
enactment, public smoking venues are less available. Smokers are tempted to replace smoking with
smokeless tobacco to maintain their addiction, and many novel tobacco products are now marketed as
options for use when smoking is not permitted. These products facilitate continued tobacco use and
nicotine dependence instead of quitting. Sales of smokeless-tobacco products have increased as sales
of cigarettes have fallen.(3,4,5)



Smokeless-tobacco products are addictive, and though their exclusive use may confer some
harm-reduction benefits compared with combustible tobacco, smokeless products are not safe; dual
use is quite common, and these products serve as a gateway to tobacco addiction for children and
youth.(6,7,8,9,10) But smokeless tobacco is greatly more affordable than cigarettes because the tax on
smokeless products is proportionately much lower than the tax on cigarettes. The same is true for
loose pipe tobacco, roll-your-own tobacco, and cigars. Together with smokeless tobacco, these
products are known as “other tobacco products” (OTP).

Unlike the cigarette tax that is charged per pack, smokeless products are taxed in most states on a
percentage-of-wholesale price basis. Taxing this diverse group of products with their varying design,
weights, and package amounts by this method makes the most sense; it creates a fair tax rate that
keeps up with price inflation. However, it is also important to assure that the percentage-of-price tax
rates on smokeless products and the cigarette tax are comparable by linking smokeless-tobacco tax
rates with the cigarette tax so that the smokeless-tobacco tax rates rise automatically with future tax
increases on cigarettes.

Additionally, a minimum OTP tax should be implemented to ensure that lower-cost tobacco products
pay an adequate amount of tax as compared to premium brands (discussed more specifically below).
The tax on each smokeless product would then be the higher of the minimum tax rate or the
percentage-of-price rate. Tax equality would minimize shifts in use to cheaper products, especially
among children.(11)

Above all, states should reject legislative efforts to change from a percentage-of-price taxing method
for smokeless-tobacco products to a simple weight-based formula. Much of the push for this change is
due to competition within the tobacco industry. This legislative effort is led by the segment of the
tobacco industry that produces the higher-cost premium moist snuff brands.(11)

Under a weight-based tax, moist snuff products are taxed at the same rate regardless of price, thus
increasing the effective tax on lower-priced products while reducing the effective tax on premium
brands which is most popular with youth. One solution to address the tobacco industry’s concerns, but
without switching to a simple weight-based tax system, would be to combine the percentage-of-price
method with a reasonable minimum tax to assure some measure of cost parity between lower-cost and
premium brands on the market.(11,12) Another viable option would be for states to allow for
regulatory adjustments to the OTP tax rates, thereby creating another mechanism that could allow
these taxes to remain in line with inflation and cigarette tax rates. In this method, each kind of OTP
could be taxed individually with specific tax brackets for each OTP variety.

The carrot held out to legislators for the weight-based tax is the opportunity to increase the overall tax
(and state revenues) for moist snuff products immediately. However, the initial higher tax will not
keep up with price inflation bringing the state increasingly lower revenues as compared with a
percentage-of-price tax.

Weight-based taxing would also greatly under-tax the new generation of super-light-weight smokeless
products being specifically promoted and designed for youth consumption. Examples include spit-less
pre-packaged snus and dissolvable candy-like tobacco products including Orbs, strips, and sticks.
These extremely low-weight products would have almost no tax placed on them under a weight-based
system.(13,14) If taxes were based on product type, however, snus and dissolvable tobacco products
could receive a much higher tax per ounce than other products.

Other tax inequities for OTP include lower relative taxes on loose pipe tobacco, roll-your-own
tobacco, and cigars (especially little cigars, as previously mentioned) that should also be corrected by
similar methodologies including a minimum tax on these products.(15,16)

The bottom line: Simple weight-based taxing of tobacco products must be avoided and taxes on all
tobacco products should be roughly comparable to the amount placed on cigarettes. This will
discourage use of lower-priced OTP and better discourage initiation of tobacco use among children.
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Expansion of Residency Training Programs at Federally
Qualified Community Health Centers (FQHCs)
The AAFP supports expansion of residency training programs at FQHCs provided there is:

. An identifiable and sustainable funding stream for medical education,

. An equitable distribution of the funding between education and service delivery, and

. A clear commitment of the organizational mission to education, including protected
teaching time for clinical faculty.

Federal Residency Position Limitations
Residency “Cap” Expansion. The AAFP supports expansion of the cap on residency slots only if
objective state or regional assessments of physician workforce needs indicate such expansion and the
expansion supports the development of the network of patient centered medical homes.

Capture of “Lost” Residency Positions. When a hospital closes, the residency positions reimbursed
under Medicare IME and DME (based on the hospital’s cap) are “lost” to the system in that they
cannot be transferred (after the temporary transfer until graduation of the final residency class) to
another institution. These positions should be allowed to be transferred to another institution in an area
if objective state or regional assessments of physician workforce needs back up such expansion and
the expansion supports the development of the network of patient centered medical homes.

Federal Redistribution of Residency Positions. If there is occasion for another effort similar to Section
422 of the Medicare Modernization Act of 2003 (MMA), which redistributed Medicare IME and DME
reimbursed residency positions, the AAFP supports the redistribution of residency positions to another
institution, in an area if objective state or regional assessments of physician workforce needs indicates
such expansion and the expansion supports the development of the network of patient centered
medical homes.

Teaching Health Center Legislation. The AAFP supports teaching health center legislation as an
incentive for increasing family medicine residency training in federally qualified health centers. (2007
COD) (2012 COD)



Expectations of Family Medicine Residency Graduates
Family medicine residency graduates will be able to independently and competently practice the
specialty of family medicine. They will have been trained to meet the six Accreditation Council for
Graduate Medical Education (ACGME) competencies, and will be prepared to provide continuing,
comprehensive and personal care within the context of family and the needs of the community. This
document has been written for consideration by family medicine residency training programs as they
prepare family physicians for future practice.

All family medicine residency graduates should:

1 . Demonstrate continuous commitment to professionalism in the practice of family medicine.
2 . Demonstrate current medical knowledge utilizing a bio-psychosocial model to provide

evidence-based comprehensive patient care.
3 . Be able to lead and practice within an interdisciplinary care team to provide comprehensive

patient care.
4 . Be able to provide care with a systems-based approach, while serving as a patient advocate.
5 . Become board certified and successfully maintain board certification in family medicine

through information mastery and life-long practice-based learning.
6 . Be able to effectively communicate with the patient, family and healthcare team about the

diagnosis, evaluation and management of a particular condition in a collaborative fashion.
7 . Facilitate continuous learning and quality improvement for all members of the healthcare

team.
8 . Be competent in the care of patients throughout the continuum of life, managing their care

in multiple environments including but not limited to home, office, acute care hospital and
long-term care facilities. The graduate’s role in each setting is defined by the relationship
with the patient, the patient’s need for services and needs of their respective communities,
including providing maternity care that reflects the competency of the family physician.

9 . Have the technical skill, knowledge and experience to perform clinical procedures within
the scope of family medicine reflecting the graduate’s training, experience and the needs of
the community.

10 . Demonstrate the ability to join or build a fiscally sound practice that meets the identified
needs of the community served utilizing the principles of the patient-centered medical
home.

11 . Demonstrate competency in the following skills necessary for the successful practice of
family medicine:

a . Providing health care addressing specific social, cultural and community needs.
b . Appropriately recognizing the need for consultation, and comanaging the patient

when applicable or appropriate.
c . Practicing cost-effective medicine when ordering diagnostic tests, prescribing and

utilizing other therapeutics.
d . Integrating appropriate available technologies (EHR, point of service references) to

improve patient care and its documentation in practice.
e . Providing evidence-based comprehensive, acute, chronic and preventive services to

patients and their communities.
f . Providing guidance to patients and families regarding advanced directives,

end-of-life issues and unexpected diagnoses/outcomes.

(April Board 2009)

Expedited Partner Therapy
The American Academy of Family Physicians (AAFP) supports expedited partner therapy (EPT)
according to the current Centers for Disease Control and Prevention (CDC) recommendations.



Clinicians should determine state law requirements for EPT. (2012 COD)

Fairness in Federal Programs for All U.S. Citizens
See also:

Equal Opportunity
All U.S. citizens, including citizens of the territories, should be treated fairly in federal programs.
(2006) (2011 COD)

Family and Intimate Partner Violence and Abuse
See also:

Violence (Position Paper)

Violence as a Public Health Concern

Violence, Media (Position Paper)

Violence, Bullying

Child Abuse
Family violence is the intentional intimidation, abuse or neglect of children, adults or elders by a
family member, intimate partner or caretaker in order to gain power and control over the victim.
Abuse is a common and complex public health issue that has many forms, including physical and
sexual assault, emotional or psychological mistreatment, threats and intimidation, economic abuse and
violation of individual rights. All women, men and children are at risk for family violence. Family
physicians who provide ongoing care for patients and communities have a unique opportunity to help
break the cycle of violence by working with families and within their communities to prevent abuse.
Family physicians should be aware of the prevalence of violence in all sectors of society; be alert for
risk factors as well as signs of family violence with each patient encounter; be capable of providing an
appropriate response when these issues are identified; and be able to work to prevent violence in
patients who are at risk within their practices and communities. Family physicians are encouraged to
offer referral to anyone involved in a violent relationship of any kind to appropriate community and
mental health resources.

Family physicians can teach or help to establish education in their communities on parenting and
conflict resolution skills that promote respectful and peaceful personal relationships. (2002) (2009
COD)

Family, Definition of
See also:

Health Benefits

The family is a group of individuals with a continuing legal, genetic and/or emotional relationship.
Society relies on the family group to provide for the economic and protective needs of individuals,
especially children and the elderly. (1984) (2009 COD)

Family Medicine, Definition of
See also:

Family Medicine, Quality Health Care in



Family Medicine, Scope and Philosophical Statement

Family Medicine Specialist

Family Medicine Faculty Training

Family Medicine, Undergraduate Training in
Family medicine is the medical specialty which provides continuing, comprehensive health care for
the individual and family. It is a specialty in breadth that integrates the biological, clinical and
behavioral sciences. The scope of family medicine encompasses all ages, both sexes, each organ
system and every disease entity. (1986) (2010 COD)

Quality Health Care in Family Medicine
See also:

Family Medicine, Definition of

Family Medicine, Scope and Philosophical Statement

Family Medicine Specialist

Family Medicine Faculty Training

Family Medicine, Undergraduate Training in
Quality healthcare in family medicine is the achievement of optimal physical and mental health
through accessible, safe, cost-effective care that is based on best evidence, responsive to the needs and
preferences of patients and populations, and respectful of patients’ families, personal values, and
beliefs. (2000) (2011 COD)

Family Medicine, Scope and Philosophical Statement
See also:

Family Medicine, Definition of

Family Medicine, Quality Health Care in

Family Medicine Specialist

Family Medicine Faculty Training

Family Medicine, Undergraduate Training in

Personal Medical Home

Family Physicians Workforce and Residency Education
Family medicine is the natural evolution of historical medical practice. The first physicians were
generalists. For thousands of years, generalists provided all of the medical care available. They
diagnosed and treated illnesses, performed surgery, and delivered babies. As medical knowledge
expanded and technology advanced, many physicians chose to limit their practices to specific, defined
areas of medicine. With World War II, the age of specialization began to flourish. In the two decades
following the war, the number of specialists and subspecialists increased at a phenomenal rate, while
the number of generalists declined dramatically. The public became increasingly vocal about the
fragmentation of their care and the shortage of personal physicians who could provide initial,
continuing and comprehensive care. Thus began the reorientation of medicine back to personal,
primary care. The concept of the generalist was reborn with the establishment of family medicine as
medicine's twentieth specialty.

Family medicine is a three-dimensional specialty, incorporating (1) knowledge, (2) skill and (3)
process. Although knowledge and skill may be shared with other specialties, the family medicine
process is unique. At the center of this process is the patient-physician relationship with the patient
viewed in the context of the family. It is the extent to which this relationship is valued, developed,



nurtured and maintained that distinguishes family medicine from all other specialties.

In the dimension of process, the family physician functions as the patient's means of entry into the
health care system and as the physician of first contact in most situations is in a unique position to
form a bond with the patient. The family physician's care is both personal and comprehensive and not
limited by age, sex, organ system or type of problem, be it biological, behavioral or social. This care is
based on knowledge of the patient in the context of the family and the community, emphasizing
disease prevention and health promotion. When referral is indicated, the family physician refers the
patient to other specialists or caregivers but remains the coordinator of the patient’s health care. This
prevents fragmentation of that care in both the outpatient and inpatient settings. The family physician
serves as the patient’s advocate in dealing with other medical professionals, third party payers,
employers and others and as such is a cost-effective coordinator of the patient’s health services.

Although all family physicians share a core of information, the dimensions of knowledge and skill
vary with the individual family physician. Patient needs differ in various geographic areas, and the
content of the family physician's practice varies accordingly. For example, the knowledge and skills
useful to a family physician practicing in an inner city may vary from those needed by a family
physician with a rural practice. Furthermore, the scope of an individual family physician's practice
changes over time, evolving as competency in current skills is maintained and new knowledge and
skill are obtained through continuing medical education. This growth in medical information also
confers on the family physician a responsibility for the assessment of new medical technology and for
participation in resolving ethical dilemmas brought about by these technological advances.

In summary, the family physician of today is rooted in the historical generalist tradition. The specialty
is three dimensional, combining knowledge and skill with a unique process. The patient-physician
relationship in the context of the family is central to this process and distinguishes family medicine
from other specialties. Above all, the scope of family medicine is dynamic, expanding, and
evolutionary.

(1992) (2011 COD)

Family Medicine, Specialist in
See also:

Family Medicine Scope and Philosophical Statement

Family Medicine, Definition of

Family Medicine, Quality Health Care in

Family Medicine Faculty Training

Family Medicine, Undergraduate Training in
The American Academy of Family Physicians defines a "specialist" in family medicine as a physician
who meets at least one of the following three criteria:

1 . Current Board certification by the ABFM, or
2 . Successful completion of an ACGME-approved family medicine residency program, or a

three year AOA approved postgraduate family medicine residency program, or
3 . Maintenance of eligibility requirements for active membership in the AAFP.

(1990) (B2013)

Family Medicine Faculty Training
See also:

Family Medicine, Undergraduate Training in



Family Medicine, Scope and Philosophical Statement

Family Medicine, Definition of

Family Medicine, Quality Health Care in

Family Medicine Specialist
The AAFP strongly advocates that all chairs of departments of family medicine in medical schools, all
directors of family medicine residencies, and all family physicians who regularly teach family
medicine residents or medical students maintain current certification by the American Board of Family
Medicine.

(1975) (2008)

Family Medicine, Undergraduate Training in
See also:

Family Medicine, Definition of

Family Medicine, Quality Health Care in

Family Medicine, Scope and Philosophical Statement

Family Medicine Specialist

Family Medicine Faculty Training

Family Medicine Department, Definition

Family Physicians Workforce and Residency Education
The AAFP recommends that the curriculum of every medical school have adequate preclinical and
clinical student exposure to family medicine with the further directive that, where such is lacking,
every possible means of correcting the deficiency be exercised. The AAFP is committed to making
every effort to ensure that family medicine in the undergraduate curriculum with appropriate exposure
to role models on the faculty be instituted in all medical schools.

The AAFP recommends that all medical schools provide mandatory family medicine clerkships
completed by the end of the third year, and elective preceptorships and clerkships to their students.

(1973) (2008)

Family Medicine Clerkship
See also:

Family Medicine Department, Definition

Preceptorships

Family Medicine, Undergraduate Training in
Every medical student attending an LCME-accredited medical school should be required to
successfully complete a third-year family medicine clerkship.

(March Board 2003) (2009 COD)

Family Medicine Department, Definition
See also:

Family Medicine Interest Groups



Family Medicine Clerkship

Family Medicine, Undergraduate Training in

Family Medicine Faculty Training

Privileges, Family Medicine Departments and

Family Physicians Workforce and Residency Education
Departments of family medicine in U.S. medical schools should be recognizable administrative units
with a clearly articulated mission that includes education, research and clinical service. These
departments transmit the body of knowledge defined as family medicine throughout the academic and
practicing communities. If, in addition to family medicine, a department includes other major
disciplines, such as community or preventive medicine, these may be reflected in the departmental
title. Departments must meet the membership requirements of the Association of Departments of
Family Medicine (ADFM).

Each family medicine department requires an appropriate mix of faculty educators, investigators,
clinicians and administrators with university-based professional appointments. Each department must
exercise administrative control over faculty, space, facilities, budget, and research functions.
Departments should have:

1 . resources adequate to achieve the mission of the department and the institution; and
2 . representation, funding, space and educational venues comparable to other important

clinical departments taking into consideration departmental size and mission.

A department of family medicine must include among its functions leadership in the following that are
applicable to its setting: Identifiable involvement in the medical student curriculum, particularly a
required medical student rotation, and collaboration with other departments to achieve institutional
objectives. Department faculty must be involved in scholarly activities, including the creation of new
knowledge and peer-reviewed publications. (2003) (2009 COD)

Family Medicine in American Health Care
See also:

Family Physician, Definition

AAFP Mission Statement
The AAFP advocates a health care system anchored in primary care where all Americans have access
to family physicians and will select family physicians as the providers of choice for their
patient-centered medical homes. (November Board 2001) (2009 COD)

Family Medicine Interest Groups
See also:

Family Medicine Department, Definition

Preceptorships

Family Medicine Clerkship

Family Medicine, Undergraduate Training in

Family Medicine Faculty Training

Family Physicians Workforce and Residency Education
The AAFP recommends that all medical students have an opportunity to participate in a family
medicine interest group. (1996) (2009 COD))



Family Physician, Definition
See also:

Family Medicine, Definition of

Family Medicine, Specialist in

Family Physicians Workforce and Residency Education

Family Physicians' Creed
Family physicians, through education and residency training, possess distinct attitudes, skills, and
knowledge which qualify them to provide continuing and comprehensive medical care, health
maintenance and preventive services to each member of the family regardless of sex, age, or type of
problem, be it biological, behavioral, or social. These specialists, because of their background and
interactions with the family, are best qualified to serve as each patient's advocate in all health-related
matters, including the appropriate use of consultants, health services, and community resources.
(1975) (2009 COD)

Family Physicians and Physician Assistants:
Team-Based Family Medicine
See also:

Non-Physician Providers, Family Physician Training With

Guidelines on the Supervision of Certified Nurse Midwives, Nurse Practitioners and Physician
Assistants

Physician Assistants

Integrated Practice Arrangements
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Executive Summary

The roles of physician–physician assistant (PA) teams have evolved over the past 50 years in response
to shortages in the primary care physician supply, changing health care needs of the population, and
the demonstrated value of this team-based model of care. Effective practice teams play a vital role in
improving the quality of and access to health care in the United States, particularly in the delivery of



family medicine.

The relationship between family physicians and PAs began in the earliest days of the PA profession
and has progressed through development of the first education programs, deployment of the first PAs
into the field, and nearly five decades of team practice. Representatives from the American Academy
of Family Physicians (AAFP) serve on the PA program accreditation and PA certification
commissions. Nearly a dozen PA education programs are found within departments of family
medicine. Both the American Academy of Physician Assistants (AAPA) and AAFP have had
numerous policies over the years supporting the concept of patient care provided by integrated
physician-PA teams.1,2 Both professions include the ability to lead or practice within an
interdisciplinary care team among their professional competencies.3,4 On the front lines of primary
care, individual family physicians and PAs work together to provide accessible, high-quality care for
patients and communities, and family medicine is the single largest PA practice specialty.

AAFP and AAPA recognize that family physicians and PAs share common goals of providing
team-based, patient-centered care and improving the health of patients and communities. In addition,
PAs and family physicians share concerns regarding the decline in the primary care workforce, the
need for team-oriented practice and models of care such as the patient-centered medical home, and the
importance of interprofessional educational opportunities to improve the training of family physicians
and PAs. Acknowledging the critical role that teams of PAs and family physicians play in improving
access to care and the unique relationship that the professions share, AAPA and AAFP offer the
following joint statements on family physicians, PAs, family medicine, and the patient-centered
medical home.

1. AAFP and AAPA believe that family physicians and PAs working together in a team-oriented
practice, such as the patient-centered medical home, is a proven model for delivering
high-quality, cost-effective patient care. National and state legal, regulatory, and payment
policies should recognize that PAs function as primary care providers in the patient-centered
medical home as part of a multidisciplinary, physician-directed clinical team.

2. AAFP and AAPA encourage interprofessional education of medical students, family medicine
residents, and PA students throughout their educational programs.

3. AAPA and AAFP encourage education programs of both professions to expand family
medicine rotation sites for PA students, medical students, and residents.

4. AAPA and AAFP should continue to be represented on the accrediting and certifying bodies
of the PA profession (Accreditation Review Commission on Education for the Physician
Assistant [ARC-PA] and National Commission on Certification of Physician Assistants
[NCCPA], respectively).

5. AAFP and AAPA believe that national workforce policies should ensure adequate supplies of
family physicians and PAs in family medicine to improve access to quality care and to avert
anticipated shortages of primary care clinicians.

6. AAPA and AAFP promote flexibility in federal and state regulation so that each medical
practice determines within a defined spectrum appropriate clinical roles within the medical
team, physician-to-PA ratios, and supervision processes, enabling each clinician to work to the
fullest extent of his or her education and expertise.
The future of health care delivery will require interprofessional teams of health care professionals
working together to provide patient-centered care. AAFP and AAPA are committed to building on the
common ground that family physicians and PAs share in order to ensure an adequate, well-educated
family medicine workforce to meet the health care needs of the U.S. population.

Introduction

The future of health care delivery will require interprofessional teams of health care professionals



working together to provide patient-centered care. AAFP and AAPA are committed to building on the
common ground that family physicians and PAs share in order to ensure an adequate, well-educated
family medicine workforce to meet the health care needs of the U.S. population.

Family medicine is the medical specialty that provides continuing, comprehensive health care for the
individual and family. It is a specialty in breadth that integrates the biological, clinical, and behavioral
sciences. The scope of family medicine encompasses all ages, both sexes, each organ system, and
every disease entity.5

Family medicine today is rooted in the historical generalist tradition. The practice of a family
physician is multidimensional, combining knowledge, skill, and a unique approach to care. The
patient-physician relationship in the context of the family is central to this process and distinguishes
family medicine from other specialties. Above all, the scope of family medicine is dynamic,
expanding, and evolutionary. AAFP defines a specialist in family medicine as a physician who is
certified by the American Board of Family Medicine, has completed a three-year family medicine
residency approved by the Accreditation Council for Graduate Medical Education or the American
Osteopathic Association, or maintains eligibility for active AAFP membership.6

A PA is a graduate of an accredited PA education program who is authorized by the state to practice
medicine with the supervision of a licensed physician. PAs are educated to provide diagnostic,
therapeutic, and preventive care. They receive a broad, generalist, master’s-level medical education
that prepares them well to practice with family physicians. PA program graduates pass a certifying
exam administered by the NCCPA and obtain a state license.

Workforce

Fifty years ago, a shortage and maldistribution of physicians and insufficient access to primary health
care services were two factors that led to the development of the PA profession. Today, similar
dynamics in the health care system will require significantly more family physicians and PAs to help
meet the demand.

There are approximately 269,000 primary care physicians in the United States. Of those, about 38
percent are family physicians. In 1961, half of U.S. physicians were generalists, primarily general
practitioners. Since then, the percentage has dramatically declined.7

The PA workforce has risen from about 250 in 1970 to approximately 75,000 in 2010. PAs work in
nearly all areas of

medicine and surgery; the single largest specialty category is family medicine, representing 25 percent
(19,000) of PAs. Family medicine is followed by general internal medicine and internal medicine
subspecialties (17 percent), emergency medicine (10 percent), orthopedics (10 percent), pediatrics (4
percent), general surgery (3 percent), and all other surgical specialties (13 percent).8

PA workforce trends tend to mirror those of the physician workforce in the United States. However,
while the overall percentage of PAs in primary care has declined since the mid-1990s, the total
number of PAs in family medicine has increased by almost 80 percent – from 10,700 in 1996 to
19,000 in 2009, due to overall growth of the profession.8,9

Workforce prognosticators not only are predicting a shortage of primary care physicians, they also
predict that there will not be enough PAs to meet patient demand over the next 20 years.10,11,12,13

Even with increased numbers of physicians and PAs, family medicine will still face the challenges of
competing with higher-paying specialties, recruiting candidates to rural communities, and reduced
medical resident hours, which have increased demand for PAs in that sector.14,15

PA Education



Most matriculants enter a PA program with a bachelor’s degree, prerequisite courses in basic and
behavioral science, and an average of three years of health care experience.16 The master’s-level
programs, based on the physician education model, average 27 months, including 12 months of
didactic education and 15 months of clinical rotations.17 In some interdisciplinary programs, PA
students and medical students share classes, facilities, and clinical rotations. There are currently 154
accredited PA education programs; nearly a dozen are located within departments of family medicine.
New York has the greatest number of PA programs (22), followed by Pennsylvania (16), California
(9), and Texas (8).17

PA programs are accredited by the independent ARC-PA, supported by AAFP, AAPA, the American
Academy of Pediatrics, American College of Physicians, American College of Surgeons, American
Medical Association, and the Physician Assistant Education Association. These organizations
collaboratively develop standards and assess program compliance. ARC-PA is the sole agency
responsible for accrediting PA programs in the United States.

Certification and Licensure

To begin practicing, a PA program graduate must pass the Physician Assistant National Certifying
Exam, administered by the NCCPA, and obtain an individual license from a state medical, osteopathic,
or PA licensing board. All 50 states, the District of Columbia, and the majority of U.S. territories have
enacted laws regulating PA practice. All licensing jurisdictions except the U.S. Virgin Islands allow
physicians to delegate prescriptive authority to the PAs they supervise. To maintain certification, PAs
must complete 100 Continuing Medical Education credits every two years, and pass a recertification
exam every six years.

Scope of Practice

Each PA’s scope of practice is defined by the individual’s education and experience, state law, facility
policy, and physician delegation. The PA’s scope of practice is mainly determined by the supervising
physician’s scope of practice and his or her delegatory decisions. The physician evaluates the PA’s
competency and performance, and together they develop a team approach based on both the PA’s and
physician’s clinical skills and patient needs. The physician and PA share ethical and legal
responsibility for the care of a patient.

In licensed health care facilities, including hospitals, nursing homes, and surgical centers, the facilities
have a role in determining the scope of practice of PAs who practice in their institutions. PAs usually
are credentialed by the medical staff and authorized through privileges in a manner parallel to that
used for physicians. These privileges must be consistent with state law.18

Supervision and Team Practice

The role of the family physician is one of direction and responsible supervision. AAFP guidelines on
supervision recognize the diversity of practice settings, the need at times for off-site supervision, and
the importance of clarity about responsibilities of individual team members and about how physician
oversight will be accomplished.19

The ability to lead or participate in an integrated team is included among the competencies for both
family medicine residents and PA program graduates.3,4 AAFP policy on integrated practice
arrangements describes integrated practice as “interdependent,” with various team members assuming
“lead responsibility” for aspects of care based on their competencies and skills. The policy “recognizes
the … importance of an interdependent team approach to health care that is supervised by a
responsible licensed physician.”20

The model of physician-PA practice has been described as “delegated autonomy” and compared to the
relationship between attending and resident physicians. Although PAs and family physicians who
spend entire careers together establish far greater depth and breadth of teamwork than can be



established during the brief tenure that attending physicians and residents share, there are many
similarities between the two associations. These key components include delegated autonomy, clear
lines of accountability, and the reciprocal responsibilities of providing supervision and seeking
consultation.

The PA and physician define the PA’s role in the practice, typically through a written delegation
agreement (sometimes called a “protocol”) describing the types of responsibilities the PA will assume
and how the physician will provide oversight. Most PAs practice fairly autonomously within their
scope of responsibility, consulting with the physician whenever clinical questions exceed the PA’s
expertise or when physician involvement is necessary for care. As the PA gains experience and can
assume greater responsibility and autonomy, periodic adjustment of the delegation agreement benefits
the team and the practice.

Family physicians who supervise PAs agree to share responsibility for the care provided. This is a
benefit, not a burden. Adding a PA to a practice allows the physician to focus on patient care that
requires his or her full expertise. The PA autonomously performs appropriately delegated medical
care. Thus, the care provided by the PA is directed and its quality is assured by the physician. The
most effective physician-PA team practices provide optimal patient care by designing practice models
where the skills and abilities of each team member are used most efficiently.21

Payment

Payment from third-party payers is typically made to the PA’s employer. Medicare pays for physician
services performed by PAs at 85 percent of the Physician Fee Schedule. If billed under Medicare’s
“incident to” or shared visit rules, services delivered by PAs are paid at the full physician rate. For
Medicaid, all 50 states and the District of Columbia cover medical services provided by PAs under
their Medicaid fee-for-service or Medicaid managed care programs at either the same or a slightly
lower rate than that paid to physicians. Nearly all private payers cover services provided by PAs at a
rate that ranges between 85 percent and 100 percent of the physician rate.

PA Roles in Family Medicine

Effective physician-PA teams improve patient access and satisfaction, increase revenues, and reduce
physician workload.22,23 In family medicine practices, PAs perform physical examinations, diagnose
and treat illnesses and injuries, order and interpret lab tests, prescribe medications, manage patients
with chronic conditions, perform minor surgical procedures, provide patient education, make hospital
or nursing home rounds, provide home visits, and take call.24 Of the 19,000 PAs in family medicine,
54 percent work in physician solo or group practices and 23 percent work in federally certified rural
health clinics, federally qualified health centers, or other community health centers. The rest work in
settings such as, hospitals, HMOs, correctional systems, home health agencies, and long-term care
facilities.25

PAs enhance care coordination. PAs are responsible for the day-to-day care of patients, consulting
with their supervising physicians for cases requiring more advanced medical knowledge. In many
family medicine practices, the presence of PAs allows patients to be seen promptly, knowing that any
routine problems will be handled effectively and that the expertise of the physician is available when
needed. In some practices, PAs with expertise in a certain area of practice – for instance, adolescent
gynecology, wound care, or diabetic counseling – may be the designated clinician for patients with
that condition. For example, a large group practice that tapped PAs to spend nearly all of their time on
planned visits for patients with chronic conditions in poor clinical control saw dramatic improvement
in composite screening and outcomes scores in the patients they managed.26 In a community health
center with more than two dozen physicians, PAs, and nurse practitioners, the physicians take hospital
calls and deliver babies, so are not always in clinic. Each clinician has his or her own panel of 1,200 to
1,500 patients, enabling same-day access, dropping the no-show rate, and increasing productivity.27

Patients are happy with care provided by PAs. Survey responses from Medicare patients indicate that
they were generally satisfied with their medical care and did not distinguish preferences based on type



of provider.28 Similarly, a study of patient satisfaction in a large managed care organization found that
patients were as satisfied with care provided by PAs as they were with care provided by physicians.22

Practices find that PAs are cost-effective. A California HealthCare Foundation (CHCF) look at
specialty practices across the United States found that the practices reported being financially stable in
large part because of the integration of PAs and nurse practitioners (NPs). The study also found that in
many practices, the increased patient volume was divided: PAs and NPs saw routine follow-up
patients, and physicians saw more acute, complex cases that tended to be paid at higher rates.29 The
Medical Group Management Association reports for every dollar of collected professional charges that
a PA generated for a primary care practice in 2009, the employer paid on average 36 cents
compensation to the PA.30

Studies identify high-quality care with physician-PA teams. The CHCF team also found “maintenance
or improvement in quality of care” where PAs or NPs were employed.29 Four studies found that
effective utilization of physician-PA teams reduced hospitalizations among nursing home
residents.31,32,33,34 A study of HIV care provided by PAs and NP HIV experts found the quality was
similar to that of physician HIV experts and generally better than that of physicians who were not HIV
experts.35

The physician-PA team is effective because of the similarities in physician and PA education, the PA
profession’s commitment to supervised practice, and the efficiencies created by utilizing the strengths
of each professional in the clinical practice setting. The Pew Health Commission, as far back as 1998,
recognized the value of the physician-PA team approach: “The traditional relationship between PAs
and physicians, the hallmarks of which are frequent consultation, referral and review of PA practice by
the supervising physician, is one of the strengths of the PA profession. The characteristics of this
relationship are also considered to be the elements of professional relationships in any well-designed
health system.”36

PA Roles in the Patient-Centered Medical Home

The patient-centered medical home is a model of practice based upon providing comprehensive
primary care using a team-based approach. In the patient-centered medical home model, each patient
has a relationship with a primary provider who manages care for that patient. Care is provided by an
integrated team of professionals and support staff. With physician oversight, each team collectively
takes responsibility for the ongoing care of a patient. The team member assuming lead responsibility
for various aspects of patient care is determined by matching individuals’ competencies and skills with
patient needs. Ideally, each member of a team practices to the highest level of his or her education,
knowledge, skills, and abilities.

Since PA education is rooted in providing team-based care, PAs are particularly suited to the
patient-centered medical home. As key members of the team, PAs can help to ensure continuity,
comprehensiveness, and coordination of care, working with family physicians and other health care
professionals.

Examples of PA roles in medical home practices illustrate the flexibility of the physician-PA team:

. In a small family practice in Maine, with one physician and one PA, each has his own panel
of patients, and each manages urgent care and chronic disease patients, covering for one
another as needed to maintain their open access schedule.

. A PA in family medicine manages a clinic in rural upstate New York. The community owns
the clinic and employs the PA and a supervising physician. The PA is the primary provider
and patient care team leader in the clinic. The supervising physician, who runs a family
practice in the next town, provides oversight, is available to the PA by phone, and stops in
several times a week. This PA’s practice is recognized as a patient-centered medical home
in one of the state’s pilot programs.

. In a larger practice near Albany, New York, a PA spends about half her day seeing her own
panel of assigned patients and about half her day on acute same-day patients, helping to



limit patient waiting time.
. A large Wisconsin health system has organized its primary care physicians and PAs into

teams of 2-3 physicians and 1-2 PAs, placing each team or “pod” into its own hallway, and
using one particularly high-performing physician-PA team as the model for the practice.
The patients choose their primary provider but get to know all the clinicians on the team,
which helps with continuity and efficiency.

Position Statements of the AAFP and AAPA

Because family physicians and PAs practice in teams providing medical care to patients, they
experience many of the same professional challenges, making it an easy task to find common ground
on which to develop the following policy statements.

1. AAFP and AAPA believe that family physicians and PAs working together in a team-oriented
practice, such as the patient-centered medical home, is a proven model for delivering
high-quality, cost-effective patient care. National and state legal, regulatory, and payment
policies should recognize that PAs function as primary care providers in the patient-centered
medical home as part of a multidisciplinary, physician-directed clinical team.

AAPA and AAFP support practice models, such as the patient-centered medical home, where there is
joint communication and decision-making to meet the health care needs of patients. Such models
require a shared commitment to achieving positive patient outcomes, a mutual understanding of each
team member’s roles, and effective communication.37 In every practice model, all professionals should
ensure that patients are given the name and title of every person who treats them. This essential part of
patient care in any practice takes on even more significance in integrated practices, such as the
patient-centered medical home, where team care is the norm.

According to the Institute of Medicine, enhanced infrastructures are needed to ensure effective and
timely communication among patients and clinicians in order to improve the quality of patient care.37

Since communication is vital to the success of every physician-PA team, better health information
technology will help to support their practices, particularly those where PAs and family physicians are
in separate locations. Computer networks and the use of information technology, medical linkages,
and long-distance learning and consultation will provide opportunities to enhance communication
about patient diagnosis and treatment. Ideally, such technology should ensure the availability of
clinical information at the point of care for all providers and patients. AAFP and AAPA support the
use of electronic health records as one critical element of the infrastructure needed to facilitate
communication among members of an effective health care team. The availability of such
communication systems will enhance opportunities for primary care services to be delivered by
integrated teams of providers.

AAPA and AAFP recognize the paucity of research about integrated practice as an opportunity to
develop educational resources for each organization’s members about professional roles, including
delegation and supervision and use of information technology to enhance communication. Innovative
models of health care delivery, such as the patient-centered medical home, could serve as examples for
such educational efforts. AAFP and AAPA also advocate for research to develop effective systems of
teamwork and co-management of patients among family physicians and PAs.

2. AAFP and AAPA encourage interprofessional education of medical students, family medicine
residents, and PA students throughout their educational programs.

To foster interprofessional practice, the AAPA and AAFP encourage innovative education programs
emphasizing the team approach in medical schools, residency programs, and PA education programs.
Medical students, family medicine residents, and PA students must be adequately prepared to work as
part of a health care team in order to provide optimal patient-centered care. Interprofessional education
will help students and residents better understand the overlapping and complementary skills of the
various fields and the importance of interprofessional teams. Communication across disciplines is also
extremely important and is best learned during training.



National health care workforce policies should ensure health care providers are adequately educated to
work within interprofessional teams. Efforts should focus on providing interprofessional education to
both practicing and future clinicians. AAFP and AAPA support policies and funding to explore the
effectiveness of interprofessional education, which could include incorporating joint coursework and
clinical experience opportunities into educational curricula for medical and PA students; employing
faculty from both PA schools and schools of medicine to teach PA and medical students; and offering
joint continuing education programs for PAs and family physicians through both in-person and off-site
learning.

3. AAPA and AAFP encourage education programs of both professions to expand family
medicine rotation sites for PA students, medical students, and residents.

Family physicians often serve as preceptors for students in PA education programs. As preceptors,
they become involved in the teaching process and are able to evaluate the skills and abilities of PAs.
This function is beneficial to both the preceptor and the PA, as many preceptors go on to hire PAs for
their practice. Due to their generalist education and comprehensive approach to care, family
physicians are particularly well equipped to serve as faculty and preceptors for PA programs and such
opportunities should be promoted.

4. AAPA and AAFP should continue to be represented on the accrediting and certifying bodies
of the PA profession (ARC-PA and NCCPA, respectively).

AAFP and AAPA remain committed to their participation on the ARC-PA, the independent body
authorized to accredit qualified PA educational programs leading to the professional credential,
Physician Assistant. Both organizations cooperate with the ARC-PA as collaborating organizations to
establish, maintain, and promote appropriate standards of quality for entry-level education of PAs and
to accredit educational programs that meet the minimum requirements outlined in these standards.

AAPA and AAFP also share a commitment to continue their participation on the NCCPA, the only
nationally recognized certifying body for PAs in the United States. Certification by NCCPA indicates
satisfactory completion of an accredited PA educational program and passage of the national
certification examination. The exam is administered by NCCPA for entry

into the PA profession.

5. AAFP and AAPA believe that national workforce policies should ensure adequate supplies of
family physicians and PAs in family medicine to improve access to quality care and to avert
anticipated shortages of primary care clinicians.

The PA and family medicine communities both are confronted with workforce issues of predicted
clinician shortages and increased proportions of clinicians practicing in subspecialties. A 2008 study
predicted a shortage of 35,000-44,000 adult primary care physicians by 2025.10 The latest figures from
the Association of American Medical Colleges predict 45,000 too few primary physicians by 2020.38

Data suggest that greater use of PAs is not expected to make up the shortfall.10,11,12,13

AAPA and AAFP are concerned about the level of student interest in careers in family medicine. Fifty
years ago, 50 percent of medical graduates chose primary care practice. Today 37 percent of
physicians specialize in primary care. Only 30 percent of graduating medical students choose a
primary care residency, a percentage that continues to drop.39 Despite a recent uptick in interest seen
among new PA graduates, some PA students show initial interest in primary care but decide to go into
other specialties and subspecialties. As the number of family medicine practices has decreased, the
opportunities for PAs to work in family medicine also have contracted. Both organizations are
committed to reversing this decline and encourage workforce development to ensure that there are
adequate numbers and types of health professionals to meet the needs of the population.

6. AAPA and AAFP promote flexibility in federal and state regulation so that each medical



practice determines within a defined spectrum appropriate clinical roles within the medical
team, physician-to-PA ratios, and supervision processes, enabling each clinician to work to the
fullest extent of his or her education and expertise.

The physician-PA team is a unique model in the health care world – highly educated physicians
overseeing the practice of skilled clinicians who, with a high degree of delegated autonomy, provide
medical care to patients. The most effective teams are defined by family physicians and PAs at the
practice level to maximize skills of the providers and meet patient needs. Flexibility in federal and
state regulations enables physicians to delegate appropriate duties to PAs based on their own
assessment of each PA’s knowledge, skills, and abilities within their scope of practice.
Physician-to-PA ratios and the supervision process should not be restricted in state or federal law.
Instead, they should be determined by the physicians, PAs, and facilities involved, based on the needs
of the practice and the community. Legislation may provide general boundaries within which
physician-to-PA ratios may fall and other guidance for prudent practice.
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Family Physicians' Creed

Family Medicine, Scope and Philosophical Statement

Family Medicine, Undergraduate Training in

Family Medicine Department, Definition

Family Medicine Interest Groups
The AAFP should continue to monitor those factors necessary to determine on a regular basis the need
for family physicians, enabling the Academy to establish the areas of highest priority for education in
family medicine.

The Academy should continue its high level of support for education in family medicine residency
programs and family medicine departments and divisions in medical schools. Such support could
include:

1 . Enhancing the teaching skills of practicing physicians who work with family medicine
residents and medical students, through the establishment of teaching skills' workshops and
being supportive of efforts with similar goals sponsored by the other academic family
medicine organizations.

2 . Continuing to support the activities of the Residency Program Solutions, which helps
residency programs continually assess and improve the quality of their educational
programs.

3 . Monitoring the practice locations and practice scope of graduates of family medicine
residency programs to assure that the public's needs continue to be met.

4 . Encouraging and recognizing innovation in training that ensures future family physicians
will meet the needs of their patients in the context of their communities.

The Academy must maintain the family physician's primary role in the delivery and management of
health care, emphasizing continuing and comprehensive care and keeping the focus on the patient and
quality of care regardless of the configuration of the health care delivery system.

(1974) (2009 COD)

Family Physicians' Creed
See also:

Family Physician, Definition

Family Medicine, Definition of

Family Medicine, Scope and Philosophical Statement

Family Physician

AAFP Mission Statement

Family Physicians Workforce and Residency Education



. Creed, Use of

. Printed Materials

. Resale/Give-A-Way Materials

I am a family physician

one of many across this country.

This is what I believe:

You, the patient

are my first professional responsibility

whether man, woman or child

ill or well

seeking care, healing or knowledge.

You and your family deserve

high quality, affordable health care

including treatment, prevention

and health promotion.

I support access to health care for all.

The specialty of family medicine

trains me to care for the whole person

physically and emotionally, throughout life

working with your medical history and family dynamics

coordinating your care with other physicians when necessary.

This is my promise to you.

Creed, Use of
As the family physicians’ creed was copyrighted by the American Academy of Family Physicians in
1994, its use is strictly governed.

Printed Materials
The family physicians’ creed may not be reproduced on plaques, postcards, journals, displays,
audiovisual presentations, signs or other materials without prior approval by the AAFP Membership
Division director. Such requests must be submitted in writing to Academy headquarters and include a
detailed explanation for its use and sample when possible.

Resale/Give-A-Way Materials
The family physicians’ creed may be used by the AAFP national office and its constituent and
component chapters, on resale items and by members as give-a-way items which are in good taste, as
determined by the AAFP Membership Division director. Such requests must be submitted in writing to
Academy headquarters and include a detailed explanation for its use and a sample when possible. No
outside entity may reproduce the family physicians’ creed without written permission of the AAFP.



Reproduction of the creed must contain the following attribution at the bottom of the reproduction:
Printed with permission of the American Academy of Family Physicians, Copyright 1994 AAFP.

(1994) (July 2011 Board)

Fees, Global Surgical
See also:

Fees, Excessive

Fee-splitting

Fees for Patient Education

Fees to Physicians for Referrals to Other Health Care Professionals
The American Academy of Family Physicians defines a global surgical fee as payment to the primary
operating physician for all surgically-related services rendered to the patient for that specific condition
from the date of an operation through a specified number of days following surgery. The fee does not
include preoperative visits, except for one related evaluation and management encounter, subsequent
to the decision for surgery, on the date immediately prior to or on the date of the procedure (including
history and physical). It also does not include care for post-operative complications except those
frequently associated with the specific surgical procedure. When medically indicated, additional
payment to an assisting physician should be made for the intraoperative portion of such care. Also,
pre-operative evaluations provided by family physicians not performing the procedure should be paid
separately outside the global surgical fee. (1984) (2009 COD)

Excessive Fees
See also:

Fees, Global

Fee-splitting

Fees for Patient Education

Fees to Physicians for Referrals to Other Health Care Professionals
The AAFP is opposed to excessive fees charged by any physician, and in particular the overpricing of
many procedural services. Each physician should make his/her own charges and be compensated for
services rendered. However, each physician should be able to explain the basis for his/her fees.

The family physician, as the patient's advocate in health care quality and cost-effectiveness, should
help the patient by selecting qualified consultants who charge reasonable fees and by advising the
consultants of the need for special economic considerations for a financially disadvantaged patient.
(1985) (2009 CoD)

Fee-splitting
See also:

Fees, Excessive

Fees, Global

Fees for Patient Education

Fees to Physicians for Referrals to Other Health Care Professionals
The AAFP is firmly opposed to the practice of fee-splitting. The AAFP defines fee-splitting as any
division of fees without the full knowledge of the patient and with the intent of influencing the choice



of physician, consultant, assistant or treatment on any other basis than that of the greatest good of the
patient. (1952) (2009 CoD)

Fees for Patient Education
See also:

Education, Patient

Fees, Global

Fees to Physicians for Referrals to Other Health Care Professionals

Fee-splitting

Fees, Excessive
The AAFP strongly supports and encourages adequate payment for patient education services that the
family physician identifies as important to the health of the patient. At a minimum, these services
include patient education for chronic conditions, lifestyle counseling, and instruction in complex
regimens that the patient must learn.

The AAFP notes that the efficacy and cost-effectiveness of patient education have been well
documented for some diseases such as diabetes and it calls for continuing research on the effectiveness
and cost savings of patient education in the prevention of disease and in the management of illness.
(1981) (2008)

Fees to Physicians for Referrals to Other Health Care
Providers
See also:

Fees, Excessive

Consultations and/or Referrals, Mandatory

Fees, Global

Fees for Patient Education

Fee-splitting
It is improper for physicians to receive payment from an entity, including non-monetary items of
value, to induce or reward the generation of business by that entity. This policy is not intended to
preclude any safe harbors defined within the context of the Federal Anti-Kickback legislation, Stark
legislation, accountable care organization contracts, bundled episodes of care payment, or other
similar business arrangements, such as legal gain sharing agreements or risk contracts. (1991) (2011
COD)

Fellowship, Definition
See also:

Certificates of Added Qualification (CAQ)
A fellowship is a post-family medicine residency period of structured training leading to additional
knowledge and expertise in a particular area, which may or may not be a Certificate of Added
Qualification. (May 2011 Board) (2011 COD

Female Genital Mutilation
See also:



Child Abuse

Children's Health
The AAFP supports legislation to eliminate the performance of female genital mutilation in the United
States and to protect young girls and women at risk of undergoing the procedure.

Family physicians who are requested to perform female genital mutilation on a patient should refuse,
and provide culturally sensitive counseling to educate the patient and her family members about the
negative health consequences of the procedure and discourage them from having the procedure
performed. Where possible, physicians should refer the patient to social support groups that can help
them cope with changing societal mores. (1998) (2010 COD)

Firearms, Handguns and Assault Weapons Laws
See also:

Firearm Safety

Violence (Position Paper)

Violence as a Public Health Concern
The Academy supports strong and robust enforcement of existing federal, state, and local laws and
regulations regarding the manufacture, sale and possession of guns. Increased efforts to enforce
current laws on illegal gun trafficking should have high priority for federal, state, and local law
enforcement agencies.

The American Academy of Physicians opposes private ownership of assault weapons.

The Academy strongly supports legislation restricting unsupervised access to both firearms and
ammunition by children under 18 years of age.

The Academy supports efforts to evaluate the effectiveness of regulations, interventions, and strategies
for preventing injuries and fatalities caused by firearms. (1995) (2011 COD)

Firearm Safety
See also:

Firearms, Handguns and Assault Weapons Laws

Violence as a Public Health Concern
Approximately half of all American households have guns. Many of these firearms were purchased for
reasons such as hunting or protection. Firearms education of both adults and children decreases the
likelihood of unintentional injury or death and is recommended particularly in homes where firearms
are kept.

The American Academy of Family Physicians urges support of legislation that requires utilization of
operative trigger locks and that requires storing firearms locked away and unloaded. (1998) (2005)

First Dollar Coverage for Preventive Care
The American Academy of Family Physicians (AAFP) recommends that all health insurance plans,
including high-deductible health plans (HDHP), provide first dollar coverage for age, gender, and
risk-appropriate preventive services as recommended in the AAFP "Summary of Recommendations
for Clinical Preventive Services," without subjecting such coverage to a deductible or co-insurance.
(1999) (2012 COD)



Fitness
See also:

Physical Activity

Sports Medicine, Health and Fitness

Health Care Costs, Principles Regarding Cost Effectiveness

Ultimate Fighting and Disabling Competitions
Fitness is a condition of optimal health, regardless of age, culture or disabilities that encompasses
three key components: physical activity, healthy eating and emotional well-being.

The promotion of fitness is an integral component of preventive care, risk reduction, and disease
management. Family physicians are uniquely positioned to promote fitness among their patients, their
office staff, and their community. Family physicians and their office staff can serve as role models for
healthy lifestyles by personally engaging in healthy behaviors and advocating for fitness in their
communities.

Family physicians are encouraged to open a dialogue with their patients about fitness, encourage
fitness by recommending simple changes, and capitalize on the "teachable moments" during patient
visits.

(2006) (2011 COD)

Fluoridation of Public Water Supplies
See also:

Dental Services
Fluoridation of public water supplies is a safe, economical, and effective measure to prevent dental
caries. Family physicians should know the fluoride content of local drinking water supplies, should
educate patients to prevent excessive fluoride intake, and be knowledgeable about the health risks and
benefits associated with fluoride. Dietary fluoride supplements should be considered for children from
ages six months through 16 years when drinking water levels are suboptimal. (1993) (2008)

Framework Convention on Tobacco Control (FCTC)
The American Academy of Family Physicians supports the World Health Organization Framework for
Convention on Tobacco Control. (April Board 2009)

Reasonable Choice
See also:

Health Plans

Health Care Delivery Systems

AAFP Mission Statement
The American Academy of Family Physicians (AAFP) supports physicians and patients in making
personal choices regarding their participation in the healthcare system as a fundamental principle.

Patients
Patients should have reasonable freedom to select their physicians and healthcare delivery system.
Importantly, whenever making a choice, one must be well-informed on the options available and



possible effects of, and responsibilities involved with, each option. To this end, all medical and
pharmacy plans should, to the fullest extent possible, provide transparency regarding:

. coverage;

. network, including credentials and quality of care of participating providers;

. restrictions on patient access to services or goods; and

. price and patients’ financial responsibility (including premium, deductible, and copayments)

Special circumstances may render limitations on choice; however, such circumstances should be
clearly explained and free from coercion (e.g., free clinics, Medicaid service limitations, drug
formularies, etc.).

Physicians
Physicians should have reasonable freedom in the context of patient values, evidence-based care,
quality, and value options, to determine where and how to provide ethical medical care. Similarly,
physicians should be free to determine, assess, and collect reasonable and appropriate fees for their
services. In making such determinations, physicians should be mindful of the ethical precepts of the
profession and individual circumstances of their patients. In some instances, physicians may opt to
provide charity or courtesy care.

Public Policy
The AAFP notes that although it is proven that a strong primary care-based health system yields both
better outcomes and lower cost, the current U.S. healthcare system has serious obstacles to changing to
a strong primary-care based system. A variety of public policy incentives should be developed to
strengthen primary care’s long-term viability. Such incentives should be adequate to create reasonable
freedom of choice for those entering medical careers. In addition, the AAFP believes all insurance
networks should actively recruit most local family physicians to preserve and protect ongoing
patient-physician relationships, and should not restrict or limit, on an arbitrary basis, family physicians
from applying to or participating in any health care plan as well as not limit services offered by family
physicians. (1985) (2009 COD)

"Frontier Areas," Medical Care Roles
See also:

Rural Health Care, Access to

Complementary Practice

Rural Health Care in Medical Education

Rural Health Care, Obstetrics/Perinatal Care

Rural Health Care, Telemedicine

Rural Practice, Keeping Physicians in (Position Paper)
The AAFP supports the concept of the designation of frontier areas (defined as counties with six or
fewer people per square mile) as a means of recognizing unique problems and encouraging innovative
approaches to health care delivery.

The AAFP further recognizes the unique skills and training requirements for competent frontier
practice, and encourages ongoing development of appropriate training programs to produce competent
frontier physicians.

Furthermore, the AAFP realizes the critical role of the practicing frontier family physician delivering
appropriate emergency and primary health care services to frontier communities, and supports
innovative solutions to providing accessible, affordable care in these areas.

The AAFP strongly supports the inclusion of physician representation in further development by the
National Rural Health Association (NRHA) and other solutions and strategies for better health care in



frontier areas.

The AAFP cautions that care should be taken in broadening the role of non-physician providers under
state licensure when addressing the special health care needs of frontier areas. Midlevel practitioners
should work only under the direction and responsible supervision of a practicing licensed family
physician with skills and training in frontier medicine. Nonetheless, these communities are best served
by family physicians with such skills and training.

(1986) (2009 COD)

Gender Equity on Prescription Drug and Diagnostic
Testing Coverage
See also:

Reproductive Decisions

Discrimination, Patient
Employers and health plans should not discriminate by actual or perceived gender in the provision of
health care benefits including a) prescription drugs and devices, b) elective sterilization procedures,
and c) diagnostic testing. These benefits should be covered under the same terms and conditions as
other prescription drugs, devices, elective surgeries, and diagnostic testing. (2002) (2011 COD)

Generic Drug Pricing - AAFP Legislative Stance
See also:

Drugs, Generic

Drug Identification

Drug Substitution, Therapeutic

Drugs, Prescribing

The American Academy of Family Physicians supports legislation insuring the availability of
effective, safe and affordable medications. (2002) (2008)

Global Warming and Air Pollution
See "Climate Change and Air Pollution"

Good Samaritan Law
See also:

Emergency Medical Care
The AAFP approves of legislation that would grant immunity from civil actions for alleged negligence
to any licensed doctor of medicine or osteopathic medicine who in good faith renders emergency care
without compensation and through its constituent chapters seeks such legislation whenever and
wherever it can be constitutionally sustained. (1960) (2008)

Hate Crimes
See also:



Violence (Position Paper)

Violence, Bullying

Violence as a Public Health Concern

Family and Intimate Partner Violence and Abuse

Violence, Illegal Acts Against Physicians and Other Health Professionals
The AAFP acknowledges hate crimes as a specific and distinct health risk for certain subsets of our
patients. The AAFP supports the development and institution of hate crimes laws that seek appropriate
punishment of perpetrators of crimes motivated by hate. (2003) (2009 CoD)

Health Benefits
See also:

Family, Definition of

The American Academy of Family Physicians supports the equality of health benefits to all
individuals within the context of the AAFP definition of family. (1996) (2008)

Health Care
See also:

Health Care, Correctional

Health Care, Cross-Cultural

Health Care for Everyone: The AAFP Plan
The Academy supports the concept of basic health care services to all people of the world regardless
of social, economic or political status, race, religion, gender or sexual orientation. (B1986)

The AAFP encourages its members to continue the voluntary delivery of medical care without charges
or at reduced charges to the financially disadvantaged. (1983) (2011 COD)

Health Care Costs, Methods for Reducing
See also:

Health Care

Family Physicians, Role and Production of

Performance Measures Criteria

Hospital Medical Staff, Economic Credentialing
The Academy should continue to educate physicians concerning the issue of medical liability risk
management in an effort to reduce the incidence of medical liability suits. The Academy should also
increase its public education efforts by linking the high costs of medical liability insurance to the
escalating cost of medical care.

The Academy should maintain its efforts to provide public education which emphasizes the
responsibility of the individual patient for his/her personal health and for rising health care costs. This
campaign should emphasize the positive effects of exercise, nutrition and highway safety and the
detriments of drug and substance abuse, obesity and smoking.

The Academy should continue to support mechanisms for training increased numbers of family



physicians who emphasize health promotion and disease prevention, thereby avoiding more costly
hospital care, and who are uniquely qualified to provide appropriate, cost-effective care to the people
of America.

The Academy will continue as the representative of the patient -- the patient's advocate -- in
negotiating with the government, and will continue to stress quality control, rather than cost
containment, as the primary goal of regulation. The Academy further believes that each practicing
family physician should set a practice example exemplary of high quality family medicine with careful
attention to self-imposed cost containment. (1977) (2009 COD)

Health Care Delivery Systems
See also:

Reasonable Choice

Health Care
The AAFP supports universal access to basic health care services for all people. The AAFP believes
this goal can be attained with a pluralistic approach to the financing, organization, and delivery of
health care. A pluralistic health care delivery approach naturally involves competition based on
quality, cost, and service.

The AAFP believes the goal of any health care delivery system should be to foster optimal health
outcomes by providing cost-effective, patient-centered, quality care with a service emphasis. Health
care delivery systems should be designed to motivate patients and health care providers to make
decisions consistent with this goal.

The AAFP supports the physician and patient option to choose any ethical health care delivery system.
Because this policy advocates choice, the AAFP encourages its members to be well-informed about
the continuously evolving health care delivery system options available to them and their patients. The
AAFP also encourages its members to help their patients choose options that promote the above goals
and that maintain the unique partnership embodied in the physician-patient relationship. To further
support the goal, health care delivery systems should support physicians’ responsibilities to treat,
comfort, and educate patients, while encouraging family physicians to be the patient’s primary
physician. (1998) (2010 COD)

Health Care Facility Visitation Rights of Patients
Ethics and Advance Planning for End-of-Life Care
The AAFP supports the rights of patients to designate hospital and other health care facility visitors,
including individuals designated by legally valid advanced directives, to privileges that are no more
restrictive than those of immediate family members. Consideration should be taken if there is
suspicion of domestic violence.

(2011 COD)

Health Care for All: A Framework for Moving to a
Primary Care-Based Health Care System in the United
States
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. Benefits

. Payment

. Summary

. References

Introduction
The health care system in the United States is a non-system of uncoordinated, fragmented care,
emphasizing intervention, rather than prevention and comprehensive management of health. Health
care costs are rapidly increasing, access is declining, and quality is far from ideal.1

The number of uninsured people in the United States is staggering, approximately 45.7 million
according to the US Bureau of the Census of 2007.2 While the number decreased slightly from 2006,
because of additional children eligible for the State Children’s Health Insurance program, the number
of people insured through their employers decreased. Ensuring that all people in the United States
have health care coverage is essential to moving toward a healthier and more productive society.
However, as noted by the Commonwealth Fund, the design of a system to provide health care
coverage to all people “will have a deep impact on its ability to make sustainable and systematic
improvements in access to care, equity, quality of care, efficiency, and cost control.”3

The key to change is to reinvigorate the primary care infrastructure in the US, to redesign the manner
of primary care delivery, and to re-emphasize the centrality of primary care. Compelling research
indicates that the ever-increasing focus of resources on specialty care has created fragmentation,
decreased quality, and increased cost. Studies confirm that if primary care practices redesign how they
operate such that they are more accessible, promote prevention, proactively support patients with
chronic illness, and engage patients in self-management and decision-making, health care quality
improves along with the cost efficiency of care.4

Primary care is the only entity charged with the longitudinal continuity care of the whole patient, and
it is the primary care relationship and comprehensiveness that has the most effect on health care
outcomes. However, the current United States health care system fails to deliver comprehensive
primary care because of the way primary care is financed.

According to the Center for Evaluative Clinical Sciences at Dartmouth, states in the US that rely more
on primary care have lower Medicare spending (inpatient reimbursements and Part B payments),
lower resource inputs (hospital beds, ICU beds, total physician labor, primary care labor, and medical
specialist labor) lower utilization rates (physician visits, days in ICUs, days in the hospital, and fewer
patients seeing 10 or more physicians), and better quality of care (fewer ICU deaths and a higher
composite quality score).5

The Patient-Centered Medical Home (PCMH) is an approach to providing comprehensive primary
care for children, youth, adults and the elderly. The PCMH is a health care model that facilitates
partnerships between individual patients, their personal physicians, and when appropriate, the patient’s
family. Each patient has an ongoing relationship with a personal physician trained to provide first
contact then continuous and comprehensive care. The personal physician leads a team of individuals at
the practice level, and beyond, who collectively take responsibility for the ongoing care of patients.6

Fundamental change is required to shift the direction of the US health system toward one that covers
all people and emphasizes comprehensive primary care and coordinated care through the
patient-centered medical home. Resources must be deployed to achieve the desired results. Payment
policies must change. Workforce policies must be addressed to ensure a strong cadre of family
physicians, other primary care physicians and non-physician clinicians so integral to a high
functioning health care team. Congress must enact comprehensive legislation to achieve this change. If
Congress only addresses the uninsured and fails to fundamentally restructure the system to promote
family medicine and primary care, a solution will not be reached.
Goal
To provide health care coverage to everyone in the United States through a primary care based system



built on the patient-centered medical home.
Key Elements of the Framework

. Everyone will have health care coverage, including catastrophic protection

. Everyone will have a patient-centered medical home

. Health care will be a shared responsibility of individuals, employers, government, and the
private and public sectors

Coverage
Everyone in the United States will have health care coverage. This will be achieved only if Congress
enacts legislation requiring health care coverage for all, with a primary care benefit design featuring
the patient-centered medical home, and a payment system to support it.
Patient-Centered Medical Home
The patient-centered medical home, as described in the Joint Principles of the Patient-Centered
Medical Home, will be the basis of the health care system. Patient-centered medical homes will be
designated by a process such as the Physician Practice Connection – Patient-Centered Medical
Home&#174; recognition program of the National Committee on Quality Assurance (NCQA).
Benefits
Primary care will be provided through the patient-centered medical home with benefits provided in the
following manner:

1 . The following services will have no financial barriers (co-payments):

a . Primary care provided by or through the medical home
b . Prenatal care
c . Well-child care
d . Immunizations
e . Basic mental health care
f . Evidence-based preventive services
g . Chronic care management
h . Hospice Care

2 . The following services will have shared financial responsibility (co-payments) UNLESS
they are coordinated through the patient-centered medical home:

a . Medications
b . Hospitalizations
c . Durable medical equipment
d . Emergency department visits
e . Consultations and referrals
f . Diagnostic tests and procedures
g . Long-term care
h . Other ambulatory-based care such as outpatient surgery and procedures

3 . The following services will be the financial responsibility of the patient:

a . Elective Cosmetic procedures
b . Dangerous therapies
c . Therapies whose risks outweigh their benefits

4 . Coverage will include protection from financial ruin from health care costs above a
specified level of out-of-pocket spending.

Payment
The payment structure will be based on the following blended payment model:

1. Fee for Service

Fee-for-service payments will continue for face-to-face visits. (Payments for care management
services that fall outside of the face-to-face visit, as described below, should not result in a reduction
in the payments for face-to-face visits). These payments encourage physicians to remain accessible to



patients.

2. Care Management Fee

All levels of patient-centered medical homes will receive payment, through a care management fee.
The amount of the fee will increase for each of the levels of designation as noted above in the
discussion of the patient-centered medical home. The monthly care management fee will reflect the
value of physician and non-physician staff patient-centered care management work that falls outside of
the face-to-face visit, and coordination of care both within a given practice and between consultants,
ancillary providers, and other health care providers. The care management fee should support adoption
and use of health information technology for quality improvement and provision of enhanced
communication access such as secure e-mail and telephone, recognize the value of physician work
associated with remote monitoring of clinical data using technology, and take into account case mix
differences in the patient population being treated within the practice. Further, the payment model will
be supported by better coordination of care associated through the patient-centered medical home.

3. Pay for Performance

A performance-based payment will recognize achievement of quality and efficiency goals through pay
for reporting and pay for performance mechanisms.
Summary
This framework to move the United States toward a primary care based health care system where all
people have coverage, are provided a patient-centered medical home, have primary care-oriented
benefits and are protected from financial ruin can be achieved only if Congress acts to ensure that
these policy objectives are implemented. All people in the United States must have health care
coverage, but this is not sufficient to address issues of access, quality and cost. A fundamental change
in the health care system to move toward a primary care based system is essential to improvements in
access, quality and cost. Extensive worldwide research supports the value of a primary care based
health care system in which all people are covered.7 The framework is grounded upon the documented
value of primary care in achieving better health outcomes, higher patient satisfaction, and more
efficient use of resources. Only through this framework of health care coverage for all that is
foundationally built on primary care with the patient-centered medical home as the basic building
block will the United States achieve the type of health care system that our people need and our Nation
deserves.
References

1 . Crossing the Quality Chasm: A New Health System for the 21st Century, Institute of
Medicine, Washington, D.C., 2001 and To Err is Human: Building a Safer Health System,
Institute of Medicine, Washington, D.C., 1999.

2 . U.S. Bureau of the Census. Income, poverty, and health insurance coverage in the US.
Washington, DC: U.S. Department of Commerce, Bureau of the Census:2007.

3 . Collins S, Schoen C, Davis K, Gauthier A, Schoenbaum S. A Roadmap to Health Insurance
for All, Principles for Reform. The Commonwealth Fund, October 18, 2007.

4 . The Patient Centered Medical Home – Employer’s Guide. Patient Centered Primary Care
Collaborative, 2008.

5 . Dartmouth Atlas of Health Care, Variation among States in the Management of Severe
Chronic Illness, 2006

6 . Joint Principles of the Patient Centered Medical Home, American Academy of Family
Physicians, American Academy of Pediatrics, American College of Physicians, American
Osteopathic Association, 2007.

7 . A summary of evidence may be found at http://www.pcpcc.net/content/evidence-quality,
and copies of key studies may be found at
http://www.aafp.org/online/en/home/policy/familymedvalue.html.

Health Care for Everyone: The AAFP Plan
See also:



Access to Comprehensive Care

Medically Underserved

Medicare Reform

Health Care Delivery Systems

Reporting on Residency Status of Patients

. Introduction

. “HEALTH CARE FOR EVERYONE”: THE AAFP PLAN

. ESTIMATED COSTS OF THE “HEALTH CARE FOR EVERYONE” PLAN

. Recommendation

. References

. Appendix A

Introduction
The AAFP Board of Directors created a Task Force on health care for everyone in the United States in
response to directions received from the 2005 Congress of Delegates.

This Board Report constitutes the board’s response to the direction given by the 2005 Congress.

In considering the challenges of the health care system, particularly in view of the aging of the
population, it has become apparent that perpetuating a system of uncoordinated, fragmented care,
emphasizing intervention rather than prevention and comprehensive management of health, will
perpetuate the crisis of uncontrollable system costs, without concomitant improvements in quality.
Increasing costs will result in fewer people being able to get the health care they need. Therefore, the
focus of the work of the Task Force has been to create the necessary framework for major system
change and to determine the overall cost for such an approach.

System Improvement

The key to change, we believe, is the patient-centered medical home, as embodied in the “Joint
Principles of the Patient-Centered Medical Home” promulgated by the AAFP together with the
American Academy of Pediatrics (AAP), the American College of Physicians (ACP), and the
American Osteopathic Association (AOA) in February 2007. Everyone should have a patient-centered
medical home: a well-trained personal physician (ideally a family physician) operating in a
technologically sophisticated, quality driven, safety conscious, team-based, physician-directed practice
and providing or coordinating all needed care.

For the proper functioning of such medical homes, several environmental conditions are needed and
should be promoted vigorously, including these:

. Workforce reform and medical liability reform as called for by current AAFP policy,1,2

. Freedom from the burdens of excessive regulation, punitive payment arrangements, and
unnecessary administrative complexity,

. Technological advancements such as broadly interoperable health information systems and
point-of-care claims adjudication.

“HEALTH CARE FOR EVERYONE”: THE AAFP PLAN

 
Goal

To provide health care to everyone in the United States through a system based on the patient-centered
medical home.

Elements of the plan



Elements of the plan include:

. Everyone will choose or be assigned to a medical home.

. Use of the medical home will be voluntary, although incentives will be provided to
encourage its use.

. People will be protected from financial ruin caused by health care costs.

Patient-centered medical home

The patient-centered medical home will be the basis of the system. Primary care practices will be
recognized or designated as medical homes by an appropriate external entity. To be designated a
medical home, a practice will need to meet criteria decided upon by the AAFP, the AAP, the ACP, and
the AOA together with this entity. To be a medical home, for instance, a practice should be required to
have an interoperable electronic health record by date certain.

Everyone will be required to select a medical home. If the individual does not select one, it will be
assigned at the point the person enters the health care system. Individuals will periodically be
permitted to change medical homes.

The individual will not be required to obtain care through the medical home, but incentives will
encourage its use. Such incentives will include the absence of co-payments and deductibles for
services provided by or through the medical home.

Services and payment strategies

Services and payment strategies include:

1. The individual will encounter no financial barriers to receiving any of the following services:

. Primary care provided by or through the medical home

. Prenatal care

. Well-child care

. Immunizations

. Evidence-based preventive services

. Hospice care

Services in this group will be paid for by care management fees, fee-for-service payment with no
co-payment required, and, if necessary, pay-for-performance incentives based on nationally accepted,
evidence-based performance measures.

2. The individual will share financial responsibility for the following:

. Medications

. Hospitalizations

. Durable medical equipment

. Emergency department visits

. Consultations and referrals

. Diagnostic tests and procedures not performed in the patient’s medical home

. Long-term care

Services in this group should be paid on a fee-for-service basis with co-payments and deductibles
applied. When personal out of pocket spending for these health care services exceeds a certain
threshold (for example, $5,000 per family per calendar year) catastrophic financial protection will be
provided.

3. The individual will be solely responsible for paying for the following services:



. Cosmetic procedures

. Dangerous therapies and those, such as chelation therapy, whose risks outweigh their
benefits

Care management fees

A per-member-per-month payment will support the medical home infrastructure for each patient,
while fee-for-service payments cover the cost of face-to-face care. The care management fee will
cover non-face-to-face services such as referrals, prior authorizations, pharmacy/PBM contracts, and
e-mail. The amount necessary to cover these costs will be part of various pilots to determine what is
appropriate. The Lewin Group report used an amount of approximately $15 to model the impact of the
patient centered medical home on health care costs.

Pay for performance

If pay for performance becomes part of the new system, it would have three phases, with the greatest
rewards concentrated in the first (and easiest to qualify for) phase and progressive but smaller
increases with each more demanding subsequent phase. For instance, the highest proportional payment
would be for participation, reporting and/or use (e.g, for using an electronic health record). The next
level of increase would be for demonstrating improvement, and the final level would pay for achieving
targeted thresholds. This arrangement will reward a “culture of improvement” in a practice.

ESTIMATED COSTS OF THE “HEALTH CARE FOR EVERYONE” PLAN

Cost Analysis for the Medicare Population

The cost to the Medicare program of the care management fee is estimated as shown in Table 1, based
on Medicare trustees’ projection of the Part B enrollment for 2007 through 2015 and assuming a fee of
$15 per beneficiary per month (i.e., $180 per beneficiary per year):

Table 1: Medicare Costs of Care Management Fee

Year Part B Enrollment (000) Cost of Care Management Fee
(000)

2007 40,735 $7,332,300
2008 41,478 $7,466,040
2009 42,261 $7,606,980
2010 43,019 $7,743,420
2011 43,889 $7,900,020
2012 45,095 $8,117,100
2013 46,440 $8,359,200
2014 47,721 $8,589,780
2015 49,045 $8,828,100
Total $71,942,940

Thus the additional cost to Medicare for a medical home model will average $8 billion per year. These
costs will be offset in part or in whole, however, by savings to other parts of Medicare (e.g., Parts A
and D) resulting from implementation of the medical home concept. United States and international
evidence about the importance of having a primary care physician suggests that implementation of the
medical home concept under Medicare will result in reduced emergency department and hospital use,
fewer tests, lower medication use, and smaller care-related costs both for acute care and for chronic
care.

People who have a family doctor have better self-reported health and higher quality care than those
who don’t. Chronic care models, particularly the one that underpins the academy’s policy as reflected
in “Knowledge Bought Dearly,” predict a cost savings of $200 to $500 per patient per year. That
would yield a savings to Medicare ranging from $80 billion to $200 billion between 2007 and 2014, as
illustrated in Table 2:



Table 2: Predicted Medicare Savings

Savings in Cost of Care*
Year Part B Enrollment (000) At $200 per Beneficiary per

Year (000)
2007 40,735 $8,147,000 $20,367,500
2008 41,478 $8,295,600 $20,739,000
2009 42,261 $8,452,200 $21,130,500
2010 43,019 $8,603,800 $21,509,500
2011 43,889 $8,777,800 $21,944,500
2012 45,095 $9,019,000 $22,547,500
2013 46,440 $9,288,000 $23,220,000
2014 47,721 $9,544,200 $23,860,500
2015 49,045 $9,809,000 $24,522,500
Total $79,936,600 $199,841,500

*Savings include the
cost of the care

management fee paid to
patient-centered medical

homes.

Using an average savings of approximately $140 billion over this time period, the average decrease in
cost to Medicare would be more than $15.5 billion per annum.

Cost analysis for all US residents under the plan excluding Medicare and TRICARE

The AAFP contracted with the Lewin Group for additional analysis of the proposed AAFP Plan for all
people not included in Medicare and TRICARE. The following are key elements of the analysis, as
outlined in the Lewin Group report to the Academy, estimating changes in health care spending if the
AAFP plan were implemented.

The Lewin Group estimated that health spending for the above population (approximately 238.7
million people) will be about $945 billion under current law in 2007. If the AAFP plan were
implemented to cover those previously uninsured and underinsured in a way that provided everyone
with a patient centered medical home, provider payments were increased to commercial rates, and
coverage improved based on the AAFP Plan benefits, projected health spending in 2007 would be
$992.6 billion. This is a total net increase in spending for health services of $47.5 billion. However,
without implementation of the medical home model, this amount is estimated to total
$1,037,400,000,000 – or $44.8 billion higher.

Estimated impact of medical home model

The Lewin group estimated that medical home model would reduce health spending by about $15.63
per person per month, averaging savings across all enrollees. This is a savings of about four percent
nationwide. A previous Lewin study showed that increased use of primary care physicians is met with
reduced hospitalizations and reduced spending for physician specialist services, largely because
primary care physicians typically have lower charges than subspecialist physicians and typically use
fewer expensive diagnostic services.3

The Lewin Group estimates that for the US population covered excluding Medicare and TRICARE,
“the total net reduction in health spending resulting from the shift to primary care could be about $44.8
billion nationally (i.e., if all people enrolled in the program use a primary care physician as their usual
source of care).”4 This served as a proxy for the medical home in determining the potential savings in
moving to that model.

Financial summary of AAFP plan



In summary, the AAFP Plan to achieve “Health Care for Everyone” would retain about 149 million
people now covered under various private employer plans, 9 million with other private insurance, 35
million current Medicaid beneficiaries, and add 47 million who currently have no health care
insurance -- a total of approximately 239 million people, in addition to the 36 million covered by
Medicare. While covering everyone in the US, the AAFP Plan would provide improved quality for
everyone, improved benefits for those previously under-insured, and improved payment rates,
particularly in the Medicaid program, at an additional cost of $47.5 billion per year according to the
Lewin Group estimate for all except Medicare and TRICARE. At the same time, converting Medicare
to a system based on the patient centered medical home would decrease costs in that program by
approximately $15.5 billion while improving the health and health care of Medicare beneficiaries.
When the Medicare savings is subtracted from the Lewin estimate, the total increase in health
spending would be $32 billion. While the Lewin Group analysis did not extend to TRICARE, further
savings and improvements in care could likely be realized in those systems with the adoption of the
primary-care-based patient centered medical home model. Further, the experience of the North
Carolina Medicaid program, which is based on a primary care medical home with impressive cost
reductions, would indicate it is possible that additional savings could be realized in the Medicaid
program, even while bringing Medicaid physician payments equal to commercial payment rates.

Conclusion

The United States currently spends $2.3 trillion per year on health care. The dollars are provided by a
variety of sources including employers, insurance companies, government, and individuals. The task
force considered a variety of payment systems, including government only, private sector only,
government/private sector mix, and single payer.

Ultimately, the task force concluded that the type of payment system did not matter. What did matter
was that the new system have primary care as its foundation and the patient centered medical home as
its basic building block. Health care provided and coordinated by primary care physicians has been
shown again and again to provide a higher quality of care, better outcomes, better provision of
preventive services, improved patient satisfaction, all at significantly lower costs.

These tenets of reform have been shared and vetted with several key audiences, including the
American College of Osteopathic Family Physicians, the AAFP Public Advisory Board, students and
residents. Through the AAFP’s work with key employers such as IBM and through the Patient
Centered Primary Care Collaborative, the concept of the patient-centered medical home has been
embraced and is being advocated extensively in both the public and private sectors. It has further been
supported as important to achieving health care coverage for all by the National Coalition on Health
Care. The AAFP Board has concluded that a health care system in which everyone participates, with a
patient-centered medical home as central to the system, would result in a healthier population and
more rational health care spending.

Recommendation
The Board recommends that the AAFP Congress of Delegates adopt as policy the AAFP Plan “Health
Care for Everyone” in lieu of the 2002 policy on Health Care Coverage for All.5,6

The 2007 Congress of Delegates adopted this new AAFP Plan.

(2007)
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of health care coverage for all. The first, Resolution No. 504 from the Colorado, Utah,
Oregon and Delaware Chapters, reads in part as follows:

RESOLVED, That the AAFP lead the nation out of this crisis by developing a comprehensive health
care plan for the administration, financing, and organization of a new US healthcare system that
provides coverage for all by the 2007 Congress of Delegates for approval, and be it further

RESOLVED, That the AAFP use the best scientific and economic evidence available to develop a
comprehensive health care plan for the administration, financing, and organization of a new US health
care system that provides coverage for all for approval by the 2007 Congress of Delegates.

The second resolution considered by the Congress, Resolution No. 505 from the Washington Chapter,
reads in part as follows:

RESOLVED, That the AAFP review, reissue and advocate for its October 2001 Plan for Assuring
Health Care Coverage for All.

Further, the Congress of Delegates considered a recommendation contained in the address of the
President calling for the Academy to move its efforts as outlined in the board report on Health Care
Coverage for All from a focus on network building and discussion to a pro-active approach to address
the dysfunction and inequities of the US health care system.

After hearing considerable testimony about the issue, the Congress of Delegates adopted the
recommendation of the President, referred Resolution No. 504 to the Board and adopted Resolution
No. 505. In subsequent deliberations, the Board of Directors created a new Board-level Task Force on
Health Care Coverage for All to examine issues in the health care system impacting access to care and
health care coverage.
 
Appendix A
The Lewin Group

May 22, 2007

Ms. Rosemary Sweeny

American Academy of Family Physicians (AAFP)

2021 Massachusetts Avenue, NW

Washington DC 20036

Dear Rosemary;

The purpose of this letter is to present estimates of the cost of providing health care nationally under
the “Health Care for Everyone” proposal now under consideration by the American Academy of
Family Physicians (AAFP). The goal of the plan is to provide all Americans with health coverage
through a “Medical Home” model that emphasizes primary and preventive care services.

In his analysis, we estimated the cost of providing services under the medical home model to all
Americans, except those now covered under Medicare or TRICARE (military dependents and retires).
Because details on cost-sharing and financing are not yet available, we focus on estimating the total
cost of services provided for this population, including any savings resulting from the medical home
model.

1. Medical Home



Under the medical home model, every citizen would either choose a medical home or be assigned to
one. The use of the medical home would be voluntary, but there would be strict cost sharing
requirements for specialty services provided without a referral from their medical home provider.
People may choose their medical home from practices that successfully meet a series of requirements
that would qualify that practice as a medical home.

The program is designed to improve the quality of care through prevention and the delivery of timely
primary care by primary care physicians. The reliance upon primary care providers would also reduce
use of physician specialists who typically use more costly medical tests and procedures. Primary care
can also improve quality and reduce medical errors by coordinating the care received by patients with
multiple health conditions.

2. Covered Services

The program divides care into three categories of services, each with their own levels of co-payment.

. No financial barriers group: Services in the no financial barrier group will be paid for by
care management fees, pay-for-performance (P4P) incentives, and no co-pay insurance fee
for service with point of care claims adjudication. These services include:

. Primary care services provided in the medical home;

. Prenatal care;

. Well-child care;

. Communicable disease care;

. Immunizations;

. Evidence-based preventive services; and

. Hospice care.

. Shared cost responsibility group: Co-pays, deductibles, and insurance fee for service
payments with point of care claims adjudication will pay for services in the shared cost
responsibility group. These services include:

. Medications;

. Durable med equipment;

. Emergency room visits;

. Hospitalizations;

. Consultations / Referrals; and

. Long Term Care.

. Sole personal responsibility group: The individual will pay for services in the personal
responsibility group.

. Cosmetic procedures, and

. Dangerous therapies in which risks outweigh benefits such as chelating therapy.

3. Affected Population

For purposes of this analysis, we assume that all legal U.S. residents not enrolled in Medicare or
TRICARE would be enrolled in the program, which includes about 238.7 million people. We assume
that services for all affected people would be paid at levels comparable to private insurance levels,
which implies a significant increase in payments for those now covered under Medicaid. Figure 1
shows the changes in sources of coverage under the program.

Figure 1

Coverage Transitions under the Health Care for Everyone Proposal in 2007

(thousands)



Base Case
Coverage

Total Health
Care for
Everyone
Plan

Private
Employer

Private
Non-Group

CHAMPUSMedicare Medicaid Uninsured

Private
Employer

151,921 148,838 6,452 0 0 0 0 0

Private
Non-Group

9,523 9,394 0 129 0 0 0 0

CHAMPUS3,914 0 0 0 3,914 0 0 0
Medicare 36,380 0 0 0 0 36,380 0 0
Medicaid 35,948 35,266 0 0 0 0 681 0
Uninsured 47,821 45,248 0 0 0 0 0 2,573
Total 288,877 238,747 6,452 129 3,914 36,380 681 2,573

Source:
Lewin
Group

analysis
using the
Health

Benefits
Simulation

Model
(HBSM).

4. Impact on National Health Spending

We estimate that health spending for the affected population will be about $945.1 billion under current
law in 2007. Under the “Health Care for Everyone” proposal, health spending for this population
would increase by about $47.5 billion in 2007 (Figure 2). This includes increased utilization for
previously uninsured and under-insured people of about $54 billion. However, we estimate that the
medical home model would reduce spending by $45 billion through the increased use of primary care.

Figure 2

Change in National Health Spending under the

Health Care for Everyone Proposal in 2007

Change in Spending (billions)
Current Health Spending in 2007
for Covered Population

$945.1

Net Change in spending for each
services

$8.9

Change in utilization for newly
insured

$49.0

Change in utilization due to
improved coverage

$4.7

Impact of medical home model ($44.8)
Reimbursement Effects: Change
in Provider Income net of reduced
cost shift

$38.6

Payments for formerly
uncompensated care

$18.3

Use of commercial payment rates
for all in program

$46.1

Reduced cost shifting (assumes
40% passed to payers)

($25.8)

Net change in spending for health
services

$47.5



Source: Lewin Group analysis
using the Health Benefits

Simulation Model (HBSM).

Provider payments would also increase due to reduced uncompensated care and improvements in
reimbursement levels for people now covered under Medicaid. Based upon the available research, we
assume that providers will pass back to insurers about 40 percent of the increase in payment rates in
the form of reduced cost-shifting. The net effect of the program would be an increase in health
spending of 47.5 billion.

5. Health Spending Cost Per-Member Per-Month (PMPM)

We estimate that spending for the affected population under current law would be about $945 billion
in 2007, which is equal to about $329.68 per-member-per-month (PMPM). Under the plan, provider
payments would increase by $16.57 PMPM to $346.25 due to increased utilization and provider
payments as described above. Figure 3 shows the base spending level and changes in spending under
the plan for each type of service. The table does not include the impact on spending for the medical
home model, which is discussed below.

Figure 3

PMPM Spending for Covered Benefits under Current Law

And the “Health Care for Everyone” Proposal in 2007

Type of
Service

Spending
Under
Current Law

Change in
Utilization
for
Uninsured
&
Under-insured

Primary
Care Effect

Reduced
Uncompensated
Care and
Use of
Commercial
Payer Rates

Reduced
Cost
Shifting

Net Change
in Provider
Payments

Spending
Under Plan

Total $329.68 $18.72 -$15.63 $22.46 -$8.98 $16.57 $346.25
Service Categories

Hospital $127.29 $9.49 -$13.40 $14.72 -$5.89 $4.92 $132.21
Physician $110.22 $4.26 -$1.98 $6.31 -$2.52 $6.07 $116.29
Dental $29.31 $0.95 $0.00 $0.39 -$0.16 $1.18 $30.49
Other
Professional

$14.76 $0.97 -$0.05 $1.02 -$0.40 $1.54 $16.30

Prescription
Drugs

$43.80 $2.40 -$0.18 $0.00 $0.00 $2.22 $46.02

Medical
Equipment

$4.30 $0.65 -$0.02 $0.04 -$0.01 $0.67 $4.97

Source:
Lewin
Group

analysis
using the
Health

Benefits
Simulation

6. Estimated Impact of Medical Home Model

As shown in figure 3, the Medical Home model would reduce health spending by about $15.63
PMPM. We estimated the impact of the medical home model using estimates from a prior Lewin
Group study on the future of family medicine. The study showed that increased use of primary care
physicians is met with reduced hospitalizations and reduced spending for physician specialist services.
This is largely because primary care physicians typically have lower charges than specialist physicians
and typically use fewer expensive diagnostic services.



These data imply that if all patients were to adopt a primary care physician as their primary source of
care,

average total health care spending would decline by about $16 per person per month (i.e., savings
average across all enrollees). This is a savings of about four percent nationwide (Figure 4). This
increase in demand for primary care services could be accommodated by the increased capacity of
family physicians under the medical home model.

Figure 4

PMPM Cost Impact of Medical Home Model in 2007

Type of Service Spending Per Enrollee
Per Month

Net Impact of Medical
Home Model

Spending Per Enrollee
Per Month Under
Proposal

Primary/Preventive Care $47.29 $6.48 $53.76
Prescription Drugs $46.20 -$0.18 $46.02
Medical Equipment $4.97 -$0.02 $4.95
Dental Care $30.50 $0.00 $30.50
Hospital Services $145.61 -$13.40 $132.21
Specialist
Consults/Referrals

$46.09 -$4.24 $41.85

Other Physician Services
(ER and inpatient
hospital)

$27.73 -$4.21 $23.51

Other Professional
Services

$13.50 -$0.05 $13.45

Long Term Care $0.00 $0.00 $0.00
Total $361.87 -$15.63 $346.24

a/ Prior study showed
increased utilization for

primary care of 13.7
percent and a

reductions in specialist
care of 15.2%, 9.2% for
hospital care and 0.4%

for other services.

Source: Lewin Group
analysis using the Health

Benefits Simulation
Model (HBSM).

Shifting to primary care physicians as the primary sources of care would actually increase spending
for primary/preventive care services by about $6.48 PMPM, reflecting increased utilization of services
provided by these physicians. However, physician specialist costs would decline by about $4.24
PMPM and hospital costs would decline by an additional $17.61 PMPM, which includes physician
services while in the hospital.

There also would be small savings for other services as well. Based upon these data, we estimate that
the total net reduction in health spending resulting from the shift to primary care could be about $44.8
billion nationally (i.e., if all people enrolled in the program use a primary care physician as their usual
source of care).

7. Total Health Spending by Service Category

The Health Care for Everyone plan would establish two categories of services. The first would include
primary and preventive care, which would not be subject to any patient cost sharing requirements.
These services include: primary care; prenatal care; well-child care; communicable disease treatment;



immunizations; evidence based preventive services; and hospice services. We estimate that primary
and preventive care services would account for about $47 of PMPM benefits under the plan (Figure 5).

Figure 5

Spending for Services by Cost Sharing Category under the

Medical Home Model

Type of Service Total Spending on Services
(billions)

Spending Per Enrollee Per Month
(PMPM)

Primary and Preventive Care
Services (no cost sharing)
Primary Care $102.4 $35.75
Prenatal Care $18.0 $6.28
Well Child Care $12.9 $4.50
Communicable Disease Care $8.3 $2.88
Immunizations $8.0 $2.80
Preventive Care $53.6 $18.72
Total /a $135.5 $47.29
Other Services Subject to cost
sharing
Prescription Drugs $132.4 $46.20
Medical Equipment $14.2 $4.97
Dental Care $87.4 $30.50
Hospital Services $417.2 $145.61
Specialist Consults/Referrals $132.0 $46.09
Other Physician Services $79.4 $27.73
Other Professional Services $38.7 $13.50
Long Term Care $0.00
Total $901.3 $314.59
Total Services
Total All Services $1,036.8 $361.87

Source: Lewin Group analysis
using the Health Benefits

Simulation Model (HBSM)

All other service will require patient cost sharing through co-payments and/or deductibles. However
the cost sharing levels have not yet been specified for the program. These remaining services would
account for $315 per-member-per-month.

Next Steps

The financial impacts of the AAFP proposal on stakeholder groups can be developed once the
financing provisions of the proposal are developed. If you have any questions, please call me at
703/269-5610.

Sincerely,

John Sheils

Senior Vice President

Health Education
See also:

Health Education in Schools



Education, Patient

School-Based Health Clinics, Guidelines
The American Academy of Family Physicians encourages members to take an active role in providing
health education to their patients and the public. The AAFP believes that patients and members of the
public who are educated about their health are better equipped to prevent disease and to play an
important part in managing health problems which occur. (1990) (2008)

Health Education in Schools
See also:

Health Education

Education, Patient

School-Based Health Clinics, Guidelines
The AAFP supports the principle that health education should be included in the curriculum of grades
K through 12 and continued in the community through adult education programs.

Students at all levels should be provided opportunities to:

a . Obtain accurate information on health, illness, and illness prevention.
b . Obtain accurate information on health topics most relevant to the student population, such

as substance abuse, sexual abuse, suicide, safety, nutrition, obesity, eating disorders, sexual
activity, teenage pregnancy, sexually transmitted diseases, mental health, family violence,
risk taking behavior, coping with peer pressure and stress.

c . Gain understanding of growth and development from conception through adulthood. Gain
an understanding of family health history and its impact on one's own health risks, and learn
how one's health behavior is related to health status.

d . Discuss personal attitudes, values and beliefs relating to health. Discuss the processes
through which social values are acquired and the ways in which they can affect health.

e . Develop critical thinking and decision-making skills in terms of health and sickness
evaluation.

f . Develop an awareness of the limitations of medicines and medical science in their personal
care.

g . Become interested in assuming responsibility for personal health.
h . Develop a personal life-long health life style plan, including areas of healthy eating,

exercise, social relationships, and avoidance of risky behaviors.
i . Develop a sense of social responsibility and participate in promotion of health education to

peers, family and community.

Through such well-designed programs of health education, an impact can be made to improve the
environmental and life-style factors in health in many segments of the population. (1989) (2010 COD)

Health Care Facility Visitation Rights of Patients
Ethics and Advance Planning for End-of-Life Care

Hospice Care

Transfer of Patients
The AAFP supports the rights of patients to designate hospital and other health care facility visitors,
including individuals designated by legally valid advanced directives, to privileges that are no more
restrictive than those of immediate family members. Consideration should be taken if there is a
suspicion of domestic violence. (May 2011 Board)

Health Workforce Credentialing



See also:

Health Workforce Training

Ancillary Medical Personnel
The American Academy of Family Physicians endorses health workforce credentialing as an effort to
upgrade the education and competencies of health care providers. (1977) (2008)

Health Workforce Training
See also:

Health Workforce Credentialing

Workforce Reform

Urban/Inner City Training Program in Family Medicine

Family Medicine, Undergraduate Training in

Family Physicians, Role and Production of

Medically Underserved
The AAFP supports federal health workforce legislation that:

A . Ensures that physicians will have freedom of choice in the selection of practice sites.
B . Supports current federal programs, such as the National Health Service Corps, which

finance the cost of a student's education, provided that such voluntary federal programs
contain reasonable "buy out" provisions for federal scholarship monies given to students.

C . Includes in those sections seeking to secure more physicians in currently underserved areas,
provisions that:

1 . support the concept of equal fees for equal service for these practitioners;
2 . make funds available that would allow family medicine residencies to expand and

become more competitive in attracting medical students, and
3 . expand quality educational programs into more rural and inner-city areas and

encourage medical schools to include these programs in the core curriculum training
of junior and senior medical students.

(1975) (2008)

Health-e Information Technology Act - AAFP Legislative
Stance
The American Academy of Family Physicians supports in concept the Health-e Information
Technology Act (HR6898) which Rep. Pete Stark (D-CA) introduced. (December Board 2008)

Healthy Eating in Schools
See also:

School Nutrition

Obesity and Overweight

Healthy Nutrition in Health Care Facilities and Other Workplaces

1 . Students, parents, educators, family physicians, school nurses, and community leaders
should be involved in assessing the schools’ eating environment, developing a shared vision



and an action plan to achieve it.
2 . Adequate funds should be provided by local, state and federal sources to ensure that the

total school environment supports the development of healthy eating patterns.
3 . Behavior-focused nutrition education should be integrated into the curriculum from pre-K

through grade 12 and staff who provide nutrition education will have appropriate training.
4 . School meals should meet the USDA nutrition standards as well as provide sufficient

choices, including new foods and food prepared in new ways, to meet the taste and cultural
preferences of diverse student populations.

5 . All students should have designated lunch periods of sufficient length to enjoy healthy
foods with friends and these lunch periods will be scheduled as near the middle of the
school day as possible.

6 . Schools should provide enough serving areas to ensure student access to school meals with
a minimum of wait time

7 . Space that is adequate to accommodate all students and pleasant surroundings that reflect
the value of the social aspects of eating should be provided.

8 . Students, teachers and community volunteers who practice healthy eating should be
encouraged to serve as role models in the dining areas.

9 . If foods are sold in addition to National School Lunch Program meals, they should be from
the five major food groups to foster healthy eating patterns.

10 . Decisions regarding the sale of foods in addition to the National School Lunch Program
meals should be based on nutrition goals, not on profit-making.

(2004) (2009 CoD)

Healthy Nutrition in Health Care Facilities and Other
Workplaces
See also:

Obesity and Overweight

School Nutrition

Healthy Eating in Schools
That the American Academy of Family Physicians believes that sound nutrition is a cornerstone of
health and should be reflected in all dietary offerings in health care facilities.

Further, the AAFP believes that high quality nutrition should extend to all workplaces that offer food
to their employees and to the public at onsite cafeterias and vending machines.

(2005) (2011 COD)

Hearing Loss, Deafness and the Hard-of-Hearing
See also:

Culturally Sensitive Interpretive Services - AAFP Legislative Stance

Discrimination, Patient
The American Academy of Family Physicians encourages all family physicians to become
knowledgeable in the prevention, evaluation and treatment of deafness and hearing loss in patients of
all ages.

Family physicians are encouraged to counsel their patients to protect their hearing health and to
prevent hearing loss, especially noise induced hearing loss, whenever possible.

Family physicians are further encouraged to consider the needs of their deaf and hard-of-hearing
patients including cultural identification, educational history, measured hearing, hearing aids, cochlear



implants and other assistive devices, and "Hearing Ear" dogs. Family physicians should ask whether
deaf and hard-of-hearing patients prefer spoken or visual language. If possible, interpreters
experienced in medical interpretation for the hearing impaired should be made available when
requested by the patient.

Finally, family physicians should be sensitive to and use nomenclature acceptable to deaf and
hard-of-hearing patients. (1988) (2011 COD)

Home Health Care
See also:

Essential Community Provider

End-of-Life Care

End-of-Life Care, Core Principles

Personal Medical Home

Home health care is direct patient care, plus the management and coordination of patient care services,
in a residential setting.

Family physicians have always provided home health care. Since home health care often requires
continuing and comprehensive patient care in a family context, family physicians are particularly
well-qualified and trained to provide home health care. Thus, the patient's family physician should be
directly involved in the initial decision to provide home health care services plus the subsequent
planning, provision and management of those services. Additionally, adequate compensation for
family physicians providing and managing home health care services will help ensure on-going home
health care access and availability. (1986) (2010 COD)

Home Test Kits
See also:

Screening
The American Academy of Family Physicians recognizes the proliferation of home diagnostic test kits
for a variety of diseases and conditions. The American Academy of Family Physicians encourages
patients to consult with their physicians regarding selection, use and interpretation of these tests.
(1985) (2009 CoD)

Homelessness
See also:

Essential Community Provider

Medically Underserved

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

Health Care for Everyone: The AAFP Plan

Community and Migrant Health Centers

Homelessness affects the individual and family, and is hazardous to one's mental, nutritional and
overall health. The AAFP supports legislation and programs that develop social and health-related
resources for the homeless population in America. The AAFP also urges its members to care for this



at-risk population. (1988) (2012 COD)

Hospice Care
See also:

End-of-Life Care

End-of-Life Care, Core Principles

Health Care Facility Visitation Rights of Patients

Life-Prolonging Treatment, Foregoing

Life-Sustaining Treatment

Home Health Care

The family physician, by virtue of unique training and experience, is in a position to provide a
leadership role in hospice care.

The concept of hospice is one of comprehensive care for the dying. The physical facilities may be very
extensive or quite minimal. The AAFP, therefore, chooses to define hospice in terms of what it does
rather than the institution in which it is performed.

A hospice is a program designed to care for the dying and their special needs. Among these services
all hospice programs should include:

(a) Control of pain and other symptoms through medication, environmental adjustment and education.

(b) Psychosocial support for both the patient and family, including all phases from diagnosis through
bereavement.

(c) Medical services commensurate with the needs of the patient.

(d) Interdisciplinary "team" approach to patient care, patient and family support, and education with
physician leadership.

(e) Integration into existing facilities where possible.

(f) Specially trained personnel with expertise in care of the dying and their families.

(1979) (2008)

Hospital Accreditation, Joint Commission
The AAFP continues its policy of involvement and support of the Joint Commission as an important
accreditation body for both inpatient and outpatient care. (1982) (2009 CoD)

Hospital Bylaws on Low Volume/No Volume Privileging
The AAFP affirms that all physicians on the medical staff should have the same opportunity for
clinical privileges commensurate with their documented training and/or experience, demonstrated
abilities, and current competence. In the event of low volume or no volume experience, the hospital
should provide a method of determining competency that is consistent with Joint Commission



standards. This competency assessment method must be applied equally and fairly to all medical staff
so that any physician applying for privileges can prove competency in the event of low or no volume
experience and/or case numbers. (2010 COD)

Hospital Medical Staff, Board Certification for
Membership
See also:

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges, Documentation of Training and Experience

Hospital Medical Staff and Other Health Care Organizations, Board Recertification

Hospital Medical Staff, Economic Credentialing

Hospital Medical Staff, Liason Between Governing Boards and

Privilege Support Protocol

Certification/Maintenance of Certification, Definitions
The American Academy of Family Physicians believes that medical staff membership and hospital
privileges should be granted on the basis of the individual physician's documented training and/or
experience, demonstrated abilities and current competence.

The AAFP is opposed to the use of specialty board certification as the sole or an exclusionary criterion
in determining medical staff membership. (1990) (2009 CoD)

Hospital Medical Staff and Other Health Care
Organizations, Board Recertification
See also:

Hospital Medical Staff, Board Certification for Membership

Hospital Medical Staff, Economic Credentialing

Hospital Medical Staff, Liason Between Governing Boards and

Certification/Recertification, Definitions

In those instances where hospitals and other health care organizations elect to require specialty board
certification for medical staff membership, the AAFP believes that this standard must be applied
uniformly. If the standard is initial board certification, then this should be expected of all specialties. If
the standard is current recertification status, then this should be universally applied to all specialties.
(1991) (2010 COD)

Hospital Medical Staff, Economic Credentialing
See also:

Hospital Medical Staff, Board Certification for Membership

Hospital Medical Staff and Other Health Care Organizations, Board Recertification

Hospital Medical Staff, Liason Between Governing Boards and

Health Care Costs, Methods for Reducing



Cost-effectiveness is an integral element in the delivery of quality medical care nevertheless, the
AAFP opposes measures of cost per case or related utilization measures as the sole basis for
terminating or excluding membership in healthcare organizations. Family physicians are encouraged
to collaborate with resource utilization efforts of healthcare organizations. (1992) (2009 CoD)

Hospital Medical Staff, Liaison Between Governing
Boards and
See also:

Board Certification for Membership on Hospital Medical Staffs

Board Recertification for Hospital Medical Staff and Other Health Care Organizations

Economic Credentialing of Hospital Medical Staffs

The AAFP believes that physicians who are elected or appointed by a medical staff to a hospital board
of trustees, and who are granted full voting rights, are the most effective liaisons between the medical
staff and hospital governing authorities. The Academy encourages family physicians to seek
representation on hospital governing boards. (1967) (2008)

Hospital Use of Infant Formula in Breastfeeding Infants
See also:

Breastfeeding (Policy Statement)

Breastfeeding (Position Paper)

Maternal/Child Care
The AAFP encourages that hospital staff respect the decision of the mother who chooses to breastfeed
exclusively by not offering formula, water or pacifiers to an infant unless there is a specific physician
order.

The AAFP discourages distribution of formula or coupons for free or discounted formula in hospital
discharge or physician office packets given to mothers who choose to breastfeed exclusively. (2007)
(2012 COD)

Hospitalists
See also:

Patient Care, Concurrent

Continuity of Care, Definition of

AAFP Guidelines for Interaction in "Hospitalist" Models - Communication Between the Receiving
Inpatient Care Management Physician and the Referring Primary Care Physician

Family physicians are participating on both sides of the new models of health care delivery, which
utilize a dedicated inpatient physician (or "hospitalist") to manage the inpatient care of general adult
medicine patients referred by primary care physicians in the community. The American Academy of
Family Physicians (AAFP) believes that family physicians are well trained and highly qualified to
serve in these roles, and that participation in such arrangements should be voluntary for both the
referring physician and the patient involved.

Because "continuity of care" has been a hallmark of the specialty of family medicine, the AAFP is
especially concerned about safeguarding continuity in these new models through adequate
communication. The following guidelines are intended to support quality care to patients and their



families, and to clarify expectations for communication between physicians participating in such
systems.

(1) The overarching objective for all should be the best possible care for the patient.

(2) At the request of the family physician (or other primary care physician), the inpatient care
physician who may also be a family physician) should admit and coordinate the care of all patients
admitted to the hospital regardless of the admitting diagnosis or type of insurance coverage.

(3) If patients present to the emergency department (ED) and the ED physician assesses them, the ED
physician should then contact the patient's family physician to determine if admission is necessary or
if close follow up or outpatient work up is more appropriate.

(4) If admission is necessary, the family physician should communicate information on pre-hospital
treatment, work up, co-morbidities and ongoing specialty consultations, along with family and social
concerns, advanced directives, etc., to the inpatient care physician who is assuming management of the
patient's care.

(5) The inpatient care physician will assess the patient at admission and determine the best course of
treatment. This may include treat and release, admit for general medical management or admit for
medical or surgical subspecialty care, while providing general medical oversight.

(6) During the period of hospitalization, decisions regarding care, consultation, admission, transfer and
discharge should be the sole responsibility of the inpatient care physician in consultation with the
patient and, as appropriate, the patient's family physician and/or family members.

(7) The inpatient care physician should be readily available to discuss the patient's medical problems
and hospital course with the family and should provide timely updates to the family physician
designated by the patient. Communication with the family physician is extremely important at the time
of any changes in the patient's status, complications or new diagnoses (e.g. cancer).

(8) The inpatient care physician should communicate the treatment plan and follow up
recommendations to the patient's family physician or the covering physician on the day of discharge.
This may be best accomplished by having the discharge summary dictated and faxed to the family
physician.

(9) When family physicians refer their hospitalized patients to the care of an inpatient physician, the
AAFP strongly encourages them to maintain ongoing communication with the patients, their families,
and the inpatient care physician throughout the hospitalization.

(10) Health care systems which utilize inpatient care management models should seek to constantly
monitor and improve their processes through the use of ongoing surveys for patient and physician
satisfaction with the system. Data on health care outcomes is essential to the ultimate evaluation of
these models.

Hospitalist Systems of Inpatient Care Management - Principles

. As health care systems experiment with models of inpatient care management ("hospitalist"
systems), the American Academy of Family Physicians supports and encourages the
following principles:

. The opportunity to participate as a "hospitalist" in such systems must be open to all
interested physicians whose education, training and current competence qualify them to
serve effectively in this role.

. The decision of who should care for a family physician's hospitalized patients should be
made by the patient and his or her family doctor, in the interest of what is best for patient
care (i.e., participation in hospitalist models should be voluntary).

. In the interest of preserving continuity, patient advocacy and health care decision-making



which is in concert with the patient's values, the AAFP strongly encourages the use of
"generalists" for inpatient general medical management. Consultation with an intensivist or
medical or surgical subspecialist does not preclude the need for the continuing,
comprehensive and personal care provided by a "generalist" physician.

. In the event that family physicians elect to refer their patients for inpatient care
management, the AAFP strongly encourages them to maintain open communications with
those patients and their families throughout the hospitalization, as recommended in the
"AAFP Guidelines for Interaction in 'Hospitalist' Models."

. While family physicians may elect to refer their patients for inpatient care management, the
AAFP cautions that they should strongly consider the mid- and long-range implications for
their practices before they relinquish hospital privileges. Such implications may include (a)
difficulty being credentialed and/or paid by managed care companies for
services/procedures in the ambulatory setting if one does not have hospital privileges for
those same services/procedures, and/or (b) the very real possibility of being unable to
successfully reapply for hospital privileges at future points of career transition, without the
necessity of seeking substantial additional education and retraining.

. The AAFP will develop ways to help support members when the opportunity to provide
hospital care has been removed by their health care system or managed care organization.

(2003) (2009 CoD)

Hospitals, Transfer of Patients
See also:

Health Care Facility Visitation Rights of Patients

Specialty Hospitals

Transfer of a patient from one institution to another ultimately must be in the best interest of the
patient and in accordance with federal law.

The AAFP believes that the final decision regarding transfer of a patient must be made by the
attending physician in consultation with the patient and/or the patient's family and the physician(s)
involved with the referral. (1986) (2012 COD)

Hygiene, Personal Hygiene in School Settings
See also:

School-Based Health Clinics, Guidelines

Health Education in Schools

Health Education

All children and adolescents should have access to items and opportunities to maintain personal
hygiene in school settings. Each child should have access to clean restrooms and have the appropriate
hand washing materials available. In addition, each child should have confidential access to
age-appropriate items of personal hygiene.

Schools should provide for hygiene education to kindergarten and early grade school children to
supplement the training provided by parents and guardians, to ensure that all children learn at an
appropriate age how to protect themselves and others from preventable exposure to illness and other
hygienic hazards. (2003) (2009 COD)



ImagingPersonnel
See also:

Radiology (Position Paper)

 
In physician offices personnel with appropriate training, skills and experience perform a wide range of
radiologic testing. In the physician's office, personnel are used to perform medical imaging work under
the supervision of the physician, having been delegated the responsibility to perform requested
radiologic procedures by the supervising physician. The personnel used to perform medical imaging
may also assist the physician in providing necessary quality control measures, as may be required by
law. The maintenance of this relationship between personnel used to perform medical imaging and the
physician will assure continued patient access to quality office radiologic imaging. Physicians should
be able to employ imaging personnel based upon an individual's training, skills, and experience. To
require physicians to only employ imaging personnel with specific certification creates an unnecessary
financial burden and a hardship in locating and employing individuals to perform necessary imaging,
especially in underserved areas; thus, preventing or delaying patients from receiving needed healthcare
services. (1977) (2011 COD)

Immunizations
See Also:

Clinical Recommendations

Payment, Physician

. Access

. Cost of

. Coverage of

. Distribution

. Medical Home

. Payment of

. Supply

Access
The American Academy of Family Physicians (AAFP) endorses the concept that all children and
adults, regardless of economic and insurance status, should have access to all immunizations
recommended by the AAFP.

Cost of
The AAFP believes that the vaccine manufacturers and distributors should have payment policies that
minimize the physicians’ financial risk involved in maintaining a vaccine inventory.

Government programs (e.g., Vaccines for Children (VFC), 317 Immunization Grants, or state
“universal purchasing”) that subsidize the costs of vaccines at no cost to medical practices should be
adequately funded by the federal and state government.
Requiring clinicians to stock separate supplies of vaccines for the VFC Program and for persons
covered by other payers can be burdensome and adds unnecessary administrative costs to practices.
Therefore, AAFP recommends that states allow physicians to intermingl
e storage of VFC and other
vaccine supplies, with appropriate documentation and cost accounting.
 
Coverage of
The AAFP believes that all public and private insurers should include as a covered benefit
immunizations recommended by the AAFP without co-payments or deductibles.
 
Distribution
The AAFP believes that the ultimate goal is to have vaccine manufacturers and distributors deliver
adequate, timely, and complete orders of immunizations recommended by the AAFP to family
physicians in a prioritized manner to most effectively achieve vaccination of patients within their
medical home.



Medical Home
AAFP strongly recommends that patients receive all immunizations recommended by the AAFP in
their medical home. When recommended vaccines are provided outside of the medical home all
pertinent vaccine related information should be provided to the patient’s medical home.
Payment of
Where medical practices incur a cost for vaccines, the AAFP calls for adequate payment for the
vaccine itself and all associated overhead costs (i.e., acquisition, storage, inventory, insurance,
spoilage/wastage, etc.) of all immunizations recommended by the AAFP and their administration with
no patient cost-sharing, as well as covering an evaluation and management (E/M) service during the
same visit, when a significant and separately identifiable E/M service is provided and documented.
Supply
The AAFP believes that vaccine manufacturers should develop contingency plans for the timing and
prioritization of vaccine supplies if an ample supply of the immunizations recommended by the AAFP
is delayed and/or reduced.

(2008)

Impaired and Clinically Deficient Physicians
The AAFP defines a physician as impaired when (s)he is unable to exercise prudent medical judgment
and/or is unable to practice with reasonable skill and safety without jeopardy to patient care. This may
be due to factors such as medical illness, alcoholism or other forms of substance abuse, mental illness,
and/or behavioral disorders. In some instances, such factors may be substantially alleviated by
treatment.

The AAFP defines a physician as clinically deficient when (s)he does not exercise prudent medical
judgment and/or is unable to practice with reasonable skill and safety without jeopardy to patient care.
When the physician behavior is not egregious these factors may, in some instances, be alleviated
through education and/or behavioral modification.

AAFP members who are participating in educational, treatment and/or behavioral modification
programs for impaired or clinically deficient physicians will be supported by the Academy and will
not be excluded from membership and activities solely because of their participation in such programs.
This policy does not prevent restriction or revocation of AAFP membership and its privileges if the
member fails to meet membership requirements as specified in the Bylaws. The AAFP supports state
and local medical society efforts to provide programs and resources (e.g., referral services, support
groups) for impaired and clinically deficient physicians. (1987) (2011 COD)

Information Technology Used in Health Care
See also:

Electronic Health Records

Data Stewardship

Medical Informatics
The American Academy of Family Physicians recommends that Congress:

. Use federal incentives to support a system of “Connected Patient Centered Medical
Homes,” electronically networking patients with their family physicians and other
medical-home providers in communities throughout the U.S. It is time to recognize that
over 80 percent of health care is delivered in doctors’ offices, and to apply modern HIT in
those settings.

. Provide differential payments to physicians who can demonstrate that they use Electronic
Medical Records (EMRs) for care coordination, disease management, referrals,
e-prescribing, and for communications with patients and other doctors. This means positive
incentives for physicians who provide these services, but does not mean taking away money
for those who do not yet have an HIT system.



. Target federal financial support for HIT to physicians who are serving the underserved or
those at risk for health disparities. These vulnerable populations would benefit particularly
from a system of connected patient centered medical homes.

. Support private sector efforts to apply broad computer and communications standards for
portability and interoperability to health information exchange. While a long-term goal has
been to establish a National Health Infrastructure, this goal could be accomplished in a more
simple and efficient way by using the Internet.

. Ensure privacy protections apply to all parties who store, organize, manage, and transfer
patients’ personal health information, not only to HIPAA -covered entities. (2007) (2012
COD)

Infringement on Patient Physician Relationship
Confidentiality, Physician/Patient

A confidential relationship between patient and physician is essential for the free exchange of
information necessary for sound medical care. Only in a setting of trust can a patient share the private
feelings and medical, social and family histories that enable the physician to properly counsel, prevent,
diagnose, and treat .

The AAFP opposes legislation that infringes on the matter or breadth of information exchanged within
the patient physician relationship because of the potential harm it can cause to the health of the
individual, family and community.

Physicians should be free to have open and honest communication with patients about all aspects of
health and safety. Physicians should be able to gather any information that can impact the health of
their patients and their patients’ families.

(2011 COD)

Integrative Medicine, Accreditation of CME Activities
See also:

Continuing Medical Education (CME), Definition

CME Materials, Distribution by Commercial Entities

CME Mandatory for Relicensure

Continuing Medical Education (CME), Mission Statement

CME Providers, Terms and Definitions

CME Credit, Elective and Prescribed
The American Academy of Family Physicians (AAFP) maintains there is value in providing
information about integrative medicine (also referred to as complementary and alternatve practices and
other terms) to help family physicians respond to patients who use these therapies and who would
consider using them. Family physicians need to understand new medical practices and products
including integrative approaches to effectively counsel patients, understand potential drug or treatment
interactions and better evaluate patient outcomes.

All CME activities must demonstrate high educational, ethical, and medical standards. Those that
include information about integrative medicine must meet all existing AAFP criteria for CME. These
criteria establish specific parameters for categorizing CME clinical content as a) evidence-based (EB
CME), b) customary and generally accepted (CGA CME), c) neither EB CME nor CGA CME but not
dangerous or proven ineffective, d) dangerous or proven ineffective, CME credit eligibility for clinical
content is defined according to these categories. EB and CGA CME are eligible for Prescribed or



Elective credit. Clinical content advocating dangerous or proven ineffective recommendations is
ineligible for CME credit.

In cases where educational, ethical, and medical standards are not adhered to, or where the criteria for
CME credit are not met, the AAFP Commission on Continuing Professional Development (COCPD)
reserves the right to withhold or withdraw CME credit. (B1998) (2009 CoD)

Integrated Practice Arrangements
See also:

Non-Physician Providers (NPPs)

Nurse Midwives, Certified

Nurse Practitioners

Physician Assistants

Family Physicians and Physician Assistants: Team-Based Family Medicine

Payment, Non-Physician Providers

Primary Care
The AAFP encourages health professionals to work together as clinically integrated teams in the best
interest of patients. Patients are best served when their care is provided by a physician or through an
integrated practice care team led by a physician.

The patient-centered medical home represents an example of an integrated practice arrangement in
which a licensed physician (MD/DO) works jointly with other health care personnel to manage the
care of an individual patient and a population of patients using an integrated approach to health care.
The arrangement should support an interdependent, team-based approach to care. It should address
patient needs for high quality, accessible health care and reflect the skills, training and abilities of each
health care team member to the full extent of their license.

The central goal of an integrated health care team is to provide the most effective, efficient and
accessible evidence-based care to the patient. Patient-oriented outcome measures should be used to
assess the quality of care delivered by the team. The team member assuming lead responsibility for
various aspects of patient care will ultimately be determined by matching team members' clinical
competencies and skills with patient needs. (1996 COD) 2012 COD)

Laboratories, Physician Office
See also:

Laboratory Technicians

 
The AAFP believes that all physicians whose practices include clinical laboratory procedures done in
their offices should be encouraged to participate in a recognized laboratory accreditation program, the
cornerstone of which should be an approved proficiency testing program. (1988) (2011 COD)

Laboratory Technicians
See also:

Laboratories, Physician Office

 
In hospitals and physicians offices, laboratory technicians with appropriate training, skills and
experience perform a wide range of laboratory testing. Specifically, in the physician office laboratory,
the laboratory technician works under the direct supervision of the physician, having been delegated



the responsibility to perform requested laboratory procedures by the supervising physician. The
technician may also assist the physician in providing necessary quality control measures on specified
tests as required by law. The maintenance of this relationship between the laboratory technician and
the physician will assure continued access by patients to quality office laboratory testing. (1977)
(2008)

Leadership Development
Family physicians, by virtue of their position and accepted responsibilities in their communities, are
uniquely poised to assume positions of leadership to improve the lives of individual patients,
communities, and the health care system.

The training of family physicians emphasizes communication skills, interdisciplinary teamwork, and
systems-based approaches to patient-centered care. Family physicians are encouraged to use their
problem-solving skills to advocate for health care solutions at local, state, national, and international
levels.

The AAFP is dedicated to the development, improvement and transformation of leadership skills for
family physicians, family medicine residents, and interested medical students through all phases of
education and practice. By providing an integrated and progressive leadership curriculum through a
multidisciplinary approach, the AAFP will empower family physicians to become life-long leaders
and advocates to improve patient care quality, safety, and access, and to establish the standards of
excellence within health care.

(2006) (2011 COD)

Legislative Activities
See also:

AAFP Public Statements

Political Action

 
The goals of the AAFP legislative activities are built on the desire to serve as patient advocates and to
promote family medicine.

The Commission on Governmental Advocacy actively works on legislative and regulatory issues of
importance to its members, their patients and their communities, analyzes proposed laws and
regulations and recommends Academy policy for Board consideration. Specific legislative proposals
that affect family physicians undergo systematic review by Academy staff.

Communications with legislators and officials regarding the Academy's viewpoint, should be arranged
and orchestrated by Academy officers, commission members, chapter representatives, and Academy
staff. In addition to addressing federal issues, the Academy, through its Commission on Governmental
Advocacy, monitors state legislative activities and provides resources and legislative support to
Academy chapters as appropriate.

The Academy's legislative goals are best achieved through Board, commission, and member
involvement with support from Academy staff. The Academy's national and state legislative efforts are
best achieved when a family physician acts as Academy spokesperson. (1975) (2008)

Liaison Guidelines
Guidelines for liaison adopted in order to ensure the most productive use of AAFP resources are to
determine that the liaison or joint project will:



a . Help meet the health needs of the nation
b . Further the cause of family medicine
c . Benefit the AAFP and its members
d . Utilize the special abilities of the family physician
e . Not duplicate the activities of other organizations
f . Provide for representation at no cost when possible
g . Provide for termination of liaison when mutual goals or objectives are achieved, and
h . Require regular monitoring to determine the activity's effectiveness in return for AAFP

expenditures

Liaison is intercommunication established and maintained between the AAFP and other organizations
or units within the AAFP for the purpose of coordination of activities and cooperation to attain
common goals. (B1977) (B2013)

Licensure
See also:

Certification/Recertification, Definitions

Professional Competence Evaluation

Licensure/Relicensure, Definitions

Restricting Physician Licensure

The AAFP supports the concept of licensure and relicensure at the state level, as presently provided,
and opposes the concept of such licensure on a federal level. (1975) (2008)

Licensure, Restricting Physician Licensure
Health Plans
The AAFP opposes making participation in a health plan a condition of physician licensure. (July
2011 BOD) (2011 COD)

Licensure/Relicensure, Definitions
See also:

Licensure

Professional Competence Evaluation

Certification/Recertification, Definitions

Restricting Physician Licensure

 
To avoid possible confusion which could result from the use of these terms, the AAFP adopted the
following definitions.

Licensure
Licensure is the mechanism whereby a state grants permission to individuals to engage in the practice
of medicine. The act of licensure in and of itself confers on the licensee certain legal rights and
privileges. Likewise, eligibility to become and remain licensed is dependent on meeting specified
standards and obligations established by the appropriate state entity.

Relicensure
Relicensure refers to that mechanism whereby a state establishes the fact that those who have been



licensed previously are qualified to retain such license. The term relicensure suggests that initial
licensure would be valid for a particular length of time at the expiration of which the licensee would
have to meet specified qualifications in order to continue to hold such license in the future. (1976)
(2008)

Linguistically Appropriate Health Care
See Also:

Culturally Sensitive Interpretive Services - AAFP Legislative Stance

Diversity in the Workplace

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

 
The American Academy of Family Physicians urges its members to use the National Standards on
Culturally and Linguistically Appropriate Services (CLAS) to make their practices more culturally and
linguistically accessible in order to satisfy the federal health care mandates for their practice type.
(2007) (2008)

Long-Term Care
See also:

Home Health Care

Long-Term Care Facilities, Continuity of Care

Long-Term Care Facilities, Criteria for Medical Directors

Aging

Primary Care

The Academy supports the development of a federal policy for long-term care, including respite care,
nursing home care and home health care, which includes but is not limited to the following
characteristics:

. The need for the care should be verified by a physician;

. The care should be under a case management system, with family physicians given the
opportunity to coordinate or provide care;

. Peer Review Organizations or approved state utilization review organizations should review
medical care for quality assurance;

. The evaluation of the patient should be physician directed;

. The measure providing expansion of benefits should include a provision addressing spousal
impoverishment;

. Eligibility for the assistance should be based on a functional/cognitive capacity assessment
rather than diagnosis;

. The policy should include both public and private financing; and

. Physician visits to residents in long-term care facilities should be paid based on the
appropriateness of service rather than mandated federal guidelines.

(1989) (2008)

Long-Term Care Facilities, Continuity of Care
See also:

Continuity of Care, Definition

Long-Term Care Facilities, Criteria for Medical Directors



Long-Term Care

Home Health Care

Aging

Primary Care
The AAFP supports the role of family physicians in providing care of their patients following
admission to long-term, subacute or extended care facilities by continuing as attending physicians
when reasonable, or by coordinating care with other practitioners. Care coordination involves the
timely transfer of medical information, communication with patients’ family members, and
resumption of direct care upon patient admission to hospital, or discharge into the community. Family
physicians are encouraged to continue to be advocates for their patients' well-being by promoting the
highest quality of health care in such facilities. (1982) (2008)

Long-Term Care Facilities, Criteria for Medical Directors
See also:

Long-Term Care Facilities, Continuity of Care

Long-Term Care

Home Health Care

Aging

Primary Care

 
The American Academy of Family Physicians supports the continued requirement of a physician
(M.D./D.O.) medical director in every long-term care facility. The AAFP believes that the family
physician is ideally suited to serve as a medical director. (1984) (2008)

Managed Care Reform
See also:

First Dollar Coverage for Preventive Care
The American Academy of Family Physicians supports managed care reform that ensures patients
receive clear information and fair treatment from their health plans and protects the primary care
physician's ability to act as the patient's advocate.

Below are provisions that the American Academy of Family Physicians believes are essential to
include when advocating for comprehensive managed care reform:

The Academy supports:

. A requirement that basic information about covered and excluded benefits, financial
obligations, plan providers, experimental benefits and other important plan provisions be
available to all plan enrollees in a uniform format that is easily readable;

. A requirement that plans have an internal and external appeals process enabling meaningful
and prompt access for patients and their physicians;

. A requirement that plans have a prudent lay person standard enabling patients to secure
emergency care out of plan without prior authorization (a requirement that is as strong as
the standard established for Medicare beneficiaries in the Balanced Budget Act of 1997);

. A requirement that plans honor the right of each physician and other health care providers to
communicate freely with all patients;

. A requirement that plans have a policy protecting physicians who advocate on behalf of
their patients for needed medical benefits;

. An assurance that "medical necessity" decisions will be made by physicians who have
knowledge of a patient's particular medical history and circumstances;



. A requirement that self-funded ERISA plans be held responsible for medical outcomes, as
are other plans, within any given state;

. The modification of ERISA to allow injured patients to seek recovery in federal court for
improper coverage denials; and meaningful liability caps in federal court which will ensure
health plans recognize their responsibility to guarantee patients have timely access to
needed medical care;

. A requirement that plans have a process to enable use of non-formulary drugs when they are
medically indicated;

. The inclusion of family physicians in any definitions of women's and children's health care
providers to ensure access to all qualified physicians;

. An accurate definition of primary care, consistent with the AAFP definitions of primary
care and family medicine;

. A requirement that managed care entities must regularly update their list of participating
providers every 30 days and make it available to physicians and patients;

. A requirement that managed care entities should furnish physicians with a fee schedule
showing what they will be paid for services that will be provided by that physician under
the plan when negotiating with the physician to become or continue as a healthcare provider
under the managed care plan;

. Recognition of the importance of the Patient-Centered Medical Home (PCMH). Managed
care plans should encourage patients to utilize a PCMH and provide a graduated payment
for physicians who meet recognized criteria for providing such an entity.

. The use of a uniform provider contract template.

. First dollar coverage for preventive services by managed care plans.

Background
The American Academy of Family Physicians supports managed care reform that ensures patients
receive clear information and fair treatment from their health plans and protects the primary care
physician's ability to act as the patient's advocate.

The Academy has 105,900 members delivering medical and preventive care nationwide and in all U.S.
territories. Patients make 200 million office visits to family physicians each year -- 79 million more
than any other specialty. In fact, one out of every four office visits in America is to a family physician.
Family physicians see one out of every five children to provide their health care, and one out of every
four women for their health care. Family physicians focus on the whole person, as well as the entire
family, and play a central role in helping patients navigate today's complex health care system.

The Academy is equally concerned that comprehensive managed care reform promote quality health
care, instead of hindering it. Nearly 80 percent of Academy members accept patients from one or more
managed care plans. It is essential that health care quality measures be based in science. The Academy
is committed to evidence-based research and has created a $7.7 million research initiative over the
next five years to fund office-based primary care research. The Academy has also established the
Robert Graham Center for Policy Studies in Family Medicine and Primary Care in Washington, D.C.,
to inform its policy initiatives. (March 2001) (2012 COD)

Marijuana
See also:

Excise Taxes on Other Tobacco Products (OTP) (Position Paper)

Substance and Alcohol Abuse and Addiction

Physicians, Impaired

Tobacco and Smoking

The American Academy of Family Physicians opposes the use of marijuana except under medical



supervision and control for specific medical indications. (1989) (2012 COD)

Maternal/Child Care (Obstetrics/Perinatal Care)
See also:

Obstetrics Privileges

Nurse Midwives, Certified

Cesarean Delivery in Family Medicine (Position Paper)

Ultrasonography (Position Paper)

Maternal/child care is a core discipline of the specialty of Family Medicine. The scope of practice for
family physicians in maternity/child care may range from only managing medical problems during
pregnancy, prenatal care only, or comprehensive care of low-risk pregnancy to comprehensive care of
high-risk pregnancy, including performing cesarean deliveries. The American Academy of Family
Physicians (AAFP) advocates that ALL Family Medicine residents receive basic maternal/child care
training and that those residents who plan to practice the full scope of maternal/child care receive
advanced training to include management of complications and surgical intervention.

The American Academy of Family Physicians further advocates the maternal/child care privileges
should be based solely on the individual physician's documented training and/or experience,
demonstrated abilities, and current competence and not by specialty-specific designation alone. Family
physicians should evaluate fellow family physicians in credentialing and privileging determinations.

Both the American Academy of Family Physicians and the American College of Obstetrics and
Gynecology (ACOG), the two major organizations of physicians who provide maternal/child care in
the United States, recognize that there are health care disparities for women in rural areas and that in
some rural areas these disparities include critical access to maternal/child care. 1,2 Women living in
rural settings tend to lack insurance, have a lower income level, and often rely on Medicaid and
Medicare; due to the distance and access to care, they must often travel father and have a decrease in
frequency of care than their counterparts living in urban settings. ACOG recognizes that in some rural
settings family physicians provide 100% of obstetric care.2

The AAFP affirms that it remains committed to its policy of access to quality health care for all
Americans and its willingness to collaborate with governmental and private agencies as well as ACOG
and other appropriate professional organizations to provide appropriate access to maternal/child care
for all women wherever they reside.

The AAFP will employ the following strategies to accomplish this goal:

1 . Aggressively promote and support family physicians to provide maternal/child care,
especially in rural settings.

2 . Promote excellence in basic maternal/child care training for all family medicine residents by
family physicians.

3 . Establish evidence-based national guidelines for quality maternal/child care by family
physicians.

4 . Encourage the expansion of rural medicine and maternal/child care fellowships.
5 . Advocate with ACOG for its active support of the joint AAFP-ACOG guidelines for

specialty-neutral credentialing at the state and local levels.
6 . Reinforce and expand currents efforts to:

a . Promote maternal/child care by family physicians to the public.
b . Advocate for national tort reform and specifically for relief in maternal/child care

critical access areas.
c . Aggressively assist family physicians who have appropriate training and

demonstrated competence in obtaining and maintaining privileges in maternal/child



care.
d . Encourage research in outcomes-based data in maternal/child care provided by

family physicians.

References:

1 . AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges. Available at
http://www.aafp.org/online/en/home/policy/policies/o/obstetric.html. Accessed January 9,
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2 . American Congress of Obstetricians and Gynecologists (ACOG), Committee on Health
Care for Underserved Women, Health disparities for rural women. Available at
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(1989 COD) (2012 COD)

Medicaid, Core Principles
Also see:

Medicaid Services

Medicare/Medicaid Abuses

 
The AAFP supports specifying the following principles to the policy on Medicaid, Core Principles:

. federal share should be increased if Medicaid enrollment is increased by federal legislation;

. payment for primary care services should be at least equal to Medicare;

. the patient-centered medical home model of care with appropriate payment for case
management/care coordination should be implemented broadly;

. a benefit profile should be required that includes first dollar coverage of preventive services;

. cost-containment determined by evidence-based research;

. a clear definition of medical necessity based on evidence;

. Medicaid should support health information exchange through adequate infrastructure
investment and electronic medical records by means of adequate payment for electronic
visits and related services;

. pay for performance and other quality improvement activities rooted in evidence-based
research;

. current pharmaceutical benefits for dual eligibles should be maintained if those benefits
cover more drug costs than does the Medicare benefit;

. coverage of tobacco cessation counseling, pharmaceuticals and other assistive methods
should be included;

. federal financial participation in territorial assistance programs should be equitable;

. coverage of pharmaceutical and oral health benefits should be mandatory; and

. Medicaid programs should provide continuous eligibility for at least twelve months.

(2005) (2010 COD)

Medicaid Services
Also see:

Medicaid, Core Principles

Medicare/Medicaid Abuses

 
The AAFP encourages members to participate in discussions and decisions that promote both high
quality care and maintenance of basic essential health services for Medicaid recipients.

Medicaid coverage should include a uniform basic range of services. Medicaid payment for services



should be fair and adequate.

The Medicaid program should be revised to include provisions whereby the homeless and medically
uninsurable are covered.

The AAFP endorses the principle that peer review systems and utilization review systems will
promote uniform quality of care to Medicaid beneficiaries. (1983) (2008)

Medical Identification
See also:

Emergency Medical Care

Emergency Medical Services (EMS)

In an emergency situation better medical care is possible when knowledge of previous pertinent
medical history, drug allergies, current medication and current medical problems are available.
Therefore, the Academy recommends that all individuals who have conditions or medications
important to be known in emergencies carry medical identification and information on their person
that is immediately available and readable to emergency personnel. (1973) (2008 CoD)

Medical Informatics
See also:

Data Stewardship

Electronic Health Records

Information Technology Used in Health Care

 
Medical informatics should be considered a core competency for family physicians. Computer literacy
is required for the appropriate management of information in an effective family medicine practice
delivering quality health care. Family physicians must continually upgrade their skills to make use of
evolving information technologies in medicine. (1996) (2008)

Medical Necessity for the Hospitalization of the Abused
and Neglected Child
See also:

Child Abuse

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Position
Paper)

The family physician has a moral, ethical, and legal obligation to diagnose, treat, and protect a child
suspected of being abused and/or neglected. The child requires a prompt evaluation in a protective
environment where knowledgeable consultants are readily available. In communities without
specialized services and/or facilities for the management of such children, inpatient hospitalization is
an appropriate setting for their initial management. Medical, psychosocial and legal concerns may be
assessed expeditiously while the child is housed in a safe environment awaiting final disposition by
child protective services. The AAFP recommends that the hospitalization of children suspected of or
being abused and/or neglected should be viewed as medically necessary by both health professionals
and third-party payors. Financial concerns must not impede medical judgment, and third party payers
have an ethical responsibility to cover such admissions. (1998) (2012 COD)



Medical School Graduates
See also:

Rural Practice: Family Medicine Graduate Medical Education Training For Rural Practice (Position
Paper)

Family Medicine Department, Definition

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

Medical Student Debt Relief

National Health Service Corps

The AAFP supports efforts which encourage US medical graduates to seek careers that will correct the
geographic maldistribution of physicians in the nation.

Medical schools receiving federal funding must increase enrollment and graduation of
underrepresented minorities as defined by the AAMC to meet the needs of the medically underserved
of this country. (2002) (2008)

Medical Schools, Minority and Women Representation
In Medicine
See also:

Diversity in the Workplace

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Women in Family Medicine - Proportionate Representation of Women in Leadership Roles

Equal Opportunity

Minority Students, Family Physicians as Role Models for

 
The AAFP endorses the goal of equitable representation for minorities and women as medical
students, staff and faculty at U.S. medical institutions. The AAFP supports programs that have the
goal of increasing the number of minority and women student applicants to medical schools, and the
number of qualified minority and women student admissions. The AAFP recommends that medical
schools and academic health centers stimulate interest in medical careers among minorities and
women through specific outreach programs.

The AAFP further recommends that academic health centers, and professional societies for physicians,
have programs of leadership development both for minority and women physicians, and medical
students. These programs should include mentorship opportunities. Current and expanded efforts to
increase the training of minorities and women in medical research should be supported. (1996) (2009
COD)

Medical Schools, Service to Minority, Vulnerable and
Underserved Populations
See also:

Medically Underserved

National Minority Health Care Month



Medical School Graduates

Rural Practice: Family Medicine Graduate Medical Education Training For Rural Practice (Position
Paper)

Reporting on Residency Status of Patients

 
Access to the health care system and the provision of health care services to disadvantaged,
disenfranchised, minority, vulnerable and underserved populations are vital roles and obligations for
the medical schools and medical teaching programs of the U.S.

The AAFP supports the inclusion of education on health care for minority, vulnerable and underserved
populations in medical school curricula.

The AAFP supports the priority of encouraging U.S. medical school graduates to practice in rural and
urban underserved communities.

The AAFP encourages medical student recruitment from rural, minority and underserved population
areas.

The AAFP encourages family medicine residencies to recruit medical students from rural, minority
and underserved populations.

The AAFP supports the expansion of the National Health Service Corps (NHSC) as an appropriate
strategy to improve the health care of rural, minority and underserved populations.

The AAFP encourages the federal, state and local governments to support initiatives that result in
medical students and residents selecting family medicine careers in rural, minority and underserved
population areas. (2003) (2009 COD)

Medical Student Access to Electronic Medical Record
(EMR)
Electronic Health Records
The AAFP encourages teaching hospitals and clinical clerkship sites to allow medical student access
to patient electronic medical records. Adequate medical student training depends on a student's ability
to access relevant information available to other members of the care team, to document findings, to
communicate with other providers, and to reflect independent clinical reasoning.

In addition, the AAFP recognizes the independence of each teaching site to develop policies regarding
student access to electronic medical records with the goals to protect patients, recognize different
EMR capacities, comply with federal and payor regulations, reduce administrative burden and to
ensure appropriate reimbursement. Such policies might include, but are not limited to:

1 . Read-only access;
2 . Special designations of medical student documentation in the EMR;
3 . Medical student documentation outside the EMR;
4 . Co-signature requirements;
5 . Guidelines for acceptable parts of documentation by medical students and supervising

physicians; and
6 . Development of EMR safeguards and/or templates to ensure institutional policies are met.

(2012 COD)



MedicalStudentDebt
See also:

Medical Student Debt Relief

 
The AAFP promotes the expansion of the workforce needed to ensure that all Americans have access
to a primary care patient-centered medical home. Consequently, because the debt incurred by
attending medical school serves as a barrier to choosing family medicine, the AAFP supports efforts
that assist in reducing that debt burden. (2007) (2012 COD)

Medical Student Debt Relief
See also:

Medical School Graduates

Family Medicine Department, Definition

Rural Practice: Family Medicine Graduate Medical Education Training For Rural Practice (Position
Paper)

Student Choice of Family Medicine, Incentives for Increasing

National Health Service Corps

Rural Practice, Keeping Physicians in (Position Paper)

Medical student debt relief may be a significant contributing factor in family medicine career choice.
The AAFP calls for expanded funding for federal loan programs targeted to support family medicine
and primary care, allowing the deferment of interest and principal payments on medical student loans
until after completion of postgraduate training and allowing the tax-deductibility of interest on
principal payment for such loans. The AAFP recommends for the development of innovative programs
that promote education debt relief for family medicine and primary care. (2006) (2011 COD)

Medical Waste Disposal in Non-Medical Settings
See also:

Home Health Care

Education, Patient

Home based health care can create medical waste that must be disposed of properly. It is hazardous to
dispose of such waste with ordinary household refuse through the septic system or in any other
potentially dangerous manner. This practice can lead to the inclusion of medical waste with municipal
waste which eventually goes to landfills with the potential of ground water contamination. Such
practices may pose a significant health risk to the public.

Medical Waste Definition: Medical waste is generally defined as any solid waste that includes but not
limited to: soiled or blood soaked bandages, unused medications, discarded gloves, needles, swabs,
syringes and other sharps.

Therefore, the AAFP supports:

1 . Education about safe disposal of medical waste to the public,
2 . Community based disposal programs that are readily available and affordable, and
3 . Policies to encourage and programs that provide for safe community disposal of medical

waste from non-medical settings.

(2003) (2009 COD)



Medically Underserved 
See also:

Community and Migrant Health Centers

Migrant Health Care

Criminalization of Medical Practice

Essential Community Provider

Health Benefits

Homelessness

Reporting on Residency Status of Patients

Urban/Inner-City Training Program in Family Medicine

The American Academy of Family Physicians reaffirms its commitment to the medically underserved
of this country and urges each and every one of its members to become involved personally in
improving the health of people from minority and socioeconomically disadvantaged groups.

The Academy supports:

a . cooperation between local family physicians and community health centers;
b . promotion of health education in schools, faith-based organizations, and community groups;
c . continuation of beneficial programs, which serve to promote health and disease prevention;
d . simplified regulations and improved payment, which encourage the establishment and

success of physician practices in underserved areas; and
e . development of programs which encourage the provision of services by physicians and

other health care professionals in underserved areas.

(1982) (2008)

Medicare/Medicaid Abuses
See also:

Medicare Reform

Medicare Payment

The AAFP deplores abuses of Medicare/Medicaid or any health assistance programs by anyone. The
AAFP urges and expects that due process be followed. (1976) (2009 COD)

Medicare Payment
See also:

Medicare Reform

Medicare/Medicaid Abuses

Physician Payment

 
The AAFP calls for a realignment of Medicare payment to reflect more equitable payment for services
provided by family physicians. With regard to payment for physicians' services under Medicare, the
AAFP:

(a) Continues to oppose mandatory assignment for physicians under the Medicare program;

(b) Opposes the (limiting charge) program that unfairly limits the payment of nonparticipating



physicians;

(c) Supports the need for Medicare beneficiaries to receive clear and understandable reports about the
payments made, or not made, on their behalf, while avoiding potentially unsupportable phrases, such
as "not medically necessary;"

(d) Supports the use of a single conversion factor for all physician services under the Medicare Fee
Schedule, except for purposes to achieve specific public policy goals;

(e) Opposes expenditure targets, including the Sustainable Growth Rate, in favor of a system based on
the Medicare Economic Index or another fair representation of physicians' costs of delivering care;

(f) Supports practice expense relative value units (RVUs) that are based on the actual resources, both
direct and indirect, which physicians use to provide services and that are adjusted in a timely and
understandable manner;

(g) Supports work RVUs which appropriately value evaluation and management services relative to
procedural services;

(h) Supports the elimination of all geographic adjustment factors from the Medicare Fee Schedule
except for those designed to achieve a specific public policy goal (e.g., to encourage physicians to
practice in underserved areas);

(i) Supports additional payment models including, but not limited to, a per-month care management
fee for family physician practices that function as a patient-centered medical home; and

(j) Supports Medicare payment for physician services according to a Resource-Based Relative Value
Scale (RBRVS) that supports primary care; and

(k) Supports a performance bonus based on evidence-based performance measurement; and

(l) Develops new payment methodologies to assure fair payment for primary care services.

(1973) (2011 COD)

Medicare Preventive Services Coverage Act (S. 2115) -
AAFP Legislative Stance
The American Academy of Family Physicians supports the Medicare Preventive Services Coverage
Act (S. 2115) but indicates that the payment for preventive services remains inadequate and that all
covered services should be evidence-based. (July Board 2008)

Medicare Reform
See also:

Medicare Reimbursement

Medicare/Medicaid Abuses

Health Care for Everyone: The AAFP Plan

The American Academy of Family Physicians is gravely concerned about the viability, fairness, and
workability of the current Medicare program. The Academy believes that there is a need for continual
improvement in the structure, administration, and quality of the Medicare program. Such improvement



is needed to keep pace with advances in the practice of medicine, changes in the demographics of the
Medicare population, and other developments in the health care system. Accordingly, the Academy
supports efforts to improve Medicare that are consistent with the Academy's principles for extending
basic health care coverage to all people in the United States. (2002) (2008)

Medicare Rural Health Access Improvement Act (S.
2786) - AAFP Legislative Stance
The American Academy of Family Physicians supports, with qualifications, the Medicare Rural
Health Access Improvement Act (S. 2786) by indicating family medicine's concern about the upper
payment limit of $92 per visit and about allowing physician assistants to be considered attending
physicians for hospice patients. (July Board 2008)

Membership Requirements, AAFP
See also:

Membership Evaluation, Discrimination in

Membership Designation

The AAFP favors the inclusion for membership in the Academy of any duly-licensed physician in the
practice of medicine who meets the AAFP membership requirements. (See Reprint No. 56, current
AAFP membership classification chart, for detailed information on membership requirements.) (1973)
(2009 COD)

Membership Evaluation, Discrimination in
See also:

Membership Requirements, AAFP

Equal Opportunity

 
The AAFP opposes all discrimination in any form, including but not limited to, that on the basis of
actual or perceived race, color, religion, gender, sexual orientation, gender identity, ethnic affiliation,
health, age, disability, economic status, body habitus or national origin. (1968) (2010 COD)

Membership Designation
See also:

Membership Requirements, AAFP

New Physician, Definition

AAFP Fellow
It is proper and ethical for an Academy member to indicate membership in the Academy by placing
after the letters M.D. or D.O. the letters AAFP and term Fellow, American Academy of Family
Physicians or FAAFP may be used when appropriate. (1971) (2009 COD)

AAFP Member
The AAFP favors the inclusion for membership in the Academy of any duly-licensed physician in the
practice of medicine who meets the AAFP membership requirements. (See Reprint No. 56, current
AAFP membership classification chart, for detailed information on membership requirements.) (1973)
(2009 COD)



ABFM Diplomate
It is ethical and proper for AAFP members who are diplomates of the American Board of Family
Medicine to use the designation "Diplomate, ABFM" or "DABFM" following name and degree
designation. (1981) (2009 COD)

Mental Health, Parity in Coverage for Patients
See also:

Mental Health, Physician Responsibility

Health Plans

Mental Health Care Services by Family Physicians (Position Paper)

The AAFP supports parity of health insurance coverage for patients, regardless of medical or mental
health diagnosis. Health care plans should cover mental health care under the same terms and
conditions as that provided for other medical care. (1998) (2009 CoD)

Mental Health, Physician Responsibility
See also:

Mental Health, Parity in Coverage for Patients

Mental Health Care Services by Family Physicians (Position Paper)

Family physicians have traditionally focused on treating the whole patient, and recognize the mind,
body and spirit connection. Promotion of mental health, diagnosis and treatment of mental illness in
the individual and family context are integral components of family medicine.

Family physicians are uniquely positioned to recognize and treat problems in the continuum from
mental health to mental illness. Through residency training and continuing medical education family
physicians are prepared to manage mental health problems in children, adolescents, and adults of all
ages. The continuity of care inherent in most family medicine settings makes early recognition of
problems possible. Treating family members allows better recognition of problems as well as
intervention in the family system. Family physicians are able to treat those individuals who would not
access traditional mental health services because of the perceived stigma of mental illness.
Consultation with and referral to other specialties as appropriate is a part of family medicine in regard
to mental health/illness as it is in all other areas of patient care.

Reduction in the availability of behavioral health providers, expansion of treatment options via the
patient centered medical home, improved pharmacologic treatments and care guidelines, combine to
make the treatment of mental illness in the family physicians office more practical, necessary and
appropriate.

Family physicians can draw the clinical practices of medical care and behavioral health closer together
by supporting team-based specialist, and likewise, supporting behavioral health practices that include
family physicians. This “bi-directional” care coordinates medical and behavioral health services for
the benefit of patients.

Family physicians can support appropriate public mental health policy, and when possible support and
coordinate with other organizations to promote better mental health services for those with mental
illness. These efforts include prevention of mortality through early intervention and appropriate and
timely treatment, and prevention of mortality through careful use of medications and suicide
prevention. (1982) (2012 COD)



Mental Health Care Services by Family Physicians
(Position Paper)
See also:

Mental Health, Physician Responsibility

Mental Health, Parity in Coverage for Patients

 
While psychiatric professionals are an essential element of the total health care continuum, the
majority of patients with mental health issues will continue to access the health care system through
primary care physicians. The desire of patients to receive treatment from their primary care physicians,
or at least to have their primary care physicians more involved in their care, has been repeatedly
documented. Improving mental health treatment requires enhancing the ability of the primary care
physician to screen, treat and appropriately manage the psychiatric care given to patients. To achieve
those goals, the AAFP advocates the following principles:

. The AAFP, working through the accredited residency programs, will continue to emphasize
the importance of mental health care through clinical rotations in both inpatient and
outpatient centers of psychiatric care and continued exposure to psychiatric diagnosis and
management through the resident continuity clinic.

. The AAFP will continue to advocate for the maintenance and expansion of state, federal and
private insurance funding for mental health care. This funding should include adequate
funding for inmate mental health care as well as funding for the growing number of military
veterans and their dependents requiring mental health services.

. The AAFP will continue to advocate for parity in payment to primary care physicians for
the mental health care of our patients;

. The AAFP will advocate for the reduction of mental health care “carve outs,” recognizing
that through the Patient Centered Medical Home and other models of care, primary care
physicians are increasingly locating psychologists, psychiatric social workers and even
psychiatrists in the primary care physician office to provide better access to psychiatric
services to their patients. The AAFP will further advocate for payment mechanisms that
allow adequate funding of mental health care provided in such collocated practices in order
to assure its continued availability in the primary care physician office.

. The AAFP supports the development of new treatment strategies to improve the percentages
of patients receiving adequate treatment and follow-up through both primary care and
mental health specialty care providers.

Background
Mental health services are an essential element of the health care services continuum. Promotion of
mental health and the diagnosis and treatment of mental illness in the individual and family context are
integral components of family medicine.1,2

Through residency training and continuing medical education, family physicians are prepared to
manage mental health problems in children, adolescents, and adults. The continuity of care inherent in
family medicine makes early recognition of problems possible. Because family physicians treat the
whole family, they are often better able to recognize problems and provide interventions in the family
system. Family physicians are also able to treat individuals who would not access traditional mental
health services because of the social stigma associated with mental illness.

Mental health issues are frequently unrecognized and even when diagnosed are often not treated
adequately.3-9 Recognition and treatment of mental illness are significant issues for primary care
physicians, who provide the majority of mental health care.10,11 In a recent national survey of mental
health care, 18% of the surveyed population with and without a DSM-IV diagnosis of a mental health
disorder sought treatment during a 12 month period, with 52% of those visits occurring in the general
medical (all primary care) sector.38 Estimates are that 11% to 36% of primary care patients have a
psychiatric disorder, 8,9, 13-17 with one recent survey of mental health conditions in urban family
medicine practices revealing that over 40% of survey respondents met criteria for a mental health



disorder.42

Traditionally, managed care organizations have "carved out" mental health services from primary care
and placed put them in the hands of separate mental health management organizations. These
self-contained behavioral health companies usually contract only with psychiatrists and nonphysician
mental health care providers. Managed care companies that use "carve-outs" exclude coverage for
mental health treatment provided by the patients' personal physicians, often family physicians. The
resulting fragmentation of services disrupts continuity of care and compromises the family physician's
role as a cost-effective coordinator of the patient's health services—a disruption that is particularly
unfortunate in the setting of the Patient Centered Medical Home. Because of comorbidities and the
effect of mental health problems in generating or exacerbating physical symptoms, fragmentation of
mental health treatment is particularly detrimental to patients' overall health.

Although primary care physicians are major providers of psychiatric care, they are discriminated
against by payment mechanisms that create a disincentive to thorough and comprehensive mental
health screening. The issue of appropriate payment is critical when national surveys reveal that the
majority of both diagnosed and undiagnosed patients of a mental health disorder sought their care
from general medical providers, with this trend greatest for those in traditionally underserved groups
such as the elderly, various minorities, the poor and uninsured and those in rural areas.38 Denying or
discounting payment to family physicians and other primary care physicians is, in fact, denying access
to care for a significant percentage of patients.

More and more often, the poor and disadvantaged have limited access to traditional secondary sources
of mental health care, with a resulting increase in demand for those services from primary care
practices, hospitals and other institutions, which are sometimes inadequately prepared to provide that
care. The reasons for that decline in mental health services are numerous, including but not limited to
a decrease in state and federal funding for those services. The net effect has been a reduction in the
resources available to provide mental health care to those in greatest need of it.

Prevalence and Cost of Mental Health Disorders
Psychiatric problems are a major health issue. In the United States, neuropsychiatric disorders have
now surpassed other disorders such as cardiovascular diseases and malignant neoplasms as the number
one cause of disability as expressed as disability-adjusted life years.19 According to the most recent
data available, mental health expenditures in the United States, expressed as a percentage of total
health care expenditures, were more than 6%. For the year, that amounted to a cost approaching $100
billion.20 Analysis of the sources of payment for those expenditures for the same year revealed that
10% of Medicaid funding and more than 20% of state and local funding was spent on mental health
care. Suicide remains a significant cause of death and lost productive lives, with the most recent U.S.
data (from 2007) showing that almost 35,000 people died that year from all forms of suicide.21

Among adults, depression ranks as a significant cause of disease and disability, with a lifetime
prevalence of over 16%21 and a 12 month prevalence at any time of 6% to 7%.22 When analyzed by
sex, the 12 month prevalence of depression averages about 8% to 9% for women and 4% to 5% for
men.20 Lifetime prevalence of depression is 70% greater for women than men.21 When depression is
broken down into various degrees of severity, more than 30% of U.S. adult cases identified in 2007 are
listed as being in a “severe” category.21 Approximately 52% of those adults received some form of
treatment, with 38% receiving what was considered adequate treatment.22

Similarly, anxiety disorder represents a significant cause of disease and disability among adults, with a
12 month prevalence of 18% in 2004. Twenty three percent of those affected patients were classified
as having “severe” disorder.12

Approximately 37% of adults with anxiety disorder receive treatment in any 12 month period, with
only 34% of those patients receiving adequate treatment.12

Depressive disorders of all types are found to have a lifetime prevalence of 11% of 13- to
18-year-olds, with 3% of those affected having “severe” disorder.

23
The prevalence of depressive

disorders at any one time is thought to be approximately 8%.23 As in adults, the prevalence of



depression in girls age 13 to 17 is nearly 3 times as great as that in boys for the same age group.23

Anxiety disorders of all types occur with a lifetime prevalence of 25% of 13- to 18-year-olds, with
approximately 5% to 6% of those affected classified as having “severe” disorder.23 Again, statistics for
anxiety disorder in this age category show a significant female predominance.23

Two subgroup of adults have a higher-than-average prevalence of mental health disorder and deserve
special mention. A higher-than-average number of U.S. military veterans of Operation Enduring
Freedom (Afghanistan) and Operation Iraqi Freedom (Iraq) reported mental health problems, (11.3%
and 19.1% respectively) compared with the entire population of post-deployment U.S. military
veterans in the survey period.24 Thirty-five percent of Iraq veterans were reported to have accessed
mental health services during the year after returning home.25 The suicide rate in this population was
not appreciably higher than in the general population of post-deployment veterans, although certain
subgroups (those veterans with selected mental health diagnoses) were observed to have a higher than
normal rate.25 The other subgroup of U.S. adults with higher than average occurrence of mental health
disorder is the U.S. inmate population. In data from surveys of inmates in state, federal and local jails,
the 12 month occurrence of all mental health disorders was found to be 56%, 45% and 64%
respectively.26,27 Fewer than 50% of the affected inmates ever received any treatment for their
disorder.26,27

Information about mental health care delivered in physicians' offices is available through the National
Ambulatory Medical Care Survey (NAMCS), conducted by the Centers for Disease Control and
Prevention (CDC). According to 2008 data, the most recent available, an estimated 956 million visits
were made to physician offices, of which 39,831,000, or 4%, were for psychiatric diagnoses.28 Based
on an assumed need of 10%, there should have been almost 96 million psychiatric visits. The Surgeon
General estimates that less than one third of adults with a diagnosable mental disorder receive
treatment in one year. The National Mental Health Association (NMHA) states that only 49% of
patients with clinical depression and 52% of patients with generalized anxiety disorder are receiving
treatment.29

When considering the costs associated with mental illness, it is important to keep in mind that mental
health problems have a significant impact on physical health. Research found that among elderly
patients with high mean depressive scores, the risk of coronary heart disease increased 40% while the
risk of death increased 60% compared with elderly patients with the lowest mean depressive scores.30

The risk of disability in persons with major depression is 4 1/2 times the risk in asymptomatic
persons.4 The risk is 1 1/2 times greater in persons with minor symptoms of depression, although
because of its greater prevalence minor depression resulted in 50% more days of disability. Patients
with mental disorders have higher utilization rates for general medical services and higher related
medical costs than patients without mental disorders.6

Family Physician's Role in Diagnosis and Treatment
In many respects family medicine represents the unification of the psychiatric and physical models of
illness. Family medicine residency training includes clinical psychiatric rotations of one or more
months in addition to mental health encounters generated by the continuity clinics. The Academy's
recommended curriculum for human behavior and mental health was developed in cooperation with
the American Psychological Association. An element of that curriculum is “that the family medicine
resident should have sensitivity to, and knowledge of, the emotional aspects of organic illness. Family
physicians must be able to recognize interrelationships among biologic, psychologic and social factors
in all patients.” In a survey of directors of primary care training programs (family medicine, internal
medicine, pediatrics, OB/GYN), only family medicine directors felt that their programs were “optimal
to extensive” in terms of adequacy of psychiatric training.31

Family physicians typically manage multiple symptoms and problems.3 A visit to a psychiatric
professional typically lasts at least 30 minutes and is focused on a clearly defined issue.5 In contrast,
primary care visits last an average of 13 minutes and include an average of six patient
problems.4,5,11,32,33 Detecting and managing mental health problems must compete with other priorities
such as treating an acute physical illness, monitoring chronic illness, providing preventive health
services, and assessing compliance to standards of care.5,34



Another important distinction between psychiatric practices and family medicine practices is that
while patients who present for psychiatric treatment usually have severe symptoms that leave little
doubt about the diagnosis, patients in the family physician's office typically present with vague
somatic complaints such as “fatigue,” “feeling nervous,” etc., without an established psychiatric
diagnosis. Unlike the psychiatric professional whose patients accept the diagnosis and the need for
treatment, the family physician has to identify mental health problems that are frequently obscured by
patient reluctance to acknowledge the problem or by physical symptoms that mask the underlying
problem.

The general reluctance of patients to seek care for mental health problems complicates the diagnosis of
mental illness. Survey results show that 40% of patients with major depression do not want or perceive
the need for treatment.11,32 Patients consistently underreport emotional issues to their physicians. One
study found that only 20% to 30% of patients with emotional/psychologic issues reported these to their
primary care physicians.4 Many patients somatize their psychologic issues. One in three patients who
go to the emergency department with acute chest pain is suffering from either panic disorder or
depression.13 Eighty percent of patients with depression present initially with physical symptoms such
as pain or fatigue or worsening symptoms of a chronic medical illness.35 Although this type of
presentation creates a challenge for family physicians, these patients are not likely to seek care through
the mental health system.

The major cause of mortality from mental illness is suicide, which may occur before a patient seeks
care for a mental health related symptom. More teenagers and young adults die from suicide than from
cancer, heart disease, AIDS, birth defects, stroke, influenza, and chronic lung disease combined.36 For
adults ages 18 to 65, suicide ranked number 4 of the top 10 causes of death from the most recent death
certificate data available (2007).24 Screening for suicide risk and access to lethal means, even in
apparently asymptomatic patients, is a critically important part of the family physician's role in
reducing mortality and morbidity from mental illness.36

There is no evidence, however, that an improved level of diagnosis without a concomitant
improvement in therapy is beneficial.9 Enhanced diagnostic accuracy must be connected to structured
programs that provide effective treatment.35 Research indicates that improving the treatment of mental
health issues in primary care requires properly organized treatment programs, regular patient
follow-up, monitoring of treatment adherence, and the use of mental health specialists for the more
severely ill.4

In one survey, 87.5% of family physicians indicated that it was their responsibility to treat depression,
compared with 73% of general internists and 41% of obstetricians/gynecologists surveyed. Among
family physicians, 35% were very confident and 48% were mostly confident about their overall ability
to manage depression.33 However, although primary care physicians prescribe 41% of antidepressants,
the requisite follow-up visits do not always occur per guidelines, with national survey data revealing a
median number of visits for general medical providers of 1.7 versus 7.4 for mental health specialty
providers for those patients receiving treatment during the 12 month survey period.12,37,38 Studies
demonstrate that patients treated with antidepressant medication have a visit frequency far below that
recommended in the guidelines issued by the Agency for Healthcare Research and Quality.35

Evidence indicates that optimal treatment of depression includes interpersonal psychotherapy.4 Family
physicians routinely provide encouragement and supportive therapy to their patients, and some
provide more formal psychotherapy. However, not every physician needs to be proficient in the
provision of psychotherapy. Referral to psychiatric nurses, counselors, psychologists, or psychiatrists
either attached to the practice or in other organizations is also appropriate. Whatever the mechanism,
however, every physician has an obligation to ensure that patients are made aware of psychotherapy as
an option and assisted in accessing it.

Family physicians recognize the importance of understanding the patient's values when providing
mental health care. By incorporating an assessment of those values into the overall diagnosis and
treatment plan, family physicians are able to improve patient acceptance of a diagnosis of a mental
health disorder and improve compliance to a treatment plan tailored to the patient’s understanding of
that diagnosis.



Payment
Payment for office visits with a mental health diagnosis code has traditionally been discounted by
Medicare for primary care. Many managed care plans do not pay family physicians for the provision
of psychiatric care, even though family physicians are frequently in the position to diagnose and
provide the care. While lack of payment is not the only reason for the documented failures in mental
illness detection, the absence of payment has an impact on the lack of screening in primary care
practices. This policy is also contradictory to the public's stated preference for care. A survey
conducted for the NMHA indicated that 72% of diagnosed patients and 61% of symptomatic but
undiagnosed people want greater involvement of their primary care physician in their treatment.29 This
not only reflects the level of rapport between patients and family physicians, but it is also indicative of
the level of apprehension caused by the potential stigma attached to mental illness and to accessing the
formal mental health system.

Because of patient desires to avoid the stigma of mental illness or because of payment issues, many
family physicians have reported or coded the symptoms of mental illness rather than documenting the
actual diagnosis.39 Failure to diagnose properly, whether a function of uncertainty or sensitivity to
patient concerns or insurance coverage, has been estimated to range from 45% to 90%.4,15 It does
appear, however, that family physicians address mental health problems more frequently than it
appears from either billing or medical records.

Prevailing payment structures are not only an impediment to the family physician's ability to maintain
continuity of care but can result in greater overall health care costs. Recognition and management of
mental health problems reduce the inappropriate use of medical and surgical care, thus reducing health
care costs.6

This is an issue of particular significance for employers who require optimal employee productivity.
According to the Kaiser Family Foundation Employer Health Benefits 2000 Survey, over the past
several years there has been an appreciable decline in the level of mental health coverage provided by
employers.40 Sharp decreases have occurred in the percentage of workers with unlimited outpatient
mental health visits, and most plans also limit the number of inpatient mental health days.40 These
payment limitations have an effect on the patient's ability to access mental health care. The American
Academy of Family Physicians supports parity of health insurance coverage for patients, regardless of
medical or mental health diagnosis. Health care plans should cover mental health care under the same
terms and conditions as those governing coverage of other medical care.41

Conclusion
While psychiatric professionals are an essential element of the total health care continuum, the
majority of patients with mental health issues will continue to access the health care system through
primary care physicians. The desire of patients to receive treatment from their primary care physicians,
or at least to have their primary care physicians more involved in their care has been repeatedly
documented. Improving mental health treatment requires enhancing the ability of the primary care
physician to treat and be appropriately paid for that care. Payment mechanisms should recognize the
importance of the primary care physician in the treatment of mental illness as well as the significant
issues of comorbidity that require nonpsychiatric care.
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(2001) (2011 COD)

Mercury in Food as a Human Health Hazard
The AAFP supports the continued testing and reporting levels of mercury in seafood by appropriate
local, state, and national agencies. Family physicians are encouraged to be knowledgeable about, and
tell their patients of, the dangers and benefits of eating various types of freshwater and ocean seafood.
In particular, the developing fetus and young child are at greater risk of harm from significant mercury
exposure. Family physicians are in a position to recommend healthy choices regarding various types
of seafood, including that which is caught and sold locally. Consumption guidelines for various
populations, particularly pregnant and breastfeeding women, as well as children and adults, should be
made readily available in a consumer-friendly format by the Environmental Protection Agency and/or
the Food and Drug Administration and should point out the relative mercury content of various
species, in order to maximize benefit and minimize risk of consuming seafood. (2007) (2012 COD)

Migrant Health Care
See also:

Community and Migrant Health Centers

Criminalization of Medical Practice

Undocumented Patients, Criminalization of Care Provided to

 
The AAFP believes that physicians and the public should be educated about health care problems of
seasonal/migrant workers and encourages involvement by family physicians in identifying and
addressing issues which impact the health status of migrant and seasonal workers. (1980) (2008)



Military Service, Physicians' Draft
The American Academy of Family Physicians is opposed to a separate physician draft and believes
that instead of instituting such a draft, various alternatives for physician recruitment into the armed
services should be vigorously pursued.

If a military service draft is instituted to mobilize the citizens for the defense of the United States, the
AAFP favors local administration under explicit federal regulations of a general draft that uses human
resources efficiently and respects the dignity of the individual as much as possible, while addressing
the public need. (1980) (2008)

Minority Students, Family Physicians as Role Models
for
See also:

Student Education, Discrimination

Medical Schools, Minority and Women Representation in Medicine

The American Academy of Family Physicians is concerned about the underrepresentation of certain
minority groups in medicine. The decision to become a physician often is made early in a child's life;
not uncommonly as a result of a significant contact with his or her family physician. Family
physicians, therefore, have a responsibility to be positive role models in their communities and
advocates for family medicine. The AAFP encourages members to take an active interest in the
educational aspirations of their young patients, especially minority populations, and work personally
in helping young people shape their career goals in family medicine. (1985) (2009 COD)

Motor Vehicle Occupant Protection
See also:

Driver Distraction

Driver Education

Drivers, Impaired, Drunk or Drugged

Driver's License, Graduated

Motorcycle and Bicycle Helmet Laws

Motorized Recreational Vehicles

All-Terrain Vehicles (ATVs)

 
The American Academy of Family Physicians strongly endorses the appropriate use of seat restraints
by all occupants -- children and adults -- of motor vehicles, and encourages its members to take an
active role in developing strategies to promote increased use and availability of restraint systems
including air bags. The American Academy of Family Physicians supports primary enforcement of
occupant restraint system legislation, encourages authorities to document the use of occupant restraint
systems and the media to report usage as appropriate. (1983) (2009 CoD)

Motorcycle and Bicycle Helmet Laws
See also:

Protective Equipment for Recreational and Competitive Sports Activities



All-Terrain Vehicles (ATV)

The American Academy of Family Physicians endorses the concept of legislative measures to require
the use of helmets when riding or driving a motorcycle or bicycle, and the AAFP urges constituent
chapters to support the enactment of or preservation of state motorcycle and bicycle helmet laws.
(1981) (2008)

Motorized Recreational Vehicles
See also:

All-Terrain Vehicles (ATV)

Motor Vehicle Occupant Protection

Motorcycle and Bicycle Helmet Laws

Protective Equipment for Recreational and Competitive Sports Activities

The Academy recommends that family physicians become well educated with the potential dangers
associated with the use of motorized recreational vehicles (including mini-bikes, all terrain vehicles,
snowmobiles and personal watercraft) and advise patients about their safe use including information
about appropriateness for developmental age. The AAFP also supports the development of laws
establishing speed limits, separation of motorized recreational vehicles from non-motorized vehicles
or pedestrians and prohibiting the operation of such vehicles while under the influence of alcohol or
other mind-altering drugs. (1973) (2008)

National Health Service Corps
See also:

Medically Underserved

Medical Student Debt Relief

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

Health Workforce Training

Rural Practice, Keeping Physicians In (Position Paper)

The AAFP:

(a) supports the objectives of the National Health Care Corps and will remain in productive
communication with the Corps leadership;

(b) assists the Corps in making information available to family medicine residents regarding practice
opportunities and benefits in the Corps;

(c) if requested by the Corps, will assist in identifying communities in need of additional primary care
physicians; and

(d) supports both the loan and scholarship programs of the National Health Service Corps, with
emphasis on the loan repayment program. (1974) (2008)

The American Academy of Family Physicians advocates for reauthorization and appropriate funding
of the National Health Service Corps (NHSC) and for reinstitution of the goal of full funding for the
training of the health workforce and zero disparities in health care due to race, class, income,
geography, language, or immigration status. (2002) (2008)



National Minority Health Month 
See also:

Community and Migrant Health Centers

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

The American Academy of Family Physicians recognizes April as National Minority Health Month,
an opportunity to promote improved health in minority populations and to promote interest in family
medicine. (2002) (2008)

Naturopathic Practice
See also:

Non-Physician Providers

 
The American Academy of Family Physicians (AAFP) opposes licensure of naturopaths. Naturopathic
theory and practice are not based upon the body of basic knowledge related to health, disease, and
health care that has been accepted widely by the scientific community. Moreover, the scope and
quality of naturopathic education do not prepare the practitioner to properly and accurately diagnose
illness or provide appropriate treatment. Governmental endorsement of naturopaths through licensure
will jeopardize the health and safety of patients.

In those states that permit licensure of naturopaths, the AAFP opposes any expansion of naturopaths’
scope of practice that is not supported by naturopathic education and training. The AAFP believes that
naturopathic education and training do not prepare naturopaths to safely or effectively prescribe
medications, perform physicals for school or employment, or perform surgical procedures.

A naturopath must not be allowed, under any circumstances, to use the title "physician," nor should a
naturopath ever be considered a "primary care physician."

Public and private payers must not be compelled or mandated to pay for naturopathic services.

The AAFP’s position is that, like the training for all other providers offering health care services to
patients, the training programs preparing naturopaths should be monitored constantly to assure the
quality of the training provided. (2012 COD)

Never Events and Hospital Acquired Conditions
The AAFP strongly supports efforts to implement the best evidence-based guidelines to improve
health care, including the ultimate goal of eliminating National Quality Forum (NQF) Never Events
(NE) and Centers for Medicare and Medicaid Services (CMS) identified Hospital Acquired Conditions
(HAC). While there is preliminary evidence that ideal systems of care can reduce or- in select cases-
eliminate many of these events, there are substantial gaps in current evidence, systems of care, and
scalable practices to conclude that all such outcomes are reasonably preventable. Moreover, there is
little evidence linking payment denial with improved outcomes.

Therefore, the AAFP supports incentives for performance improvement including the implementation
of robust systems to reduce reasonably preventable conditions. The Academy recommends the
development of standard definitions for NE and HAC along with non-punitive reporting frameworks,
such as the Patient Safety Organizations sponsored by the Agency for Healthcare Research and
Quality. In addition, the Academy recommends further research to delineate evidence-based practices
that address such conditions in an actionable and scalable fashion for both inpatient and ambulatory
settings. (2010 COD)



New Physician, Definition
 
See also:

Membership Designation

 
New physicians are defined as "those who completed residency or extended training immediately
following residency seven years ago or less." (1991) (2010 COD)

Non-Physician Providers, Family Physician Training
With
See also:

Nurse Practitioners

Integrated Practice Arrangements

Physician Assistants

Family Physicians and Physician Assistants: Team-Based Family Medicine

Ancillary Medical Personnel

Non-Physician Providers (NPPs), Guidelines on Supervision of Certified Nurse Midwives, Nurse
Practitioners and Physician Assistants

Nurse Midwives, Certified

Naturopathic Practice

Payment, Non-Physician Providers

Resources pertaining to the training, education and scope of practice of NPs
The AAFP supports the training of family medicine residents with physician assistants and nurse
practitioners in collaborative teams in which the ultimate responsibility for the patient resides with the
family physician. (B1994) (2011 COD)

Guidelines on the Supervision of Certified Nurse
Midwives, Nurse Practitioners and Physician Assistants
See also:

Nurse Midwives, Certified

Integrated Practice Arrangements

Nurse Practitioners

Physician Assistants

Family Physicians and Physician Assistants: Team-Based Family Medicine

Non-Physician Providers, Family Physician Training With

Payment, Non-Physician Providers

Telemedicine, Licensure and Payment

Introduction

Many family physician practices include non-physician providers (NPPs) such as physician assistants,
nurse practitioners and less commonly nurse midwives. Moreover, family physicians have been at the
forefront of innovation in practicing with NPPs, especially in underserved communities. The Academy
has supported a wide variety of efforts by policy makers to improve access to health care services in



underserved communities including the innovative utilization of NPPs.

The increasing variety of situations in which NPPs practice, the emphasis on practice teams, and the
growing tendency of health policy makers to identify NPPs as a means of improving the availability of
health care services raises important issues regarding the appropriate relationship between NPPs and
physicians. Current Academy policy on NPPs stipulates that these providers should always function
under the "direction and responsible supervision" of a practicing, licensed physician though in many
states nurse practitioners have independent practice authority. Academy policy on "Integrated Practice
Arrangements" supports practice teams including NPPs. The Academy, however, believes that
practicing physicians, NPPs and health policy makers will benefit from a more detailed set of
supervision guidelines.

These guidelines are intended to serve as a set of general principles with which physicians, NPPs and
policy makers can assess the role of NPPs in providing patients a team-based medical home and in
improving access to health care services.

It is important to note that an extremely varied set of laws and regulations defining the legal
relationship between physicians and NPPs has been adopted by the federal government and all 50
states. It’s also important to note that there are major differences in state scope of practice statutes
among nurse practitioners, nurse midwives and physician assistants. While these guidelines will
provide general direction, physicians and NPPs are urged to fully comply with all federal, state and
local laws and regulations regarding health care delivery. Health insurance plans and physician
practices which include non-physician providers should provide information to members/patients
regarding the possibility of being seen by a non-physician provider. Such information should be stated
in clear terms in plan/practice advertisements and communications, the information should be made
known to the patient at the time their appointment is made, and should be clearly stated by the
non-physician provider at the time the patient is seen.
 
Physician Responsibility

The central principle underlying physician supervision of NPPs is that the physician retains ultimate
responsibility of the patient care rendered when so required by state law. In these cases, physician
supervision means that the NPP only performs medical acts and procedures that have been specifically
authorized by the supervising physician.

Generally speaking, it is useful to conceptualize state NPP supervision laws as providing physicians
with the authority to delegate the performance of certain medical acts to NPPs who meet specified
criteria and who function under certain legal requirements for supervision. Accordingly, the tasks
delegated to the NPP should be within the scope of practice of the supervising physician. The
physician remains responsible for assuring that all delegated activities are within the scope of the
NPP's training and experience. The physician must afford supervision adequate to ensure that the NPP
provides care in accordance with accepted medical standards.
 
Supervision

It is the responsibility of the supervising physician to direct and review the work, records, and practice
of the NPP on a continuous basis to ensure that appropriate directions are given and understood and
that appropriate treatment is rendered consistent with applicable state law. Supervision includes, but is
not limited to: (1) the continuous availability of direct communication either in person or by electronic
communications between the NPP and supervising physician; (2) the personal review of the NPP's
practice at regular intervals including an assessment of referrals made or consultations requested by
the NPP with other health professionals; (3) regular chart review; (4) the delineation of a plan for
emergencies; (5) the designation of an alternate physician in the absence of the supervisor; and (6)
review plan for narcotic/controlled substance prescribing and formulary compliance. The circumstance
of each practice determines the exact means by which responsible supervision is accomplished.
 
Direction

It is the responsibility of the physician to ensure that appropriate directions are given, understood, and
executed. These directions may take the form of written protocols, in person, over the phone, or by



some other means of electronic communication.

Protocols developed by the supervising physician and NPP should include guidelines describing and
delineating NPP functions and responsibilities. Protocols should be as specific in their guidance as the
physician and NPP require for their particular practice. Many states require that the physician and NPP
develop detailed written protocols, and, in some instances, these protocols must be submitted to and
approved by the state medical board. As a practical matter, it is not possible to cover all clinical
situations in written protocols. Nonetheless, there must be a clear understanding between the physician
and NPP regarding the actions that may be undertaken by the NPP in all commonly encountered
clinical situations and, especially, under what circumstances physician consultation is to be
immediately obtained. The physician and NPP must regularly review protocols to ensure their
currency in regard to the physician's scope of practice, the range of tasks that have been delegated by
the physician and the evolving standards of medical practice. Immediate physician consultation will be
indicated for specified clinical situations and in situations falling outside those specified in written and
oral protocols.
 
Review

The supervising physician must develop and carry out a plan to ensure NPP quality of care. This plan
must be in compliance with all applicable laws and regulations. The supervising physician must
regularly review the quality of medical services rendered by the NPP by reviewing medical records to
ensure compliance with directions and standard of care. The minimum frequency with which such
review takes place is, in some instances, specified in federal and state law. In establishing the
frequency and extent of record review, the physician may consider the scope of duties that have been
delegated to the experience of, and the patient load of the NPP.
 
Off-site Supervision

In principle, supervision should recognize the diversity of practice settings in which NPPs practice. As
a practical matter, the efficient utilization of a NPP will at times involve off-site physician supervision.
Generally, off-site supervision of a NPP involves a physician-NPP team that has previously
established a working relationship. The supervising physician or a designated alternate physician of
the same specialty must be available in person or by electronic communication at all times when the
NPP is caring for patients. There should be established clear transportation and backup procedures for
the immediate care of patients needing emergency care and care beyond NPP's scope of practice. As
with on-site supervision, the appropriate degree of off-site supervision includes an overview of NPP's
activities including a regular review of patient records; and periodic discussion of conditions,
protocols, procedures, and patients. (1992) (2008)

Non-Prescription Drug Modernization Act - AAFP
Legislative Stance
That the Academy support The Non-Prescription Drug Modernization Act (HR 4083/S 2311),
introduced by Rep. Henry Waxman (D-CA) and Sen. Edward Kennedy (D-MA). (March Board 2008)

Nuclear, Biological and Chemical (NBC) Warfare
See also:

Disaster Planning

Nuclear Waste Disposal

 
The American Academy of Family Physicians endorses the concept of worldwide, verifiable
moratorium on testing, production and deployment of nuclear, biological, and chemical weapons.

(1999) (2011 COD)



Nuclear Waste Disposal
See also:

Nuclear, Biological and Chemical (NBC) Warfare

Disaster Planning

 
The American Academy of Family Physicians supports safe handling and storage of all nuclear waste.
The AAFP also supports continued investigation and research to improve safety and efficiency of
nuclear reactors and further limit possible exposure to nuclear waste materials. (2003) (2009 CoD)

Nurse Midwives, Certified
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Guidelines on the Supervision of Certified Nurse Midwives, Nurse Practitioners and Physician
Assistants

Integrated Practice Arrangements

Non-Physician Providers, Family Physician Training With

Nursing Profession

Payment, Non-Physician Providers

Telemedicine, Licensure and Payment

 
It is AAFP policy that the term "certified nurse midwife" should be reserved for those who undergo
specific training programs following attainment of an R.N. license. Following licensure as a registered
nurse, the nurse desiring to function as a certified nurse midwife should be certified rather than
licensed as a certified nurse midwife.

The AAFP position is that certified nurse midwives should only function in an integrated practice
arrangement under the direction and responsible supervision of a practicing, licensed physician
qualified in maternity care.

It is AAFP policy that training programs preparing certified nurse midwives, like training programs
for all health care providers, should be constantly monitored to assure the quality of training provided
and that the number of graduates reflects demonstrated needs.

The Academy supports the concept of patient and third-party payment for services of certified nurse
midwives where services are provided in an integrated practice arrangement. (1990) (2009 CoD)

Nurse Practitioners
See also:

Integrated Practice Arrangements

Non-Physician Providers, Family Physician Training With

Non-Physician Providers (NPPs), Guidelines on Supervision of Certified Nurse Midwives, Nurse
Practitioners and Physician Assistants

Nursing Profession

Payment, Non-Physician Providers

Resources pertaining to the training, education and scope of practice of NPs



The AAFP position is that the term "nurse practitioner" should be reserved for those who undergo
specific training programs following attainment of a Registered Nurse (R.N.) license. Following
licensure as an R.N., the nurse desiring to function as a nurse practitioner should be certified rather
than licensed as a nurse practitioner.

The nurse practitioner should not function as an independent health practitioner. The AAFP position is
that the nurse practitioner should only function in an integrated practice arrangement under the
direction and responsible supervision of a practicing, licensed physician. In no instance may duties be
delegated to a nurse practitioner for which the supervising physician does not have the appropriate
training, experience and demonstrated competence.

The AAFP position is that the training programs preparing nurse practitioners, like the training for all
other health care providers, should be constantly monitored to assure the quality of training provided
and that the number of graduates reflects demonstrated needs.

The AAFP supports the concept of patient and third-party payment for services of nurse practitioners
only where services are provided in an integrated practice arrangement. (1984) (2009 CoD)

Nursing Profession
See also:

Nurse Practitioners

Nurse Midwives, Certified

The AAFP recognizes the valuable contributions of the nursing profession. We believe that physicians
and nurses occupy interdependent roles in the delivery of quality, comprehensive health care. The
discerning observations and contributions of nurses who provide direct patient care greatly enhance
the knowledge and skills of physicians and enhance the quality of care provided to patients.

The AAFP continues to promote and support effective nurse/physicians interaction in clinical settings
through policies that engender cooperation in patient care and a climate that fosters mutual respect and
trust.

The AAFP expresses the highest regard and professional respect for educated, dedicated and caring
nurses. (1983) (2008)

AAFP-ACOG Joint Statement on Cooperative Practice
and Hospital Privileges
See also:

Maternal/Child Care (Obstetrics)

Nurse Midwives, Certified

Cesarean Delivery in Family Medicine (Position Paper)

Ultrasonography, Diagnostic in OB/GYN (Position Paper)

Privileges
Access to maternity care is an important public health concern in the United States. Providing
comprehensive perinatal services to a diverse population requires a cooperative relationship among a
variety of health professionals, including social workers, health educators, nurses and physicians.
Prenatal care, labor and delivery, and postpartum care have historically been provided by midwives,
family physicians and obstetricians. All three remain the major caregivers today. A cooperative and



collaborative relationship among obstetricians, family physicians and nurse midwives is essential for
provision of consistent, high-quality care to pregnant women.

Regardless of specialty, there should be shared common standards of perinatal care. This requires a
cooperative working environment and shared decision making. Clear guidelines for consultation and
referral for complications should be developed jointly. When appropriate, early and ongoing
consultation regarding a woman's care is necessary for the best possible outcome and is an important
part of risk management and prevention of professional liability problems. All family physicians and
obstetricians on the medical staff of the obstetric unit should agree to such guidelines and be willing to
work together for the best care of patients. This includes a willingness on the part of obstetricians to
provide consultation and back-up for family physicians who provide maternity care. The family
physician should have knowledge, skills and judgment to determine when timely consultation and/or
referral may be appropriate.

The most important objective of the physician must be the provision of the highest standards of care,
regardless of specialty. Quality patient care requires that all providers should practice within their
degree of ability as determined by training, experience and current competence. A joint practice
committee with obstetricians and family physicians should be established in health care organizations
to determine and monitor standards of care and to determine proctoring guidelines. A collegial
working relationship between family physicians and obstetricians is essential if we are to provide
access to quality care for pregnant women in this country.

A. Practice privileges

The assignment of hospital privileges is a local responsibility and privileges should be granted on the
basis of training, experience and demonstrated current competence. All physicians should be held to
the same standards for granting of privileges, regardless of specialty, in order to assure the provision
of high-quality patient care. Prearranged, collaborative relationships should be established to ensure
ongoing consultations, as well as consultations needed for emergencies.

The standard of training should allow any physician who receives training in a cognitive or surgical
skill to meet the criteria for privileges in that area of practice. Provisional privileges in primary care,
obstetric care and cesarean delivery should be granted regardless of specialty as long as training
criteria and experience are documented. All physicians should be subject to a proctorship period to
allow demonstration of ability and current competence. These principles should apply to all health
care systems.

B. Interdepartmental relationships

Privileges recommended by the department of family medicine shall be the responsibility of the
department of family medicine. Similarly, privileges recommended by the department of
obstetrics-gynecology shall be the responsibility of the department of obstetrics-gynecology. When
privileges are recommended jointly by the departments of family medicine and obstetrics-gynecology,
they shall be the joint responsibility of the two departments. (1998) (2009 CoD)

Note: This joint statement was developed by a joint task force of the American Academy of Family
Physicians and the American College of Obstetricians and Gynecologists.

Officer and Director Duties
See also:

Officers' Protocol

Competitive Activities of Officers, Directors and Committee Members

 
Detailed position descriptions have been developed for each AAFP officer as well as those serving as



directors. These position descriptions are updated regularly and include position responsibilities,
qualifications and terms of office, time required and remuneration provided. To obtain the current
position description for AAFP officers and directors, contact the Academy's executive vice president
at the headquarters office. (1997) (July 2009 Board)

Officers' Protocol
See also:

Officer and Director Duties

Competitive Activities of Officers, Directors and Committee Members

The protocol adopted by the Board of Directors on the listing of officers of the American Academy of
Family Physicians is as follows:

President

President-elect

Chair of the Board of Directors

Speaker of the Congress of Delegates

Vice Speaker of the Congress of Delegates

Executive Vice President

All Academy publications and letterheads list the officers as indicated above. (B1989) (May 2011
Board)

Organ Donation
The American Academy of Family Physicians encourages family physicians, family medicine
residents and medical students to expand their knowledge and understanding of the principles and
practices of organ donation in the delivery of health care. With consideration of the patient's cultural
beliefs and values, family physicians are urged to initiate discussion regarding organ donation with
their patients, particularly those patient populations who have been less likely to be donors. This
discussion shall be utilized to determine the patient's wishes, fears, cultural beliefs, etc. pertaining to
organ donation and should be appropriately noted in the patient's medical records. Where appropriate,
organ donation information should be shared by the family physician with family members, organ
procurement agencies and others, as designated by the patient. (2000) (2011 COD)

Obesity and Overweight
See also:

Health Education in Schools

Health Education

Education, Patient

Physical Activity

Fitness

Healthy Nutrition in Health Care Facilities and Other Workplaces

School Nutrition



Healthy Eating in Schools
 
Family physicians should counsel all patients on nutrition, physical activity, and behavioral strategies
to prevent inappropriate weight gain and obesity. Family physicians should screen all adult patients for
obesity and offer intensive counseling and behavioral interventions to promote sustained weight loss
for obese adults. (Intense counseling involves more than one session per month for at least 3 months).
Overweight and obesity are defined as the Centers for Disease Control and Prevention (CDC) defines
them. Reasonable and necessary diagnosis and treatment should be paid by third party payers.

Family physicians participate in local, state and national efforts to improve nutrition and encourage
physical activity for both children and adults. (2004) (2009 COD)

Parental Leave During Residency Training
See also:

Children's Health

. Vacation, Illness, and Other Short-Term Absences

. Long-Term Absence

. Waiver of Continuity of Care Requirement for Hardship

1 . Any parental leave plan utilized by a family medicine residency program must:

a . Safeguard the health of the parent and child,
b . Assure that the resident fulfills all educational requirements, and
c . Assure that the patient care is uninterrupted by the resident's absence.

2 . There are a number of factors which will affect the specific provisions in a parental leave
plan, and which must be taken into consideration in developing the plan. The factors
include:

a . The American Board of Family Medicine has established requirements with respect
to the amount of time a resident may be absent from his or her training program in
any 12-month period and still retain eligibility to make application for the ABFM
examination. An excerpt from the ABFM's Information Manual for Family Medicine
Residency Program Directors containing the most current version of these
requirements is enclosed as Appendix A.

b . Some residency programs may be subject to various federal and state laws, including
the Family and Medical Leave Act (FMLA). These laws may impose certain
requirements on parental leave plans utilized by family medicine residency programs
and may guarantee certain rights for residency programs and for residents taking
parental leave.

3 . Subject to applicable law, the AAFP recommends that the following be incorporated in
residency programs parental leave plans:

a . Expectant mothers must be allowed the same sick leave or disability benefits as
other residents.

i . Expectant partners and adoptive parents should be allowed the same leave or
disability benefits as other residents.

b . The category of leave credited (sick, vacation, parental, short-term) should be
specified.

c . Whether leave is paid or unpaid should be specified.
d . The duration of parental leave for residents should be based on the written

recommendations of the physician(s) caring for the resident and infant and/or state
and federal laws.

e . Residency programs are encouraged to allow residents to design home-study or



reading electives which should comply with Review Committee - Family Medicine
(RC-FM) requirements, for use around the estimated delivery date (EDD) or
adoption and after delivery to minimize the time needed away from the residency.
Such home study electives would be likely to include some Family Medicine Center
(FMC) time weekly in order to meet RC-FM continuity requirements for the FMC.

f . The expectant or adoptive parent should notify the program director and those
responsible for scheduling of rotations and call as soon as pregnancy or adoption is
confirmed. Coverage of responsibilities during the leave should be arranged as early
as possible.

g . Efforts should be made to schedule the most demanding rotations earlier in the
pregnancy, allowing for the least strenuous rotations to be performed around the
time of the resident's EDD.

h . The rotation performed around the time of the EDD or adoption should be one in
which the resident is not essential to the service and which would allow time off
without jeopardizing patient care or disadvantaging the other residents in the
program.

i . The expectant or adoptive parent's call schedule should be arranged to have no call
around the time of EDD or adoption and while on leave. The resident is expected to
make up call before or after the leave, so other residents aren't disadvantaged.

j . Residents taking parental leave must be able to return to the residency within a
reasonable period of time without loss of training status.

k . Provision for the continuation of the resident's insurance benefits during the leave
should be made and who pays for the premiums should be specified.

l . Communication to each resident should be made regarding how the leave will
impact the resident's graduation and ability to sit for the American Board of Family
Medicine exam.

m . The mechanisms available for making up time, or extending or delaying training
should be verified.

n . It should be verified if the extended training or make-up time will be paid.
o . The expectant or adoptive parent(s) should notify the program director and covering

residents when labor and/or FMLA time begins.

Appendix A - Except from American Board of Family Medicine's Information Manual for Family
Medicine Residency Program Directors, Absence from Residencies, 2005.
Absence from the Residency

The requirements for continuity of care and the Family Medicine Center (FMC) experience are
defined by the ACGME in its "Program Requirements for Graduate Medical Education in Family
Medicine."

A resident is expected to be assigned to one FMC for all three years, but at least throughout the second
and third years of training. The total patient visits in the FMC must be met, and residents must be
scheduled to see patients in the FMC for a minimum of 40 weeks during each year of training.
Vacation, Illness, and Other Short-Term Absences
Residents are expected to perform their duties as resident physicians for a minimum period of eleven
months each calendar year. Therefore, absence from the program for vacation, illness, personal
business, leave, etc., must not exceed a combined total of one (1) month per academic year.

Vacation periods may not accumulate from one year to another. Annual vacations must be taken in the
year of the service for which the vacation is granted. No two vacation periods may be concurrent (e.g.,
last month of the G-2 year and first month of the G-3 year in sequence) and a resident does not have
the option of reducing the total time required for residency (36 calendar months) by relinquishing
vacation time.

The Board recognizes that vacation/leave policies vary from program to program and are the
prerogative of the Program Director so long as they do not exceed the Board's time restriction.



Time away from the residency program for educational purposes, such as workshops or continuing
medical education activities, are not counted in the general limitation on absences but should not
exceed 5 days annually.
 
Long-Term Absence
Absence from residency education, in excess of one month within the academic year (G-1, G-2 or
G-3), must be made up before the resident advances to the next training level, and the time must be
added to the projected date of completion of the required 36 months of training. Absence from the
residency, exclusive of the one month vacation/sick time, may interrupt continuity of patient care for a
maximum of three (3) months in each of the G-2 and G-3 years of training. Leave time may be
interspersed throughout the year or taken as a three-month block.

Following a leave of absence of less than three months the resident is expected to return to the
program and maintain care of his or her panel of patients for a minimum of two months before any
subsequent leave. Leave time must be made up before the resident advances to the next training level
and the time must be added to the projected date of completion of the required 36 months of training.
Residents will be permitted to take vacation time immediately prior to or subsequent to a leave of
absence.

In cases where a resident is granted a leave of absence by the program, or must be away because of
illness or injury, the Program Director is expected to inform the Board promptly by electronic mail of
the date of departure and expected return date. It should be understood that the resident may not return
to the program at a level beyond that which was attained at the time of departure.

Leaves of absence in excess of three months are considered a violation of the continuity of care
requirement. Programs must be aware that the Board may require the resident to complete additional
continuity of care time requirements beyond what is normally required to be eligible for certification.
Waiver of Continuity of Care Requirement for Hardship
While reaffirming the importance of continuity of care in family medicine residency training, the
Board recognizes that hardships occur in the personal and professional lives of residents. Accordingly,
a waiver of the continuity of care requirement or an extension of the leave of absence policy may be
granted when a residency training program closes or when there is evidence of the presence of a
hardship involving a resident. A hardship is defined as a debilitating illness or injury of an acute but
temporary nature, or the existence of a threat to the integrity of the resident's family, which impedes or
prohibits the resident from making satisfactory progress toward the completion of the requirements of
the residency program.

A request for a waiver of the continuity of care requirement or an extension of the leave of absence
policy on the basis of hardship must demonstrate:

1 . that the absence from continuity of care does not exceed 12 months;
2 . the mature and extent of the hardship;
3 . that excused absence time (vacation/sick time) permissible by the ABFM and the program

for the academic year has been reasonably exhausted by the resident;
4 . that a medical condition causing absence from training is within the Americans with

Disabilities Act (ADA) definition of disability.

For absences from training of less than 12 months, the amount of the 24-month continuity of care
requirement completed prior to the absence will be considered a significant factor in the consideration
of the request.

When the break in continuity exceeds 12 months, it is highly unlikely that waivers of the continuity of
care requirement will be granted.

In communicating with the Board, the program should indicate the criteria it will use, if any, to judge
the point at which the resident is expected to reenter. The resident may NOT be readmitted to the
program at a level beyond that which was attained at the time of departure, but the resident may
reenter the program pending a final decision by the Board on the amount of additional training, if any,
to be required of the resident. (2000) (2012 COD)



Patient Care, Concurrent
See also:

Comprehensive Care, Definition

Disease Management (Position Paper)

Payment, Case Management Function

 
The American Academy of Family Physicians (AAFP) recognizes that, in many instances, concurrent
care is medically necessary and it is our position that it should be appropriately paid. (B1977) (2009
COD)

When more than one physician renders care concurrently and each physician documents the need for
each his or her care in the hospital records, each physician is entitled to payment without further
documentation. (1980) (2009 COD)

The AAFP endorses the principle that inpatient involvement of the family physician concurrent with
other consulting specialties is frequently essential to the best care of the patient, including problem
solving, coordination, management of services and/or emotional support. The AAFP urges that all
family physicians document the reasons for concurrent care and advocates that third-party payers pay
fees charged for documented concurrent care delivered by family physicians. (1981) (2009 COD)

Patient-Centered Formularies
See also:

Physician's Rights Relative to Imposed Administrative Costs

Managed Care Reform

Disclosure of Corporate Ties Affecting Formulary Choices and Drug Substitution

Preamble

 
The American Academy of Family Physicians (AAFP):

. recognizes the critical role of proprietary pharmaceutical products in the prevention,
treatment and cure of disease;

. values the role of pharmaceutical manufacturers in the research, development and
distribution of new therapeutic agents and the education of physicians and others;

. recognizes the physician's responsibility for the appropriate use of pharmaceutical agents
through the prescriptive powers vested in them by virtue of their medical license;

. supports assuring access to needed pharmaceutical products through their inclusion in
benefit programs of public and private insurance products;

. recognizes the role of appropriately designed restrictive formularies used by providers of
pharmacy benefits and third party insurers which have the goal of optimizing clinical
outcomes while minimizing overall health care costs;

. recognizes that decisions about the inclusion of drugs on formularies must be made with a
proper balance of cost, efficacy, quality, and ease of use to optimize individual outcomes in
the context of resource conservation;

. realizes that "direct to consumer" advertising by pharmaceutical manufacturers has created
an "induced demand" for these products which physicians must manage in the provision of
patient care;

. has great concern about the extensive administrative time and expense required by family
physicians to comply with multiple and conflicting restrictive formularies.

The American Academy of Family Physicians (AAFP) is concerned that certain ownership and/or



financial arrangements among pharmaceutical manufacturers, pharmacy benefit management (PBM)
organizations, mail order companies, health plans, retail pharmacies, pharmacists and other provider
groups could create “conflicts of interest” or financial incentives which may not be in patients’ best
interests, e.g. manufacturer discounts and/or rebates for the utilization of certain drugs. They may also
result in compromised quality of care, excessively high premium, and “out of pocket” costs.

Guidelines
The AAFP has developed the following set of “Principles for the Development and Management of
Patient-Centered Formularies” for the consideration of, and use by, family physicians, other providers
and the health plans with which they contract.

1 . Formularies should be developed using a collaborative process involving physicians,
pharmacists, patients and others possessing information concerning the science and
economics of pharmaceutical products.

2 . Health plans should constitute Pharmacy and Therapeutics (P and T) committees with plan
payers, members and local practitioners who are credible and respected to review, revise as
appropriate and approve formularies, including those provided to the health plan by
contracted PBMs.

3 . All P and T committee members should be required to disclose significant pharmaceutical
company-related stock holdings.

4 . Formulary design should be patient-centered, fiscally responsible and evidence-based. Drug
selection should be based on clinical outcomes, clinical comparability, safety, patient ease
of use and bioequivalancy with drug unit cost being a secondary consideration.

5 . Patients stable on drugs should not be changed to a new product based solely on economic
considerations.

6 . Formularies should be designed to provide a physician- and patient-friendly option to
prescribe and receive drugs not included on the formulary using patient-centered,
clinically-based criteria.

7 . Formularies should be designed to offer patients multiple levels of drug choice (from more
to less restrictive) with accompanying patient cost sharing levels to account for variables
including patient preferences (e.g., “direct marketing-induced” demand.)

8 . Health plans and PBMs should provide drug utilization and cost information to physicians
in clear and understandable reports that are useful for physicians in affecting positive
change in their prescribing behavior.

9 . Sufficient information concerning the pharmacy benefit management design should be
provided by health plans to physicians and patients in a clear and useful format. (Note: this
includes information concerning generic drug and therapeutic substitution policies,
deductibles and co-pays, appeal process for adverse decisions, formulary choices, product
information, contractual arrangements with a PBM, etc.)

10 . Formularies should restrict as few classes of therapeutic agents as possible, focusing on
those classes of drugs that are the most frequently prescribed, the most expensive or the
most frequently “abused,” i.e., to seek “value” in selected therapeutic categories.

11 . Formulary changes must be made known to physicians and pharmacies prior to
implementation. Additionally, the insured patient should be allowed to continue with a
previously approved drug until and unless a physician, in consultation with the patient,
decides to change to another drug.

12 . Before formulary changes are made, the total cost to the patient and physician must be
considered including staff time and resources, unexpected adverse outcomes, additional
office visits and laboratory monitoring.

13 . Formularies must be “stable” since frequent changes create confusion and frustration for
patients and physicians leading to non-compliance, adverse reactions, increased costs and
erosion of patients’ confidence. This guideline is not meant to exclude newly
FDA-approved drugs or indications.

14 . Health plan financial incentives to physicians should be assessed in the aggregate across all
prescription drugs and related to cost-effective practice and positive clinical outcomes rather
than to formulary compliance or cost as the sole criterion. Additionally, physician drug
utilization reviews (DUR) conducted by PBMs or health plans should focus on these same
criteria.

15 . Physicians should have access to reasonable due process for appeals of adverse decisions



without concurrent concerns about institutional sanctions or economic penalties for “cost
over runs” unless clearly related to evidenced-based clinical outcomes data.

16 . The pharmaceutical industry, PBMs, health plans and physicians should work
collaboratively to conduct pharmacoeconomic research, publicly share the results and strive
to bring as much uniformity and consistency to drug formularies as is possible within a
competitive health care marketplace.

17 . To help assure patient safety, any direct to consumer advertising for a medication should not
occur until the medication has been on the market for a minimum of one year.

18 . Physicians should be paid for services provided to patients in response to a request from a
payer or third party administrator or in response to formulary changes that require a change
in prescription medication, whether or not those services are provided in a face-to-face
encounter.

(1999) (2008)

Patient-Centered Medical Home
The patient-centered medical home is a transition away from a model of symptom and illness based
episodic care to a system of comprehensive coordinated primary care for children, youth and adults.
Patient centeredness refers to an ongoing, active partnership with a personal primary care physician
who leads a team of professionals dedicated to providing proactive, preventive and chronic care
management through all stages of life. These personal physicians are responsible for the patient's
coordination of care across all health care systems facilitated by registries, information technology,
health information exchanges, and other means to ensure patients receive care when and where they
need it. With a commitment to continuous quality improvement, care teams utilize evidence-based
medicine and clinical decision support tools that guide decision making as well as ensure that patients
and their families have the education and support to actively participate in their own care. Payment
appropriately recognizes and incorporates the value of the care teams, non-direct patient care, and
quality improvement provided in a patient-centered medical home. (May Board 2008) (2012 COD)

Patient Responsibility for Follow-Up of Diagnosis and
Treatment
See also:

Education, Patient

Patient Self-Referral

Confidentiality, Patient/Physician

 
Health care is a partnership in which the physician and the patient both have responsibilities. It is the
physician's responsibility, in consultation with the patient, to arrive at a diagnosis, to inform the
patient of that diagnosis in a manner that is understandable and culturally sensitive to the patient, to
identify treatment options, to recommend a therapeutic plan, and to explain the importance of any
recommended follow-up. It is the patient's responsibility to assist his or her physician in arriving at the
diagnosis by providing a complete and accurate history and by undergoing appropriate and personally
acceptable examinations, diagnostic testing, and follow-up visits. It is also the patient's responsibility
to ask questions when he or she does not understand and to clearly communicate his or her perceptions
of health and illness in the process. Once the diagnosis and course of treatment have been established
and agreed upon collaboratively, it is the patient's responsibility to follow the agreed upon treatment
plan and to return as advised for ongoing assessments of health, illness, and treatment outcomes.

In some jurisdictions, courts and government bodies have defined what constitutes adequate physician
follow-up. Physicians should be aware of the specific requirements in their jurisdictions. (1990)
(Board September 2011)



Patient Self-Referral
See also:

Patient Responsibility for Follow-up of Diagnosis and Treatment

Consultations and/or Referrals, Mandatory

Education, Patient

 
The AAFP has historically upheld freedom of choice for both physicians and patients as a fundamental
principle. However, it is the position of the AAFP that every person should have a family physician
for comprehensive and continuing care and that the family physician, in consultation with the patient,
should guide referrals to other health care professionals. The AAFP recognizes that some people will
choose to self-refer. The AAFP's position is that the patient is best served through shared
decision-making with his/her family physician. (1981) (2008)

Pay-For-Performance
See also:

Performance Measures Criteria

Data Stewardship

Physician Payment

Physician Profiling, Guiding Principles

Tiered and Select Physician Networks

Transparency

Physician Performance Reporting, Guiding Principles

 
Both public and private health insurers, as well as employers, have come to recognize the importance
of experimentation with physician payment methodologies that incentivize medical practices to
expand the provision of preventive services, improve clinical outcomes and enhance patient safety and
satisfaction with the care they receive. These incentive programs, known collectively as “pay for
performance” programs, have the potential to increase physician use of electronic health information
technology, evidence-based clinical guidelines, administrative and clinical “best practices” and access
to appropriate and timely care.

The American Academy of Family Physicians (AAFP) recognizes the need to reform physician
payment, including pay for performance as one approach. However, there are a multitude of
organizational, technical, legal and ethical challenges to designing and implementing pay for
performance programs. The AAFP also recognizes that there are both advantages (increased payment,
improved efficiency and quality) and disadvantages (cost of acquiring information technology,
multiple programs and guidelines, data collection) to such programs as they are currently designed and
implemented. Payers' physician measurement processes used to rate/designate family physicians
should be transparent and adhere to the AAFP policy on Performance Measures Criteria, Physician
Profiling, Data Stewardship, and Transparency.

The AAFP supports pay for performance (PEP) programs that adhere to these principles:

1 . Focus on improved quality of care
2 . Support the physician/patient relationship
3 . Utilize performance measures based on evidence-based clinical guidelines
4 . Involve practicing physicians in program design
5 . Use reliable, accurate, and scientifically valid data
6 . Provide positive physician incentives
7 . Offer voluntary physician participation



The AAFP will use its influence to support and encourage experimentation using the following
guidelines:

1 . PFP programs should provide incentives to physician practices for:

a . Adoption and utilization of health information technologies;
b . Implementation of systems to improve the quality of patient care and patient safety;
c . Adhering to evidence-based clinical guidelines;
d . Improving performance and meeting performance targets;
e . Improving patient access to appropriate and timely care; and
f . Measuring and attempting to improve patient acceptance and satisfaction with their

care

2 . PFP programs should be consolidated across employers and health plans to make the
payment meaningful and the program more manageable for physician practices.

3 . PFP incentive programs should utilize new money funded by using a portion of the
projected total system savings. There should be no reduction in existing fees for service paid
to physicians as a result of implementing a PFP program.

4 . The financial rewards to physician practices must both recoup the additional administrative
costs to participate in the program (data collection and measurement) and provide
significant incentive.

5 . The program cannot create incentives that place physicians at odds with their patients, e.g.,
incentives to fragment care or deselect certain patients. Case-mix evaluation and appropriate
adjustments, including known clinical and socioeconomic factors, should be employed to
allow fair comparisons of different practices.

6 . Programs should minimize administrative, financial and technological barriers to
participation.

7 . The PFP entity should notify the patients affected, provide related self-care information and
reinforce patient responsibilities in achieving the desired health outcomes.

8 . When evidence is lacking regarding the value of a particular diagnostic or therapeutic
intervention, acknowledge that physicians’ judgment, patient’s preference, and the costs
associated with various options may be the best measures of the appropriateness of a given
intervention for PFP purposes.

9 . Patient cases should be removed from the performance measure(s) being assessed
(“denominator exclusion”) when a physician can demonstrate that attempts have been made
to provide patients support to follow recommended care and they have subsequently not
followed such recommendations, the recommendations are inappropriate for this patient due
to other clinical or socioeconomic considerations, or the patient is unable to comply.

10 . Programs should be designed to include practices of all sizes.

(2004) (2010 COD)

Payment, Care Management Function
See also:

Care Management Policy - The New Model of Primary Care

Medicare Payment

Physician Payment

Patient Care, Concurrent

Pay-For-Performance

Payment for Non Face-to-Face Physician Services

Physician's Right Relative to Imposed Administrative Costs

 
The American Academy of Family Physicians supports separate payment for the care management
services provided by family physicians and their practices. Payment for care management services



should be in the form of a designated care management fee paid on a per-member per-month basis as
part of a "blended payment" model that also includes enhanced fee-for-service and performance-based
incentives Care management services include, but not limited to, the management and coordination of
complex medical cases to ensure quality and efficient use of health care resources. The New Model of
family medicine, as exemplified in the patient-centered medical home, anticipates that family
physicians and their clinical staff will commonly provide such services. Family physicians already
utilize their office nurses for coordination of services for their patients and assuring that appropriate
testing and medication compliance occurs in a patient’s treatment plan. Thus, the American Academy
of Family Physicians believes that health care delivery and payment systems that use or contract for
care management services should pay family physicians appropriately for these services. (1987) (2011
COD)

Payment for Non Face-to-Face Physician Services
See also:

Rural Health Care, Telemedicine

Medicare Reimbursement

Physician's Rights Relative to Imposed Administrative Costs

Pay-For-Performance

Physician Payment

Payment, Care Management Function

Coding and Payment

e-visits

 
The AAFP believes that physicians should receive payment for services that are reasonable and
necessary, safe and effective, medically appropriate, and provided in accordance with accepted
standards of medical practice. The technology used to deliver the services should not be a
consideration, only whether the service is medically reasonable and necessary. Therefore, AAFP
supports payment for electronic communication and evaluations that physicians provide for the
medical management of their established patients as a separate service unrelated to an evaluation and
management (E/M) service. (2004) (2010 COD)

Payment, Low Bidder Concept
See also:

Family Medicine, Quality Health Care in

Medicare, Reimbursement

Physician's Rights Relative to Imposed Administrative Costs

Payment, Non-Physician Providers

Physician Payment

 
In the process of selection of a health provider/physician group by a third-party health insurer or
purveyor (private or governmental) competitive bidding may be utilized. The AAFP believes that
when this process is utilized quality of care of patient enrollees must take precedence and be
maintained regardless of the low bidder. The AAFP recognizes a "low bidder concept" only when the
competing physician/providers' credentials and quality are of an equivalent level within that area to be
served. (1984) (2008)



Payment, Non-Physician Providers 
See also:

Integrated Practice Arrangements

Coding and Payment

Medicare Payment

Physician Payment

Payment, Case Management Function

Non-Physician Providers (NPPs), Guidelines on Supervision of Certified Nurse Midwives, Nurse
Practitioners and Physician Assistants

Family Physicians and Physician Assistants: Team-Based Family Medicine
Services delegated to, and provided by, non-physician providers under physician supervision must be
provided with the same quality and should be reimbursed at the same level as services directly
provided by a physician. (1998) (2010 COD)

Payment, Physician
See also:

Coding and Payment

Medicare Payment

Pay-For-Performance

Payment for Non Face-to-Face Physician Services

Health Plans

Immunizations

Payment, Care Management Function

Data Stewardship

Performance Measures Criteria

Physician Profiling, Guiding Principles

Tiered and Select Physician Networks

Transparency

Physician Performance Reporting, Guiding Principles

 
It is the position of the AAFP that every reasonable effort should be made to devise a reliable payment
system (fee-for-service, capitation, or at-risk contracts) that emphasizes increased payment for
cognitive skills relative to procedural skills; that acknowledges and pays for case management services
as necessary to the provision of continuous, comprehensive patient care; and that encourages and pays
for preventive care and appropriate health maintenance services.

The AAFP believes that any payment system must address the following principles:

a . Quality care, access to care and positive health outcomes must be the primary goals of any
payment system.

b . The unique partnership embodied in the doctor/patient relationship must be preserved.
c . A payment system must be based on continuing, comprehensive care rather than fragmented

care and should encourage treatment on an ambulatory basis rather than in a costly
institutional setting.

d . There must be recognition of the value of prevention, early diagnosis and early treatment
with appropriate incentives to the patient and to the physician to participate.



e . Increased emphasis must be placed on payment for the cognitive portion of physician
services, recognizing that this will likely result in lower payment for other services.

f . Physicians should be paid to perform services, both cognitive and procedural, for which
they have documented training and/or experience, demonstrated abilities and current
competence.

g . Certain factors (e.g., medical resources, locales, etc.) that diminish access to needed and
quality medical care exist and may arise in the future. In these instances, national policies,
such as a multiplier to the Resource-Based Relative Value Scale (RBRVS), that provide
appropriate payment incentives may be given to physicians who will serve these
underserved needs or areas.

h . There must be substantial physician involvement in determining appropriate values to be
assigned to payment for various physician services.

i . Sufficient flexibility must be built into the system to recognize individual variation inherent
in medical encounters, including the patient's health status or special circumstances,
complications which may arise, severity of illness and other reasons.

j . Individual physicians in independent practice must retain the right to set their own charges
and the option to have those charges differ from the amounts scheduled for payment. In
determining their charges, physicians' considerations should include, but not be limited to:

1 . the amount of skill and/or special training required;
2 . the amount of time spent providing the service;
3 . the risk involved in supplying the service;
4 . special economic considerations for the financially disadvantaged;
5 . supplies and equipment used;
6 . the use of ancillary personnel in providing the service; and
7 . costs of maintaining an appropriate facility for providing the service.

k . Assurance of quality and appropriate utilization of services through peer review
mechanisms shall remain the responsibility of the medical profession at the local level, with
sufficient opportunity for involvement by all specialties.

l . Any payment system must include provisions for annual reevaluation to keep the system
current, so it reflects changing economic factors affecting the cost of delivering services.

m . Any payment system which utilizes or contracts for case management services should pay
appropriately for these services.

n . Payment for services should be established according to an RBRVS which takes into
account the unique practice expenses and professional liability costs of primary care
physicians and uses a single conversion factor for all physician services.

o . The value of family physicians' role in diagnosing, managing, and coordinating the delivery
of mental health services should be recognized by adequate payment by all payors
responsible for mental health coverage. The role and payment of family physicians in the
delivery of mental health services should not be limited by plan design.

p . Periodic preventive services should be paid by all public and private insurers when
performed in the same anniversary month as they were last performed.

q . Physicians should be paid for electronic communication, consultations, and care
coordination services that they provide for the medical management of their established
patients as a separate service unrelated to an evaluation and management (E/M). (see
Payment for Non Face-to-Face Physician Services and Care Management).

(2001) (2009 COD)

Peer Review
See also:

Peer Review, Confidentiality

Clinical Proctoring

Medicaid Services



The American Academy of Family Physicians supports effective peer review that is an essential part
of improving the quality of health care delivery. The membership is encouraged to actively participate
in peer review programs to assure the use of high quality, patient-oriented evidence and sensitivity to
community needs and practices. In addition, family physician participation will allow appropriate peer
review for other family physicians.

In order for meaningful peer review to take place, adherence to the following concepts is essential:

a . The primary goal of peer review should reflect enhancing the quality of care for patients.
Nonetheless, peer review will increasingly address issues of value-driven care. Physicians
should be the leader of these conversations.

b . Clinical policies for patient care should be established by practicing physicians based upon
the best patient-oriented evidence available balanced with sensitivity to local needs and
expectations.

c . Physician departure from clinical policies (aka guidelines) should not be interpreted as a
prior breach of good medical practice. Patient preference, the availability of services, and
the weighing of individual risks and benefits may substantially influence management.
Physicians should have access to the full rationale of peer decisions and opportunity for
rebuttal if a negative conclusion is reached.

d . Peer review should assess the quality of care rendered. Peer review should be performed by
a physician with similar qualifications to those of the physician being reviewed.

e . Criteria for care (e.g., hospital admission, transfer, or alternative care site delivery) should
reflect severity of illness, social factors, caregiver burden, access to services and the
particular circumstances of each patient.

f . Utilization review provided by a physician should be considered the most valid determiner
of the correct diagnostic category. Physician peers should determine the appropriateness of
care recognizing the many factors influencing decision-making.

g . The end product of peer review should be improvement of patient care through physician
education and health system improvement. The conduct and process of peer review should
seek to identify potential systematic improvements that the organization could implement to
reduce the chances of mistakes or adverse events in the future.

h . Physicians conducting peer review should be afforded confidentiality, but the evidence and
clinical decision making used in developing peer review decisions should be transparent and
open to scrutiny. There should be the opportunity to provide further information and
rebuttal to peer review outcomes. (1988) (2011 COD)

Peer Review, Confidentiality
See also:

Peer Review

Clinical Proctoring

 
In the public interest, peer review by medical staffs, medical societies, medical groups, health plans,
and other entities should be confidential, protected, and not subject to disclosure or discovery. The
AAFP supports legislation intended to maximize protection from discovery and to restore peer review
protections taken away by the courts. (1998) (2009 CoD)

Performance Measures Criteria
See also:

Data Stewardship

Physician Profiling, Guiding Principles

Pay-For-Performance

Payment, Physician



Family Medicine, Quality Health Care in

Tiered and Select Physician Networks

Transparency

Physician Performance Reporting, Guiding principles

. Statement of Principles

. Importance

. Measurability

. Achievability

Physician level clinical performance measures may be used for local improvement efforts, public
reporting, accountability or pay for performance programs. The AAFP participates in the Physician
Consortium for Performance Improvement sponsored by the American Medical Association and
works closely with other medical specialty societies, the National Quality Forum (NQF), the National
Committee on Quality Assurance (NCQA), and the former Ambulatory Care Quality Alliance AQA,
all of which are involved in performance measurement development, endorsement or implementation.

The AAFP encourages the utilization of performance measures that are consistent with the criteria
described below for evaluating and improving patient care.

Statement of Principles
The American Academy of Family Physicians is committed to promoting quality, cost-effective health
care. The Academy supports health care quality improvement endeavors, including the development
and application of performance measures (whether single or in aggregate) which have the following
attributes:

. Focused on improving important processes and outcomes of care in terms that matter to
patients;

. Responsive to informed patients’ cultures, values and preferences;

. Based on best evidence and reflect variations in care consistent with appropriate
professional judgment;

. Are practical given variations of systems and resources available across practice settings;

. Do not separately evaluate cost of care from quality and appropriateness;

. Take into account the burden of data collection, particularly in the aggregation of multiple
measures;

. Provide transparency for methodology used;

. Assess patient well-being, satisfaction, access to care, disparities and health status; and,

. Are updated regularly or when new evidence is developed.

The spirit in which performance measures are developed and applied should be one of continuous
improvement. The primary purpose of performance measurement should be to identify opportunities
to improve patient care. Some measures will have usefulness for accountability, public reporting or
pay for performance programs. Efficiency of care measures, associated with a specified level of
quality of care, are increasingly being incorporated into performance measurement sets. The Physician
Consortium for Performance Improvement Position Statement, The Linkage of Quality of Care
Assessment to Cost of Care Assessment, describes "efficiency of care" as the relationship of the cost of
care associated with a specific level of performance measured with respect to the other five Institute of
Medicine (IOM) aims of quality.

Only the most evidence-based, widely accepted, and important measures should be used for
accountability, pay for performance or other significant decisions. When comparisons are made, they
should be risk-adjusted, consider differences in denominator populations and account for variations in
patient preferences, values, access, and availability of services. The AAFP policy statement on pay for
performance programs can be found at: AAFP Policies.

The value of the application of performance measures should also be assessed in the context of
physician, practice and health system burden, economic costs and savings, and impact on



patient-oriented outcomes that matter.

The AAFP participates in the development of performance measures by nominating family physicians
to represent the membership on workgroups pertinent to Family Medicine. This work is accomplished
primarily through the American Medical Association-sponsored Physician Consortium for
Performance Improvement. The Consortium has developed Physician Performance Measurement Sets
which offer clinical performance tools to support physicians in their efforts to enhance quality of
patient care.

The following criteria shall be used by the AAFP to evaluate the need, quality and acceptability of a
performance measure.

Importance
Grounded in science. The measure should be evidence-based, explicit, and reflect the degree of
scientific certainty. The aim of the measure should be to improve outcomes that are meaningful to
patients. When intermediate processes of care are assessed, the causal pathway to improved
patient-oriented outcomes should be strong.

Substantial potential for improvement. A significant gap should exist between optimal and current
clinical practice. The gap should be amenable to substantial improvement by means of feasible
interventions.

Severity and prevalence. The condition and its prevalence in the population should be significant
enough to justify targeting the condition for improvement.

Substantial impact. The measure should be patient-centered, hold the potential for substantial impact
on the health status, health outcomes, and satisfaction of individual patients and be capable of
maintaining and/or improving the health of a community or population of patients.

Relevant. The measure should be important to physicians and their patients and should be amenable to
evaluation.

Improve value. Measures should have the potential to improve value of health services for patients,
plans, and purchasers of health care.

Measurability
Accurate and reliable. The measure should be clearly defined, reliable, and consistent across
different practice settings.

Valid. The measure is scientifically valid and based on high quality evidence of efficacy and
effectiveness. There is face validity, indicating obvious appropriateness or agreement by experts; and,
construct validity, indicating a comprehensive picture of the care being provided. Comparisons should
be statistically valid, risk-adjusted and account for differences in denominator populations or patient
settings. The translation of best evidence of effectiveness into practice should be demonstrated.

Precisely defined and specified. The measure specifications should include:

. The rationale or intent of the measure;

. A description of the performance measure population;

. A well-defined denominator with explicit inclusion and exclusion criteria;

. Defined sampling procedures, when applicable;

. Defined data elements and data sources;

. Instructions for collecting data for the measure; and,

. Data elements that can be verified by the practice/physicians that is being assessed.

Easily interpreted. The measure can be interpreted consistently by those using the information.



Risk adjusted. If the measure is intended for meaningful comparison with the performance of others,
it should be risk adjusted, if possible and appropriate. Consideration should be given to variations
given differences in practice settings, patient preferences, cultural and social factors, and appropriate
physician-patient decision-making. While adjustment should consider characteristics that impact
health outcomes among different populations, including those beyond a health system’s control, it is
important to retain accountability for developing systems and processes that strive for continuous
quality improvement.

Achievability
Improvement attainable. The health outcome goal of the measure can be achieved, or an
improvement can be accomplished, in the settings in which it is applied.

Reasonable cost. The measure should not impose an inappropriate financial burden on those
collecting the data. The cost of collecting the data and affecting improvements should be justified by
impact on patient-oriented outcomes. There should be alignment between the cost of data
measurement and performance improvement and funds dedicated to these processes.

Feasible. The measure should be feasible for a physician to meet. For example,

. Data for the measures are readily available;

. Patient confidentiality must be maintained;

. The number of required measures is reasonable;

. Realistic time frames are allowed for data collection;

. To the extent possible, measures and specifications should remain consistent over a period
of time long enough to achieve improvement;

. Instructive materials should accompany performance measures;

. Consideration is given to variation given differences in practice settings, patient
preferences, cultural and social factors, and appropriate physician-patient decision-making;

. Performance improvement can be implemented and maintained with reasonable effort; and,

. The measurement is current and cost-effective.

(1999) (2010 COD)

Pharmacists Dispensing Drugs - AAFP Legislative
Stance
See also:

Pharmacists (Position Paper)

Drugs, Prescribing

Pharmacists' Right of Conscientious Objection

 
The AAFP encourages state chapters to oppose state legislation allowing pharmacists to dispense
medication beyond the expiration of the original prescription for other than emergency purposes.
(2002) (2008)

Pharmacists (Position Paper)
See also:

Pharmacists Dispensing Drugs - AAFP Legislative Stance

Pharmacists' Right of Conscientious Objection

Drugs, Prescribing



Introduction
The AAFP recognizes the evolving complexity and proliferation of pharmaceutical agents and the
important role pharmacists play in the delivery of high-quality health care. The pharmacy professional
and physician can and should work collaboratively so that their combined expertise is used to optimize
the therapeutic effect of pharmaceutical agents in patient care. It is the intent of this document to
define the nature of that relationship.

Background
The increased complexity of pharmaceutical applications is at least partially reflected in the pharmacy
profession's decision to upgrade its educational standards. Until July 1, 2000, an individual who
wished to become a pharmacist could enroll in a program of study that would lead to either a bachelor
of science degree or a doctor of pharmacy degree. As of July 1, 2000, the doctor of pharmacy became
the only degree accredited by the American Council for Pharmaceutical Education (ACPE). PharmD
programs take six years to complete and usually involve two years of preprofessional coursework and
four years of professional education.1 For the purposes of this document, the terms pharmacist,
PharmD, and pharmacy professional are interchangeable.

Expanded Scope of Practice
Like other health professionals, pharmacists are seeking to expand their influence and scope of
practice. Expanded roles for pharmacists have been promoted via legislative and regulatory action.
Currently, 46 states have collaborative drug therapy management (CDTM) legislation or regulations.2

These laws allow physicians and pharmacists to enter into voluntary written agreements to manage the
drug therapy of a patient or group of patients. The American Pharmacists Association outlined the
activities that CDTM may include:

. Initiating, modifying, and monitoring a patient's drug therapy

. Ordering and performing laboratory and related tests

. Assessing patient response to therapy

. Counseling and educating patients about their medications

. Administering medications

Benefits of Collaborative Arrangements
At the core of integrated care models such as the patient-centered medical home (PCMH) and the
accountable care organization is the concept of coordinated and team-based care. There is a growing
body of evidence that medication management programs can make positive contributions to patient
health. In many of these studies, pharmacists lead the medication management programs.

Additionally, pharmacists have an important role in providing direction to patients seeking advice on
over-the-counter medications. For the patient seeking nonprescription medication, the pharmacist is
positioned to determine the presence of allergies, as well ad adverse reactions between prescription
and over-the-counter medications. However, the AAFP recommends that vaccine administration be
provided in the medical home setting. When vaccines are administered elsewhere, the information
should be transmitted back to the patient's primary care physician and their state registry when one
exists so that there is a complete vaccination record.

Relationship with Physicians
Fragmentation of care is one of the challenges in the American health care system. The PCMH and
other such efforts to improve collaboration and team-based care models should be encouraged,
whereas the development of islands of health care service or further fragmentation of care should be
discouraged. In a collaborative environment, the pharmacist is a logical member of a team and is
qualified to deal with issues of medication use, medication efficacy, and patterns of medication use.
Although the AAFP supports health professionals working together, current policy says that
"...interests of patients are best served when their care is provided by a physician or through an
integrated practice supervised directly by a physician."3 This defines the family physician as the
coordinator and the pharmacy professional as a member of an integrated team.



"The AAFP believes that only licensed doctors of medicine, osteopathy, dentistry, and podiatry should
have the statutory authority to prescribe drugs for human consumption."4 The pharmacy professional
is in the position to dispense the prescription written by the physician.

Conclusion
The AAFP supports arrangements where the pharmacist is part of an integrated, team-based approach
to care. The AAFP believes that independent prescription authority for pharmacists will further
fragment the American health care system and will undermine the national goals of integrated,
accountable care and models such as the PCMH.

References

1 . The Council on Credentialing in Pharmacy, "Credentialing in Pharmacy," September 2000.
2 . American Pharmaceutical Association, "Pharmacists Finding Solutions Through

Collaboration," www.aphanet.org.
3 . The American Academy of Family Physicians, "Integrated Practice Arrangements" Policy.
4 . The American Academy of Family Physicians, "Drugs, Prescribing" Policy.
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Pharmacists' Right of Conscientious Objection
See also:

Pharmacists (Position Paper)

Drugs, Prescribing

Pharmacists Dispensing Drugs - AAFP Legislative Stance

 
The AAFP believes that a pharmacists’ right of conscientious objection should be reasonably
accommodated, but to safeguard the patient-physician relationship, governmental policies must be in
place to protect patients' rights to obtain legally prescribed and medically indicated treatments in a
timely manner. (2005) (2010 COD)

Physical Activity in Children
See also:

Fitness

Sports Medicine, Health and Fitness

Health Care Costs, Principles Regarding Cost Effectiveness

Obesity and Overweight

Ultimate Fighting and Disabling Competitions

 
The AAFP recommends that all children participate in physical activity for at least an average of
30-60 minutes a day and encourages parents and schools to make physical activity a priority.
Prolonged periods of physical inactivity should also be discouraged in both the home and school.
(2006) (2011 COD)

Physician and Patient Relationships, Professional
Responsibility
See also:

Confidentiality, Patient/ Physician



Reproductive Decisions

Good medical care requires a mutually trusting and satisfactory relationship between physician and
patient. No physician shall be compelled to prescribe any treatment or perform any act which violates
his/her good judgment or personally held moral principles. In these circumstances, the physician may
withdraw from the case so long as adequate notice is given to enable the patient to engage the services
of another physician. (1987) (2007)

Physician Assistants
See also:

Family Physicians and Physician Assistants: Team-Based Family Medicine

Integrated Practice Arrangements

Non-Physician Providers (NPPs), Guidelines on Supervision of Certified Nurse Midwives, Nurse
Practitioners and Physician Assistants

Payment, Non-Physician Providers

Provider, Use of the Term (Position Paper)

Drugs, Prescribing

Primary Care

Resources pertaining to the training, education and scope of practice of NPs and other health care
professionals
 
The AAFP position is that the term "physician assistant" should be reserved for those who undergo
specific training in an accredited program as a "physician assistant." The physician assistant should be
nationally certified and meet all relevant state requirements (e.g., licensure, certification, or
registration) as a physician assistant.

The AAFP position is that the physician assistant should only practice in an integrated practice
arrangement under the direction and responsible supervision of a practicing, licensed physician. In no
instance may duties be delegated to a physician assistant for which the supervising physician does not
have the appropriate training, education and demonstrated competence.

The AAFP position is that the training programs preparing physician assistants, like the training
programs for all health care providers, should be constantly monitored to assure the quality of training
provided and that the number of graduates reflects demonstrated needs.

The AAFP supports the concept of patient and third-party payment for services of physician assistants
only where services are provided in an integrated practice arrangement and all payment for his/her
services should be through the supervising physician. (1984) (2009 CoD)

Physician Expert Witness in Medical Liability Suits
See also:
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Paper)
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Under this nation's system of jurisprudence, it is recognized that an essential element of proving
medical negligence is establishing that the defendant has breached a standard of care owed to the
plaintiff. The courts have relied on the testimony of expert witnesses to establish what the standard of
care is in a given situation and whether that standard of care has been met. The American Academy of
Family Physicians recognizes and supports the concept that physicians have an ethical responsibility
to assist in the administration of justice and that it is in the best interest of the public that expert
medical testimony, which is objective and impartial, be readily available. It is the opinion of the
American Academy of Family Physicians that the probability of achieving equitable outcomes in
medical liability suits will be enhanced if the following guidelines concerning expert witnesses are
observed:

1 . It is the responsibility of the physician expert witness in a medical liability case to present
complete and unbiased information with which the trier of fact can ascertain whether the
defendant was medically negligent and whether, as a result, the plaintiff suffered
compensable injury and/or damages. The physician expert witness should be aware that
transcripts of depositions and courtroom testimony are public records.

2 . The physician expert witness should not become an advocate or a partisan during the trial
and, to the extent possible, the testimony presented should reflect the generally accepted
standards within the specialty or area of practice about which the expert witness is
testifying. When there is no generally accepted standard of practice or when the expert
witness presents testimony that is contrary to the generally accepted standard, the expert
witness should clearly identify that fact, as well as the basis for the opinions expressed.
Ideally, both the defense and the plaintiff should have at least one witness in the same
specialty as the defendant physician.

3 . Prior to testifying, the physician expert witness should become familiar with the facts of the
case and the medical standard at issue and should review and understand both the current
concepts and practices related to that standard as well as the concepts and practices related
to that standard at the time of the occurrence which led to the lawsuit.

4 . Compensation to physicians who testify as expert witnesses should be reasonable and
commensurate with the time and effort involved in fulfilling the physician's responsibilities
as an expert witness. The acceptance of fees that are disproportionately high relative to the
time and effort involved may be interpreted as influencing testimony and should be avoided.
Under no circumstances should a physician accept compensation for serving as an expert
witness when payment of the compensation or the amount of the compensation are
contingent upon the outcome of the case.

In order to ensure the highest possible quality of testimony by the physician expert witness and
thereby promote just and equitable verdicts, the Academy believes that all physician expert witnesses
should meet certain minimum qualifications. Recognizing that legislative bodies in the various
jurisdictions have the authority to establish such qualifications, the Academy supports the enactment
of legislation that requires the following:

1 . The physician expert witness must have a current, unrestricted license to practice The
physician expert witness should be fully trained in the medical specialty or area of practice
about which he or she is testifying.

2 . The physician expert witness must have current clinical experience in the medical specialty
or area of practice about which he or she is testifying and during the two-year period
immediately preceding the occurrence which led to the lawsuit, such person must have been
actively engaged in clinical practice in the medical specialty or area of medicine about
which he or she is testifying.

3 . At least one physician expert witness for the plaintiff and one physician expert for the
defendant should be in the same clinical specialty as the defendant physician. (1989) (2009
COD)

Physician Performance Reporting, Guiding Principles
See Also:



Performance Measures Criteria

Pay-for-Performance

Transparency

Data Stewardship

Payment, Physician

Tiered and Select Physician Networks

 
The American Academy of Family Physicians (AAFP) believes the primary purpose of performance
measurement and sharing the results should be to identify opportunities to improve patient care.
Payers’ physician measurement programs should lead to better informed physicians and/or consumers
and align with existing relevant AAFP policies on Physician Profiling Principles and Performance
Measures. The benefit of measurement is reporting the results so the improvement process can begin
and be measured over time. Ideally, any Physician Performance Reporting should:

1 . Support the physician/patient relationship.
2 . Provide physician performance reports/ratings to assessed physician within meaningful time

periods and be compared against both peers and performance targets prior to being made
public.

3 . Be transparent in all facets of physician measurement analysis, including:

a . origin and definitions of data sources
b . number of cases assessed per measure
c . performance measures utilized and their source
d . margin of error assumed in calculations
e . basis of evaluation - the individual physician or physician group level
f . clear communication of the validity, accuracy, reliability and limitations of data

utilized, which may include:

i . defining the peer group against which individual physician performance is
being measured/compared;

ii . detailing steps taken to ensure data accuracy and disclose data limitations,
e.g., the impact of an "open access" product in which the primary care
physician may have little or no control over resource utilization;

iii . describing the assignment of patient populations to either individual or
physician groupings;

iv . including appropriate risk adjustment and case mix measures; and
v . using meaningful time periods for data comparisons.

4 . Identify physicians that meet quality standards separately from their cost assessment
5 . Utilize appropriate and easy to understand designations for physicians who:

a . have statistically insufficient data to assess physician performance;
b . have data currently under review with pending results;
c . have declined to display their designation;
d . have insufficient claims data with the payer for evaluation;
e . practice in a specialty that is not evaluated under the program;
f . practice in a market where the payer’s program is not available; or
g . have not met payers’ criteria for a designation.

6 . Provide a minimum of 90 days for physicians to review, validate, and appeal their payer’s
performance report before public reporting.

7 . Immediately adjust physicians’ performance rating/designation(s) based upon a successful
reconsideration or discovery of errors in the payer’s data analysis.

8 . Provide consumers adequate guidance about how to use the physician performance
information and explicitly describe any limitations in the data.

(2009 COD)



Physician Profiling, Guiding Principles
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Physician Performance Reporting, Guiding principles

Preamble
The AAFP defines physician profiling as an analytic tool that uses epidemiological methods to
compare physician practice patterns across various quality of care dimensions (process and clinical
outcomes). Cost, service and resource utilization data are dimensions of measuring quality, but should
not be used as independent measures of quality care. The ultimate goal is to deliver high quality,
evidence-based care to improve clinical outcomes.

It is important to recognize that physician profiling is not intended to be used to address issues of
physician competency, including the dimensions of medical knowledge, skills and competence. Such
issues should be addressed by the appropriate public and private credentialing bodies that exist for
these purposes.

AAFP believes that transparency in health care cost and quality information to physicians, patients,
and employers is important and supports such efforts provided that the data aggregation and analysis is
consistent with the AAFP Performance Measures Criteria policy. These criteria encompass the
framework in which physician profiling data is collected, analyzed, and utilized.

Family physicians must have an opportunity to review payer performance profiles prior to them being
publicly reported. Payers must establish and communicate a reasonable, formalized reconsideration
process in which physicians can appeal their performance rating/designation(s).

Guidelines
Ideally, any physician profiling system/program should:

1 . Have as its purpose to assess and improve the quality of patient care and clinical outcomes.
2 . Clearly define what is being measured.
3 . Select measurement goals which are actionable so that physicians can easily interpret and

act as needed to achieve the stated measurement goal.
4 . Involve physicians in the development of performance measures, feedback process, and

appeals process.
5 . Explicitly describe the data sources on which measurement is based, e.g.,

administrative/claims, medical records, surveys, etc.
6 . Clearly report on the validity, accuracy, reliability and limitations of data utilized when

reporting profiling results and when providing physician feedback. This may include:

a . detailing the steps taken to ensure data accuracy and fair physician attribution of
costs of care,

b . clearly defining the peer group against which individual physician performance is
being measured/compared,

c . disclosing data limitations, e.g., the impact of an "open access" product in which the



primary care physician may have little or no control over resource utilization,
d . describing the assignment of patient populations to either individual or physician

groupings,
e . using an appropriate sample size to assure validity,
f . including appropriate risk adjustment and case mix measures, and
g . establishing and reporting data using meaningful time periods for data collection.

7 . Utilize criteria for comparison purposes that are based on valid peer groups, evidence-based
statistical norms and/or evidence-based clinical policies.

8 . Identify individual patients who are not receiving indicated clinical interventions and
provide interventions to improve physician performance relative to stated measurement
goals.

(1999) (2012 COD)

Physician Reentry
Physician reentry is a return to clinical practice in the discipline in which one has been previously
trained or certified, following an extended period of clinical inactivity not resulting from discipline or
impairment.

As family physicians frequently experience professional opportunities that may take them away from
the practice of family medicine for a period of time, and as those physicians are important contributors
to the family physician workforce, efforts must be made to identify the processes physicians must
complete to obtain appropriate licensure, credentials and privileges to resume practice.

The process for physician reentry should: (1) be transparent for physicians and the public, (2) integrate
into current licensure and maintenance of certification procedures, and (3) focus on helping physicians
to deliver effective, efficient and high-quality patient care. (2010 COD)

Physician-Sponsored Networks
See also:

Health Plans

Physician Payment

Definition
A physician-sponsored network (PSN) is a business entity organized and owned by a network of
independent physician practices for the purpose of pursuing business ventures such as contracts with
managed care organizations. There may be substantial opportunity for innovation in delivery system
modeling and benefit design in the creation of physician networks. Specifically, creation of practice
networks involving Patient Centered Medical Home practices may accelerate important and necessary
changes in health care delivery.

Introduction
The core business of family physicians is managing the care of patients. Patients value their
relationship with their personal physician above any other in the system. This relationship makes
physicians an indispensable resource in the health care system and provides them in the marketplace.
Physicians are exercising their market leverage through a variety of contracting and affiliation
strategies which allow a group of physicians to speak with one voice. Such strategies also enhance
physicians' access to the capital and management resources necessary to pursue cooperative business
ventures such as managed care contracts and direct health care services contracts with employers.



Purchasers of health care services are more likely to sign contracts with larger groups of physicians
who can provide comprehensive services within a specialty or in a specific geographic area and
demonstrate high quality outcomes, assume risk and can provide unique, innovative or collaborative
health care services. These services include comprehensive care of chronic medical conditions that
benefit from collaboration among multiple entities such as specialty practices, imagining centers,
home health agencies, and hospital systems. Such networks have and will likely continue to develop
with different presence in different markets. Those PSNs capable of controlling medical expense for
large numbers of patients and assuming full risk capitation can exercise maximal control in the current
environment. Partial risk sharing, however, is more likely to be available to many PSNs. Optimally
functioning PSNs can offer many potential benefits, including:

. Appropriate alignment of physicians' financial incentives

. Efficiencies in practice administration and management

. Political influence within the medical and wider provider community

. Peer support

. Optimized facilities

. Enhanced ability to negotiate favorable contracts with other entities such as managed care
organizations and hospital systems

. Autonomy and local financial and care management control in managed care

. Improved services, including, expanded hours, urgent care, outreach services for prevention,
telephone triage, and follow-up expertise.

Physicians considering the development of, or participation in, a PSN should be aware of the potential
risks. This is especially true when the PSN accepts significant risk for healthcare expenditures. These
risks include:

. Underfunded capitation revenue, with risk of significant losses and/or bankruptcy.

. Physicians should exercise caution and guard against the trend of payers to decrease their
payments to the IPA.

. The potential for a conflict of interest for the physician between financial gain and optimal
care for the patient.

. Potential restrictions on collective bargaining by physicians from the Federal Trade
Commission and Department of Justice

. The potential for significant alienation between primary care physicians and contracted
limited specialists.

The American Academy of Family Physicians believes that physicians contemplating the development
of, or participation in, a PSN should consider the following guiding principles:

Guiding Principles

1 . Physician-sponsored networks (PSNs) should organize a health care delivery system which
produces optimal health outcomes for patients.

2 . Physician-sponsored networks should be to promote efficiency and effectiveness in the
delivery of health care to patients that produce incremental "value" from organizing the
PSN. The financial benefits that result from this improved care efficiency and effectiveness
should go to those who provided the improved care.

3 . Family physicians should utilize their unique skills and expertise in care management, in
management of the interface between specialists and hospitals, and in their focus on
preventive health to create "value."

4 . Effective management of relationships between primary care physicians, limited specialists,
and hospitals is critical to the optimal care of patients, to the success of PSNs and to the
satisfaction of physician participants.

5 . PSNs must be able to demonstrate their incremental "value" in order to obtain contracts with
health plans and other payers for covered lives.

6 . Network physicians must have clinical autonomy and assume clinical accountability to
optimize PSN "value."



7 . The unique partnership embodied in the doctor/patient relationship must be preserved.
8 . Physician equity in PSNs is a critical issue for maintenance of desired degrees of control

and autonomy and must be carefully considered by PSN physician participants. These
principles may be valuable for physician education and for incorporation into PSN vision
and mission statements.

(1998) (2010 COD)

Physician's Medical Records
See also:

Health Plans
The AAFP opposes any attempt by hospitals, HMOs, managed care companies, and other entities that
contract with physicians to provide patient care, to require access to a physician’s personal medical
records as a criterion for participation. (2003) (2009 CoD)

Physician's Right Relative to Imposed Administrative
Costs
See also:

Health Plans

Pay-for-Performance

Physician Payment

Physician Payment Reform

Payment, Non-Physician Providers

 
The Academy believes that physicians should be able to charge and receive payment for
administrative requirements imposed by any public or private health plan, or by any regulatory
authority, employer, or other entity, unless such charges are prohibited by contract or regulation. This
would include, but not be limited to, the costs associated with changes of individual prescriptions
made solely for formulary compliance or completion of Family Medical Leave Act and other forms
not directly related to patient care. The physician's office should be transparent with both patients and
entities imposing administrative requirements regarding the office's charges associated with
completing such requirements. (2003) (2010 COD)

Political Action
See also:

Legislative Activities
The AAFP recommends and urges individual members and constituent chapters to devise ways to
remain in effective contact with legislators at the state and federal levels, including supporting
FamMedPAC and state and territorial family medicine PACs.

The Academy will continue to work with political parties and candidates to help them to recognize the
importance primary care and the fundamental role of the family physician in the health care delivery
system and the need to increase the number of family physicians. (1972) (2008)

Pre- and Post-Operative Care
See also:



Surgery, Office-Based
The AAFP believes family physicians are professionally prepared to participate in pre- and
post-operative care. Pre- and post-operative care should be a coordinated agreement between the
family physician and the primary surgeon. (1979) (2008)

Pre-Medical Student Shadowing
The AAFP promotes the workforce expansion needed to ensure that all Americans have access to a
primary care patient-centered medical home, and recognizes that student shadowing opportunities in
both academic and community family medicine practices can provide early exposure and mentorship
that can lead to career choices to enhance this goal. The AAFP supports shadowing opportunities for
students in middle and high school, college, and medical school. The AAFP supports the availability
of resources to familiarize all family physicians with student-oriented career information and
HIPAA-related professional education that emphasizes the critical importance of patient
confidentiality. The AAFP also recognizes the right of the patient to decline a student shadow in the
patient encounter. (July 2011 BOD) (2011 COD)

Preceptorships
See also:

Students, AAFP

Student Choice of Family Medicine, Incentives for Increasing

Medical Schools, Minority and Women Representation in Medicine

Teaching, Physician Responsibility

Family Medicine Department, Definition

Family Medicine Clerkship

Family Medicine Interest Group
The American Academy of Family Physicians encourages its members to participate in preceptorships
involving both medical students and premedical students. The AAFP strongly supports family
medicine preclinical preceptorships for all medical students and will continue to serve as a resource
for students interested in information about such preceptorships. (1980) (2008)

Preferred Unit of Measurement for Liquid Medications
The AAFP supports a standardized approach for the use of milliliters (mL) as the preferred unit of
measurement for liquid medications, in order to prevent unintended medication overdoses in children.
(Board Chair 1:1 - September 21, 2011)

Preserving Patient Access to Primary Care Act - AAFP
Legislative Stance
The American Academy of Family Physicians supports the Preserving Patient Access to Primary
Care Act which was introduced by Rep. Allyson Schwartz (D-PA). (December Board 2008)

Preventive Medicine
Health promotion and prevention of disease are critical and foundational components of primary care
and family medicine. The American Academy of Family Physicians strongly encourages practicing
physicians, family medicine residents and medical students to expand their understanding of and



commitment to the principles and practice of evidence-based, cost-effective preventive medicine in the
delivery of health care. In support of its members, the AAFP advocates for policies that advance,
stimulate, and facilitate the practice of preventive medicine. (1978) (2012 COD)

Prevention and Control of Sexually Transmitted and
Blood Borne Infections
See also:

Adolescent Health Care - Sexuality and Contraception

Rape Victim Treatment

Health Education

Child Abuse

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse

In view of the epidemic of HIV, sexually transmitted infections (STIs), and blood borne infections
sweeping the globe, the AAFP recognizes the need for intense and ongoing public and professional
education. AAFP’s goals for this educational outreach are to: increase awareness of these infections,
encourage effective prevention; enable proper diagnosis; ensure proper treatment; and follow public
health protocols for prompt reporting and outbreak investigation. All of these pieces are critical in
order to stem the tide of these infections.

The AAFP endorses and encourages the following HIV, STIs and blood borne infections prevention
strategies:

1. Effective ways to prevent sexual transmission of infections are abstinence and the maintenance of a
life-long mutually monogamous relationship with one uninfected partner. For individuals who are
sexually active with more than one partner, the following strategies are generally effective for reduced
infections transmitted through bodily fluids:

. Have intercourse with one uninfected partner;

. Use condoms (or other effective devices such as dental dams) in a suitable manner for the
entire episode of sexual activity.

2. Prevent blood-borne infection by:

. Having appropriate up-to-date immunizations;

. Monitoring safe blood banking protocols, transfusion services and organ donor services.

. Deferring donations by persons at risk for or with blood borne infections;

. Avoiding accidental inoculation and/or exposures by the use of universal precautions

. Avoiding use of contaminated needles;

. Reducing the amount of used needles in circulation by the development of regulated needle
exchange programs;

. Providing access to treatment when considered curative or effective in reducing
transmission.

3. Reduce the number of of congenital and perinatal infections by appropriate testing, diagnosis, and
treatment of infected individuals and their partners.

. Providers should be aware of local law and community standards regarding expedited
partner therapy (EPT) and patient-delivered partner therapy (PDPT) for STIs. With EPT and
PDPT, clinicians prescribe treatment to partners of individuals known to be infected without
providing direct medical evaluation and counseling to the partner.



. Providers should be advising against breastfeeding when risk of transmitting and infection
to the infant exceeds the benefits of breastfeeding.

The AAFP believes that any program for the diagnosis and treatment of HIV, STIs and blood borne
infections should emphasize family medicine and the role of primary care physicians. (1971) (2011
COD)

Primary Care
See also:

Primary Care Physician, Generic

Primary Care Services for Limited Specialists

Capitation, Primary Care

. Primary Care

. Definition #1 - Primary Care

. Definition #2 - Primary Care Practice

. Definition #3 - Primary Care Physician

. Definition #4 - Non-Primary Care Physicians Providing Primary Care Services

. Definition #5 - Non-Physician Primary Care Providers

. Use of Term

Primary Care
In defining primary care, it is necessary to describe the nature of services provided to patients, as well
as to identify who are the primary care providers. The domain of primary care includes the primary
care physician, other physicians who include some primary care services in their practices, and some
non-physician providers. However, central to the concept of primary care is the patient. Therefore,
such definitions are incomplete without including a description of the primary care practice.

The following five definitions relating to primary care should be taken together. They describe the
care provided to the patient, the system of providing such care, the types of physicians whose role in
the system is to provide primary care, and the role of other physicians, and non-physicians, in
providing such care. Taken together they form a framework within which patients will have access to
efficient and effective primary care services of the highest quality.

Definition #1 - Primary Care
Primary care is that care provided by physicians specifically trained for and skilled in comprehensive
first contact and continuing care for persons with any undiagnosed sign, symptom, or health concern
(the "undifferentiated" patient) not limited by problem origin (biological, behavioral, or social), organ
system, or diagnosis.

Primary care includes health promotion, disease prevention, health maintenance, counseling, patient
education, diagnosis and treatment of acute and chronic illnesses in a variety of health care settings
(e.g., office, inpatient, critical care, long-term care, home care, day care, etc.). Primary care is
performed and managed by a personal physician often collaborating with other health professionals,
and utilizing consultation or referral as appropriate.

Primary care provides patient advocacy in the health care system to accomplish cost-effective care by
coordination of health care services. Primary care promotes effective communication with patients and
encourages the role of the patient as a partner in health care.

Definition #2 - Primary Care Practice
A primary care practice serves as the patient's first point of entry into the health care system and as the



continuing focal point for all needed health care services. Primary care practices provide patients with
ready access to their own personal physician, or to an established back-up physician when the primary
physician is not available.

Primary care practices provide health promotion, disease prevention, health maintenance, counseling,
patient education, diagnosis and treatment of acute and chronic illnesses in a variety of health care
settings (e.g., office, inpatient, critical care, long-term care, home care, day care, etc.).

Primary care practices are organized to meet the needs of patients with undifferentiated problems, with
the vast majority of patient concerns and needs being cared for in the primary care practice itself.
Primary care practices are generally located in the community of the patients, thereby facilitating
access to health care while maintaining a wide variety of specialty and institutional consultative and
referral relationships for specific care needs. The structure of the primary care practice may include a
team of physicians and non-physician health professionals.

Definition #3 - Primary Care Physician
A primary care physician is a generalist physician who provides definitive care to the undifferentiated
patient at the point of first contact and takes continuing responsibility for providing the patient's care.
Such a physician must be specifically trained to provide primary care services.

Primary care physicians devote the majority of their practice to providing primary care services to a
defined population of patients. The style of primary care practice is such that the personal primary care
physician serves as the entry point for substantially all of the patient's medical and health care needs -
not limited by problem origin, organ system, or diagnosis. Primary care physicians are advocates for
the patient in coordinating the use of the entire health care system to benefit the patient.

Definition #4 - Non-Primary Care Physicians Providing Primary Care
Services
Physicians who are not trained in the primary care specialties of family medicine, general internal
medicine, or general pediatrics may sometimes provide patient care services that are usually delivered
by primary care physicians. These physicians may focus on specific patient care needs related to
prevention, health maintenance, acute care, chronic care or rehabilitation. These physicians, however,
do not offer these services within the context of comprehensive, first contact and continuing care.

The contributions of physicians who deliver some services usually found within the scope of primary
care practice may be important to specific patient needs. However, the absence of a full scope of
training in primary care requires that these individuals work in close consultation with fully-trained,
primary care physicians. An effective system of primary care may utilize these physicians as members
of the health care team with a primary care physician maintaining responsibility for the function of the
health care team and the comprehensive, ongoing health care of the patient.

Definition #5 - Non-Physician Primary Care Providers
There are providers of health care other than physicians who render some primary care services. Such
providers may include nurse practitioners, physician assistants and some other health care providers.

These providers of primary care may meet the needs of specific patients. They should provide these
services in collaborative teams in which the ultimate responsibility for the patient resides with the
primary care physician. (1975) (2006)

*In this document, the term physician refers only to doctors of medicine (M.D.) and osteopathy
(D.O.).

Use of Term
The AAFP recognizes the term "primary care" and that family physicians provide services commonly



recognized as primary care. However, the terms, "primary care" and "family medicine" are not
interchangeable. "Primary care" does not fully describe the activities of family physicians nor the
practice of family medicine. Similarly, primary care departments do not replace the form or function
of family medicine departments. (1977) (2011 COD)

Primary Care Physician, Generic
See also:

Primary Care

Primary Care Services for Limited Specialists

Family Physician, Definition

Family Medicine, Definition
The American Academy of Family Physicians affirms that the family physician is the ideal primary
care physician and opposes any and all efforts to create a specialty or designation of "generic" primary
care physician. (1987) (2010 COD)

Primary Care Services for Limited Specialists
See also:

Primary Care

Primary Care Physician, Generic

 
The AAFP believes that, in situations where specialists/subspecialists who are not trained in family
medicine request generalist privileges not usually representative of their specialty, the family medicine
department or section should serve on request as an information and education resource for the
department or section recommending the privileges and the credentialing committee acting on them.
(1995) (2012 COD)

Principles for Improving Cultural Proficiency and Care
to Minority and Medically-Underserved Communities
(Position Paper)

1. Introduction: Importance of Improving Cultural Proficiency in the
Delivery of Health Services
Cultural proficiency and linguistic competence are widely recognized as fundamental aspects of
quality in health care—especially for diverse patient populations—and as essential strategies for
reducing disparities by improving access, utilization, and quality of care.1 The National Standards on
Culturally and Linguistically Appropriate Services (CLAS) under the direction of the Department of
Health and Human Services’ Office of Minority Health mandate attention to cultural proficiency and
language access to recipients of federal funds. Additionally, the Office for Civil Rights’ Title VI of the
Civil Rights Act of 1964; Limited English Proficiency Policy Guidance for Recipients of Federal
Financial Assistance prohibits discrimination against national origin as it affects limited English
proficient (LEP) persons.

The Joint Principles of the Patient-Centered Medical Home state that “care is facilitated by registries,
information technology, health information exchange and other means to assure that patients get the
indicated care when and where they need and want it in a culturally and linguistically appropriate
manner.”



. The American Academy of Family Physicians (AAFP) is committed to ensuring high
quality of care and patient safety by promoting access for limited English proficient (LEP)
patients, cultural proficiency, expanded health workforce diversity, and reduced health
disparities in the provision of medical care to our nation’s LEP and racial/ethnic
medically-underserved populations. Cultural proficiency is a necessary component for
patient safety and adherence. All persons, regardless of race, ethnicity or primary language
deserve access to high quality health services.

. Cultural proficiency is defined as a set of congruent behaviors, attitudes and policies that
come together in a system, agency or among health professionals that enables work in
cross-cultural situations. A culturally proficient organization values diversity; conducts
cultural self-assessments; is conscious of and manages the dynamics of difference;
institutionalizes cultural knowledge; and adapts services to fit the cultural diversity of the
community it serves.

2. Organizing Principles
Physician Education
According to the Association of American Medical Colleges (AAMC), it is imperative that health care
professionals are educated on issues of culture because of the growing diversity in the U.S. population
and the strong evidence of racial and ethnic disparities in health care.2 In 2000, the Liaison Committee
on Medical Education (LCME) introduced two standards about cultural competence that inspired
medical schools to introduce cultural competence education into the undergraduate curriculum. The
Tool for Assessing Cultural Competence Training (TACCT) is a self-administered assessment tool
that can be used by medical schools to examine all components of the entire medical school
curriculum.

Additionally, the federal CLAS standards ask that “health care organizations should ensure that staff at
all levels and across all disciplines receive ongoing education and training in culturally and
linguistically appropriate service delivery.”

. Medical societies and health professional associations should work with their members to
educate them about cultural proficiency, health disparities among racial/ethnic medically
underserved populations, and the impact on health outcomes of limited English proficiency.
These organizations should link to available information, training, and other resources so
that health professionals may continually improve access to quality care and reduce health
and health care disparities.

. Health professionals should be aware of, and sensitive to, the cultural and ethnic diversity of
patients they serve so they can develop and implement best practices such as providing
interpreter services and culturally proficient care in their offices. Health professionals
should be aware of the connection between good cross-cultural communication and
ensuring patient safety.

. The Office for Civil Rights should disseminate information and provide technical assistance
about best practices in the provision of culturally, ethnically, and linguistically sensitive
care delivery.

Workforce
Landmark reports, such as Missing Persons: Minorities in the Health Professions,3 Unequal
Treatment: Confronting Racial and Ethnic Disparities in Healthcare,4 and In the Nation’s Compelling
Interest: Ensuring Diversity in the Health-Care Workforce5 provide clear evidence of the growing
need for diversity in the physician workforce to serve an increasingly multicultural U.S. population.
Additionally, the Future of Family Medicine recommendations include “a comprehensive family
medicine career development program and other strategies will be implemented to recruit and train a
culturally diverse family physician workforce that meets the needs of the evolving US population for
integrated health care for whole people, families, and communities.”

. The AAFP should advocate for the federal government to encourage the racial, ethnic,
religious, and linguistic diversity of the health care workforce to reflect the needs of the
population.

. Medical and other health professional schools should increase efforts to recruit and retain



minority faculty and promote minority faculty into leadership positions.
. Cultural proficiency training should be incorporated into medical schools and residency

education in every specialty and should be available as part of the continuing professional
development of health professionals.

. To meet the needs of LEP patients, the federal government should provide incentives for the
development of a trained interpreter workforce.

. Medical school admissions policies should reflect the importance of increasing the
representation of underrepresented minority students and encourage the use of “pipeline”
recruitment programs.

Language Access
More than 23 million Americans speak English less than "very well" and thus have LEP.6 Clear
documentation exists regarding how the lack of language services creates a barrier to and decreases
the quality of health care for limited English persons.7-10

. Language assistance services, including, but not limited to, qualified bilingual health
professionals, trained health care interpreters, telephonic and video language services,
translated or in-language written materials, and translated or in-language signage, are an
essential element of delivering culturally proficient care in all settings, particularly to LEP
and racial/ethnic medically-underserved communities.

. Any language access requirements placed on health professionals must recognize the
logistical difficulties in the provision of interpreter services for unusual or rarely
encountered languages and in urgent and emergent situations, and provide exemptions and
additional assistance for these situations, as appropriate.

. National, state, regional, and local systems of language assistance service should take into
account the limited capabilities and resources of health plans, hospitals, clinics, health
departments, medical groups, physician practices, and other health professionals. To the
extent possible, there should be efforts to collaborate, coordinate, and centralize the
provision of language assistance services to increase efficiencies and minimize costs and
administrative burdens to health professionals.

. Payment for interpreter services in both publicly- and privately-funded health care systems
must be the responsibility of the insuring or purchasing entity.

Research and Data Collection
Standardized data collection would allow researchers to disentangle factors associated with health care
disparities. The current national commitment to reduce health disparities may be compromised without
more research on measurement quality. For example, self-report measures are required for research on
disparities in the United States, although such measures are developed primarily in mainstream
samples, and must be appropriate when applied in culturally and ethnically diverse groups.11

. Health insurers and health care plans should be encouraged to collect and/or report
socio-cultural health information (e.g., patient race and ethnicity, including subpopulations,
primary language, etc.) to assist physician offices, while respecting the individual privacy of
patients. This data collection shall not be delegated to the treating physician without an
explicit paid, contractual agreement.

. Culturally and ethnically diverse populations be fully represented as appropriate in clinical
studies supported by both private and public sector funds. Encourage researchers from
minority communities to conduct research and clinical trials.

. Diseases and conditions disproportionately affecting LEP and racial and ethnic
medically-underserved populations should be adequately investigated. Research on specific
populations should be conducted to document health issues and successful interventions.
This research goal can be accomplished through the Institutional Review Board process and
through research done by Practice-Based Research Networks.

Health Care
There is strong evidence of examples of disparate access to care and utilization of services in the
literature on disparities in health care access.12, 13

. The availability of, and access to, quality, affordable health services are integral to
eliminating disparities among LEP and racial/ethnic medically-underserved populations.



. Public insurance programs should promote access for beneficiaries by advertising
availability, providing applications and other documents in other languages, and reviewing
application processes to see what barriers may exist for eligible populations.

Written Resources

. National, state and other interested stakeholders should examine the feasibility of
clearinghouses for translated or in-language materials that could increase access to quality
health education, medication information, and other health-related information.

Quality Assessment

. Quality indicators that measure cultural proficiency should be developed.

. A review of current quality assessment measures should be conducted to identify areas for
integration of cultural proficiency measures and make appropriate recommendations.

Payment

. Payment for interpreter services in both publicly- and privately-funded health care systems
must be the responsibility of the insuring or purchasing entity.

. The primary financial entity (state, insurance company, or managed care company) should
contract with and pay interpreters directly unless medical groups or physicians explicitly
choose to accept risk for such services in their contracts. Health professionals, including
medical groups, should not unwillingly bear the burden or expense of providing interpreter
services.

. There should be consideration of reimbursement of physician office bilingual staff who
serves as interpreters, as long as they have been trained and assessed for linguistic
competency.

. There should be consideration of compensation for bilingual physicians who would
otherwise require an interpreter, provided they have been assessed for linguistic
competency.

3. Policy Options
Medicaid/SHIP/Medicare

. The federal government should work with the Centers for Medicare and Medicaid Services
(CMS) and the State Health Insurance Programs (SHIPs) to ensure the cultural and
linguistic proficiency of their respective staffs. Materials used to detail Medicare services, in
particular Medicare-covered preventive care, should meet the language and health literacy
levels of the beneficiaries they serve. CMS should evaluate the materials and strategies used
by SHIPs to reach the LEP and racial/ethnic populations they serve.

. The federal government should work with CMS to ensure that reliable and comprehensive
data are collected and reported with regard to beneficiaries’ race, ethnicity, educational
level, and primary language, while respecting the individual privacy rights of beneficiaries.

. The federal government should work with CMS to ensure that any program developed by
CMS that bases a payment, bonus or reward on quality measures, includes quality measures
of care for minority beneficiaries.

. The federal government should seek federal matching funds for the provision of interpreter
services for patients in the Medicaid and SHIP programs; state governments should also
address funding issues within the workers’ compensation programs.

. The AAFP should work with federal policy makers and private health insurance
stakeholders to ensure that language services are a covered benefit under the Medicare
program and private insurance programs.

. The AAFP should advocate for a centralized service for interpretation that can be accessed
easily by physicians. Models with significant promise include those in place in Washington
State and the national telephonic interpreting service in Australia. The AAFP should support
a regional pilot project to test delivery models for such a service.



Managed Care/Health Plans 
. Managed care/health plan organizations, including public and private Health Maintenance

Organizations (HMOs), should work with physician and other health professional
organizations to ensure the development, evaluation, and diffusion of curricula, training,
and education programs that address cultural proficiency, medically underserved
communities, and health disparities.

. Managed care/health plan organizations and health plan regulators should use cultural
proficiency and the provision of high quality, easily accessed language services, as
indicators of access and quality.

. Both public and private HMOs and health plans should be asked to take explicit
responsibility for paying and arranging for interpreter services as a covered benefit for
members with the caveat that such services are the responsibility of the primary financial
entity (HMO or purchaser) and are not to be born by fiscal intermediaries such as local
medical groups or physicians and other health professionals, unless they have explicitly
contracted for the provision of such interpreter services.

. Managed care/health plan organizations should negotiate with both public and private
payers for adequate reimbursement or direct payment to cover the expenses of interpreter
services so that they can establish services without burdening physicians.

. Private industry should be engaged by medical organizations, including the AAFP, and
patient advocacy groups to consider innovative ways to provide interpreter services to both
employees and the medically underserved.
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Principles for Physician Payment Reform to Support the
Patient-Centered Medical Home (Position Paper)
A physician payment system should:

1 . Recognize the value of whole-person care delivered in a PCMH including physician and
non-physician work such as:

a . face-to-face evaluation and management services
b . patient care management that falls outside of payment for face-to-face visits, e.g.

proactive preventive and chronic care management
c . “medical neighborhood” care coordination (e.g. among hospitals, consultants,

ancillary providers, and community resources)
d . remote monitoring of biometric clinical data and patient support

2 . Reward PCMH activities which improve patient outcomes and reduce total health care
spending through incentives that:

a . allow physicians to share in savings from reduced hospitalizations, emergency room
overuse, and high cost procedures

b . reward measurable and continuous quality improvements
c . support physicians in engaging patients as partners through shared decision-making

and the development of strong, enduring, healing relationships
d . support the efficiencies of team-based care
e . support the use of evidence to guide clinical decision making
f . prioritize the provision of comprehensive primary care services

3 . Compensate for the physician practice’s investment in technology and services which
enhance patient access and improve care coordination such as:

a . improved patient care communication, for example through a secure, Web-based
patient portal that supports synchronous or asynchronous e-mail and virtual visits
and telephone consultation

b . acquisition and use of health information technologies (e.g. patient registry systems,
evidence-based clinical decision support, electronic health records, etc)

c . investment in infrastructure for practice transformation and innovation, e.g. staff
training, work flow redesign and practice recognition requirements

4 . Include a transparent process that ensures the payment model accurately accounts for the
cost of operating an efficient practice including but not limited to: inflation expense, patient
demographics (socioeconomic status, age, and gender), practice setting (rural/urban) and
disease severity/case mix.

5 . Promote accountability for achieving better results by linking a portion of payment to
reporting on appropriate evidence-based measures of care, including structural, process and
outcomes measures. Ensure that performance measures included in payment and reporting
systems are valid and meaningful to all stakeholders and payment is more than the
additional costs of reporting.

6 . Include standardized administrative requirements and business rules across all payers
including, but not limited to:

a . Standardized interfaces for eligibility, benefits, deductibles, and real time claim
submission/payment

b . Standardized reporting requirements
c . Regional harmonization of measures



7 . Allow for hybrid approaches to payment to counter-balance unintended consequences
associated with using any single approach to payment.

8 . Achieve an appropriate balance in income between primary care and sub-specialty
physicians as a means to help ensure that there are sufficient primary care physicians

(2010 COD) (2011 COD)

Privilege Assignment in Departmentalized Hospitals
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

 
It is the position of the American Academy of Family Physicians that privileges for family physicians
will be recommended by the department of family medicine in departmentalized hospitals. (1982)
(2008)

Privilege Overlap
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Support Protocol

Privileging Policy Statements



Privileges, Special/Critical Care Unit Privileges

Privileges, Surgical Assistant

 
Family medicine encompasses continuous, comprehensive, quality care, emphasizing patient
advocacy. Family physicians should have access to their patients in all areas of a healthcare facility,
including areas of high technological care, through appropriate privileging. Patients should have
access to family physicians in all these areas. The AAFP strongly believes that all medical staff
members should recognize that overlap occurs between many specialties and that no one department
"owns" or has exclusive rights to any particular privileges. (2002) (2008)

Privilege Support Protocol
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant Privileges

 
The American Academy of Family Physicians supports unequivocally the concept that all physicians
should obtain privileges in accordance with their individual, documented training and/or experience,
demonstrated abilities, and current competence.

The criteria necessary before the AAFP accepts cases for legal support in the area of hospital
privileges include:

a . Strict following of the AAFP Protocol for Handling Hospital Privilege Problems.
b . Impact on the family medicine movement.
c . Evidence of discrimination based on physician specialty rather than individual

qualifications. (In accordance with the legal principle of "inurement," a tax exempt
organization may not expend funds for the benefit of an individual.)

(1982) (2012 COD)

Privileges
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals



Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

Colonoscopy Privileging

 
The AAFP affirms that all physicians on the medical staff should have the opportunity to practice
medicine in their healthcare organizations and should be granted clinical privileges commensurate
with their documented training and/or experience, demonstrated abilities and current competence.
(1964) (2008)

Privileges and Training for New Procedures
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Electrocardiogram Interpretation Privileges

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

Many new procedures and techniques are being developed to aid in the care of patients, and many of
these procedures/techniques are pertinent to the practice of family medicine. The AAFP strongly
believes that the granting of privileges for new procedures and techniques for all physicians should be
made on the basis of each physician's documented training and/or experience, demonstrated abilities
and current competence.

The AAFP further believes that courses to teach new procedures and techniques should be available to
all physicians, regardless of specialty. Since many of the new procedures and techniques are very
important to the practice of family medicine, the AAFP will work to ensure that such courses will be
made available to family physicians.



The AAFP recommends that every hospital have a protocol for establishing the privileging criteria for
a procedure new to the hospital and for which no privileging criteria currently exist. The purpose for
establishing such a process is to assure that the eligibility to exercise a new procedure is determined
fairly, rigorously and with regard to ascertaining competence, rather than promoting or limiting access
to any particular speciality. (1983) (2010 COD)

Privileges at Competing Hospitals
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

 
The AAFP opposes the limitation of medical staff participation and privileges by a hospital or health
system based on a physician (or a partner, family member, associate or employee of the physician)
having privileges at, a position of leadership or influence at, or a financial relationship with a second
or competing hospital or health system. (2001) (2012 COD)

Privileges, Documentation of Training and Experience
See also:

Privileges

Health Workforce Credentialing

Family Medicine Faculty Training

 
The American Academy of Family Physicians believes that documentation of training and experience
is of utmost importance, not only for residents preparing for their first application for hospital
privileges, but also for practicing physicians.

The AAFP recommends that family physicians document all significant training and experience so
that it is recorded and can be reported in an organized fashion. Such documentation should include at a
minimum all procedural skills, intensive/critical care experiences, treatment of major illnesses, and
other significant training and experiences. (1989) (2012 COD)



Privileges, Electrocardiogram Interpretation
See also:
 
Electrocardiograms, Family Physician Interpretation of

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

 
The AAFP believes that family physicians have the education, training and experience to read
electrocardiograms and should be eligible for privileges to interpret electrocardiograms in the hospital.
Where local tests are utilized to establish current competency, the use of such tests should apply
equally to all physicians regardless of specialty. (1982) (2010 COD)

Privileges, Emergency Care Services
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant 
Family physicians, through training and experience, are qualified to provide emergency care services.
The American Academy of Family Physicians believes that privileges to practice in the emergency
department should be based on the individual physician's documented training and/or experience,
demonstrated abilities, and current competence and not solely on the physician's specialty. (1995)
(2012 COD)



Privileges, Family Medicine Departments and
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit

Privileges, Surgical Assistant

 
The AAFP recommends the establishment of departments of family medicine in all hospitals
departmentalized by specialty. The department of family medicine should have all the rights, duties,
and responsibilities comparable to other specialty departments of the medical staff. It should have the
right to recommend directly to the appropriate committee, typically the credentials committee, those
privileges that fall within the scope of family medicine. The assent or approval of any other
department should not be required. The ultimate responsibility for the granting of privileges remains
with the hospital governing body.

Family medicine encompasses continuous, comprehensive, quality care, emphasizing patient
advocacy. Family physicians should have access to their patients in all areas of a healthcare facility,
including areas of high technological care, through appropriate privileging. Patients should have
access to family physicians in all these areas. The AAFP strongly believes that all medical staff
members should recognize that overlap occurs between many specialties and that no one department
"owns" or has exclusive rights to any particular privileges. (See AAFP Policy on Privilege, Privilege
Overlap.)

The AAFP believes that the family medicine department should determine the criteria for and
recommend privileges commensurate with the core curriculum and training offered in a family
medicine residency programs.

The AAFP believes that the department of family medicine should establish and use a core privileging
process based on criteria developed by the department. Core privileges within the department of
family medicine should reflect the core curriculum and training offered in accredited family medicine
residency programs. Criteria for privileges outside of the core should be pre-established by the
department of family medicine in consultation with other appropriate clinical departments.
Recommendations for privileges outside the family medicine core may then be considered by the
department of family medicine according to the criteria jointly established by the relevant clinical
departments. In all cases, clinical review of a physician should be done in the department where the
privilege originated.

As with any specialty department, individual members of the department of family medicine may have
different degrees of experience, and clinical interests, and would not all be eligible, per se, for the
same privileges just by virtue of being members of the family medicine department. The AAFP



strongly believes, consistent with the policy of the Joint Commission, that privileges in the department
of family medicine should be based on documented current licensure, training and/or experience,
demonstrated abilities and current competence. (1997) (2009 CoD)

Privileges, Special/Critical Care Unit
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Surgical Assistant Privileges

 
The AAFP believes that qualified physicians should be granted privileges in special/critical care units
based on documented training and/or experience, demonstrated abilities and current competence.
(1988) (2012 COD)

Privileges, Surgical Assistant
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services

Privileges, Family Medicine Departments and

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileging Policy Statements

Privileges, Special/Critical Care Unit



As the patient's advocate, when the family physician's patients require surgical care not provided by
the family physician, the family physician will exercise his/her best professional judgment in
recommending the most appropriate consultant.

The "Program Requirements for Residency Education in Family Practice" mandate that all family
medicine residents must receive training in pre- and postoperative care, basic surgical principles,
asepsis, handling of tissue and technical skills to assist the surgeon in the operating room. Based on
individual training and experience, the family physician should be well qualified to assist at surgery.
In addition to providing high quality technical assistance, a family physician assisting at surgery will:
(1) ensure continuing care of the individual patient, (2) provide the important psychological support
and security necessary, (3) provide clinical correlation with surgical findings at the time of the
operation, (4) provide or assist in provision of many aspects of pre- and postoperative care, both
technical and psychological components, (5) assist in communication and rapport between the
consultants, the patient and the patient's family, and (6) act as the patient's advocate in obtaining
appropriate and coordinated care. Physician assistance at surgery, which is clinically necessary for
improved patient outcome, should be fairly compensated by all payers of health care.

As a member of the medical staff and the patient's attending physician, the exercise of a family
physician's privilege to assist at surgery shall not be superseded by a surgical residency program's
rules or regulations regarding surgical assistance.

When hospital rules require surgical assistance on cases, nonphysician surgical assisting should be
acceptable only in individual cases where appropriate family physician or other physician assistance is
unavailable. (1988) (2008)

Privileging Policy Statements
See also:

AAFP-ACOG Joint Statement on Cooperative Practice and Hospital Privileges

Privileges

Privilege Assignment in Departmentalized Hospitals

Privileges at Competing Hospitals

Privileges, Documentation of Training and Experience

Privileges, Electrocardiogram Interpretation

Privileges, Emergency Care Services Privileges

Privileges, Family Medicine Departments and Privileges

Privileges and Training for New Procedures

Privilege Overlap

Privilege Support Protocol

Privileges, Special/Critical Care Unit Privileges

Privileges, Surgical Assistant Privileges

 
The AAFP believes that each specialty society should maintain responsibility for recommending,
implementing, maintaining and evaluating privileging policies for its members. The AAFP also
believes that privileging should be based on documented training and/or experience, demonstrated
abilities and current competence, and, whenever possible, be evidence based.

Recognizing that on rare occasions minimum quotas (or numbers) may be required in specific
privileging instances where insufficient data exists, the AAFP believes that a consensus opinion of
experts from within the specialty may be necessary until such time as an evidence-based



recommendation is available. (1995) (2012 COD)

Procedural Skills, Interspecialty Support in Clinical
Procedures
See also:

Procedural Skills, Preceptor/Proctor Readiness Course

Procedural Skills Training, Residency Criteria

Procedural Skills, Scope of Training in Family Medicine Residencies

 
The AAFP should seek to work collaboratively with other specialty societies, when appropriate,
concerning issues of procedure skills, including but not limited to: training, privileging and
credentialing, and joint political action. (1994) (2011 COD)

Procedural Skills, Preceptor/Proctor Readiness Course
See also:

Procedural Skills, Interspecialty Support in Clinical Procedures

Procedural Skills Training, Residency Criteria

Procedural Skills, Scope of Training in Family Medicine Residencies

The AAFP sponsors certain procedural skills' courses which by design, scope and/or duration include
both cognitive and skills testing. Physicians performing satisfactorily on the cognitive and skills
testing will be awarded a certificate indicating readiness to be preceptored/proctored.

The AAFP recommends that hospitals and health care organizations assign preceptors/proctors to
family physicians who have been granted an AAFP preceptoring/ proctoring readiness certificate.
These preceptors/proctors should, if possible, be family physicians with clinical privileges in the
procedure(s) being sought. (1994) (2011 COD)

Procedural Skills, Scope of Training in Family Medicine
Residencies
See also:

Procedural Skills, Interspecialty Support in Clinical Procedures

Procedural Skills, Preceptor/Proctor Readiness Course

Procedural Skills Training, Residency Criteria

 
Family medicine residencies should strive to teach residents all procedures within the scope of family
medicine. They should, at a minimum, teach residents those procedures done by a substantial number
of practicing family physicians both in the ambulatory and inpatient settings. Whenever possible,
family physician faculty should teach these procedures.

Procedures and skills associated with maternity care and hospital care remains essential parts of family
medicine residency training and clinical practice. Each family medicine residency must have faculty,
board certified in family medicine, who actively teach, have clinical privileges and practice maternity
care. As the scope of family medicine changes, family medicine residencies should strive to teach new
or emerging procedures or techniques that are within the scope of family medicine.

(1994) (2006)



Procedural Skills Training, Residency Criteria
See also:

Procedural Skills, Interspecialty Support in Clinical

Procedural Skills, Preceptor/Proctor Readiness Course

Procedural Skills, Scope of Training in Family Medicine Residencies

In order to provide an appropriate protocol for procedures training in the family medicine residency,
the following components should be included in training:

1 . Background
2 . Indications for the Procedure
3 . Contraindications for the Procedures
4 . Alternatives to the Procedure
5 . Complications
6 . Informed Consent/Patient Counseling
7 . Patient Preparation
8 . Adherence to Joint Commission Standards as Applicable (e.g. Universal Protocol)
9 . Anesthesia, Analgesia, Sedation (as appropriate)
10 . Equipment

a . Selection
b . Knowledge of Use
c . Care, Cleansing, and Maintenance

11 . Patient Positioning
12 . Technique

a . Descriptions of Procedure Steps
b . Observation of Technique
c . Performance Under Supervision
d . Practice of Procedural Skills

13 . Chart Documentation and Procedure Tracking
14 . Pathology Recognition
15 . Management of Complications
16 . Practice Management Aspects
17 . Financial Implications and Stewardship of Resources
18 . Patient Monitoring/resuscitation
19 . Outcome Evaluation

a . Faculty Evaluation
b . Self-Evaluation
c . Reflective Learning
d . Coaching

The instructor(s) in the residency must have significant personal experience in performing the
procedure(s) that are being taught. Family medicine residents should be credentialed to perform
procedures in which they have received cognitive instruction, documented experience and
demonstrated competency. (March Board 2001) (2012 COD)

Professional Competence Evaluation
See also:

Certification/Recertification, Definitions



Licensure

It is the opinion of the American Academy of Family Physicians that evaluation of competence in the
specialty disciplines, including periodic recertification should continue to be under the purview of the
individual specialty boards and that medical licensure should continue to be the province of the state
boards of medical examiners. (1974) (2008)

Professional Medical Liability
See also:

Professional Medical Liability, Insurance Stipulations

Professional Medical Liability, Lawsuits

Academy Goals and Methods
As one of its highest priorities, the Academy will continue to work on the professional medical
liability problem. The professional liability insurance problem continues to have a negative impact on
patients’ access to care. No responsible party in the medical profession denies the existence of
malpractice and the right of a fair recovery to the negligently injured patient.

The goals of the AAFP in this area are:

1 . To be an advocate for the patient and help them obtain relief from costs related to
professional medical liability insurance and to support solutions that more equitably and
quickly compensate those truly injured in the course of medical care.

2 . To be an advocate for family physicians regarding any mechanism for: (1) affordable
premiums; (2) differential premiums for beginning and part time physicians; and (3)
equitable premium differentials for family physicians who provide obstetrical and surgical
services based on sound actuarial evidence and standards of care.

3 . To encourage and support in depth study and implementation of non legislative solutions to
the professional liability problem.

4 . To encourage and support state and national legislative solutions to aid physicians providing
medical care (including obstetrics) in underserved areas. Such relief could be in the form of
tax relief, partial payment of professional liability insurance premium and/or loan
forgiveness.

5 . To support chapters by serving as a resource center to provide information of evolving
solutions in other areas. (1976) (2004)

The American Academy of Family Physicians supports the following federal liability reforms:

1 . A limit on payments on "non-economic damages,"
2 . Reducing awards by the amount of compensation from collateral sources,
3 . Allowing periodic payment of future damages at a defined award limit,
4 . Limiting attorneys' contingency fees,
5 . Replacing joint and several liability with proportionate liability among the defendants in a

case,
6 . Reduce statute of limitations for commencing professional liability actions to one to three

years after injury, with an absolute limit of six years for minors,
7 . Incentives for states to establish Alternative Dispute Resolution Systems, and
8 . An expert affidavit that must be provided by a specialist who possesses knowledge and

expertise and practices in the same medical specialty as the defendant.

Other methods that the Academy believes will be helpful in stabilizing unacceptably high liability
premiums and aid in abating the medical liability problem are:



1 . Secure state legislation requiring joint underwriting associations (JUAs), consisting of all
casualty insurance carriers in the state, to provide professional liability coverage on a
collective basis.

2 . Redefine, by legislation, medical negligence and liability, including specific designations
concerning implied warranty and informed consent.

3 . Legislate limits on awards including, but not limited to, limits on awards for total damages,
non economic damages, damages for dependent care, wrongful death benefits and limited
punitive damage awards.

4 . Mandate catastrophic insurance coverage.
5 . Make information concerning collateral sources of income, and the tax status of awards,

admissible in evidence.
6 . Increase disciplinary authority of state boards of medical examiners.
7 . Require 60 days advance notice of intention to sue.
8 . Affirm a physician's right to recover from plaintiff reasonable legal costs and attorney's fees

in successful defense of professional liability suits.
9 . Eliminate the ad damnum clause in the filing of lawsuits.
10 . Require that accompanying the filing of a claim is an affidavit from a physician stating the

physician's opinion that the claim has merit.
11 . Require that expert witnesses meet specific requirements (see Academy's policy regarding

expert witnesses).
12 . Required that insurance companies provide information regarding economic versus

non-economic damages and settled versus verdict cases to state and national regulators.
13 . Raising the evidentiary standard in medical liability cases to require "clear and convincing"

evidence. (1975) (2012 COD)

Professional Medical Liability, Insurance Stipulations
See also:

Professional Medical Liability

Professional Medical Liability, Lawsuits

 
The American Academy of Family Physicians recognizes that professional liability carriers may find it
necessary to create contractual stipulations (endorsements) that oblige a physician to a particular
course of action when treating certain conditions or providing certain types of medical care. However,
the Academy believes that such stipulations should not be based solely on one's specialty. Rather, such
stipulations should be reflective of the individual physician-insured's training, experience and
demonstrated ability, as well as his or her access to medical technology and health manpower
resources. (1986) (2009 COD)

Professional Medical Liability, Lawsuits
See also:

Professional Medical Liability

Professional Medical Liability, Insurance Stipulations

 
The American Academy of Family Physicians denounces the use of medical liability lawsuits as a
means to pursue social and ethical policy. (1995) (2011 COD)

Promoting Early Literacy Development
Family physicians should promote early literacy development as an important intervention at health
supervision visits for children from six months through six years of age by effective methods that
include:

1 . Advising parents and caregivers about the importance of reading aloud to young children;



2 . Counseling parents and caregivers about specific age- and developmentally-appropriate
reading activities; and

3 . Participating in early literacy programs. (2009 COD)

Proprietary Practices, AAFP Policies on
From time to time, the Academy will be approached by outside, proprietary entities seeking the
Academy's endorsement, or participation in a specific project, service, or item of information. In
reaching a decision as to whether or not Academy participation or endorsement is appropriate, the
following decision elements should be used:

. Is there an appropriate balance between the interests of the proprietary entity and the
interests of the Academy, as a member service organization;

. Is the project, service or item of information consistent with the AAFP's intent to provide
responsible advocacy for and education of patients and the public in all health-related
matters;

. Is the information or service to be provided accurate and relevant to members' needs and
interests;

. Is the information or service provided devoid of specific product endorsement;

. Is the entire information package, or service provided, when reviewed as a whole, ethical in
its approach;

. Is there full disclosure of the sponsor's participation;

. In those cases where such consideration is appropriate, is the Academy willing to enter into
a specified relationship with an outside entity to the exclusion of similar such relationships
with other entities.

When the above questions can be answered satisfactorily, in the judgment of the appropriate Academy
commission, committee and Board of Directors, then it is deemed appropriate that the Academy enter
into the proposed relationship. (B1990) (2008)

The AAFP affirms the AMA Council of Ethical and Judicial Affairs Opinion E-8.061, entitled "Gifts
to Physicians from Industry" (December 1990, Updated June 1996 and June 1998) and the ACCME
"Updated Standards for Commercial Support" (adopted by ACCME in September 2004, adopted by
AAFP in March 2005). The former should serve as a guide to individual members; the latter should
serve as a guide for the development of all continuing medical education activities by the AAFP.

The AAFP is of the opinion that the AMA guidelines are open to interpretation. The AAFP believes
that it has the right and responsibility to interpret the guidelines for the organization and its members
on an ongoing basis.

The AAFP extends the AMA guidelines to cover relationships with all proprietary health-related
entities that might create a conflict of interest rather than limiting the application of the principles to
"pharmaceutical, device and medical equipment industries." (1991) (2008)

The AAFP opposes federal or state government efforts to enforce these guidelines. The issue of
enforcement is the responsibility of physicians and their organizations. (1991) (2008)

AAFP's Education Activities
The AAFP affirms that it must maintain responsibility for control over the selection of content,
faculty, education methods and materials in all of its continuing medical education activities, to ensure
objectivity, balance, scientific rigor and independence. "Responsibility" and "control" are to be
interpreted as follows: Program development, including agenda preparation and speaker selection, will
be conducted by the AAFP.

The AAFP appreciates the financial support given to its continuing medical education programs by
proprietary entities. Any funds for this purpose must be in the form of an educational grant made



payable to the AAFP as the accredited sponsor for the support programming. (1991) (2008)

Individual Physicians and Proprietary Practices
In any activity or interchange involving a pharmaceutical or other health care product industry, the
physician needs to be sensitive as to whether the activity is primarily educational rather than
promotional and, accordingly, must make an appropriate response. In many cases, the burden of
decision regarding the appropriateness of an activity may fall to the physician, who may be called
upon to investigate an activity's agenda, participants, intent, and expected outcome to arrive at such a
decision. (1991) (2008)

Protective Equipment for Recreational and Competitive
Sports Activities
See also:

Athletic Trainers for High School Athletes

Collision Sports

All-Terrain Vehicles (ATVs)

Motor Vehicle Occupant Protection

Motorcycle and Bicycle Helmet Laws

Motorized Recreational Vehicle Safety

Residential Pool Safety

 
The Academy recommends that family physicians counsel patients to use appropriate protective
equipment for recreational and competitive sports activities. This equipment may include, but is not
limited to, certified flotation devices, eye protection, helmets, mouth guards, knee and elbow pads,
wrist protection and other equipment as needed to protect against injury (2000) (2009 COD)

Provider, Use of Term
See Also:

Provider, Use of Term (Position Paper)

 
The American Academy of Family Physicians opposes the use of the term "provider" when referring
to physicians. Third party payers should never use the term "provider" as an inclusive term that lumps
physicians with non-physician professionals, institutional providers and other service suppliers. The
Academy supports the use of terms such as "physician" or "primary care physician" to distinguish
physicians from other health care professionals. The term "physician" should be reserved for an MD or
DO. (2008)

Provider, Use of Term (Position Paper)
See Also:

Provider, Use of Term

Non-Physician Provider, Family Physicians Training With

Nurse Practitioners

Physician Assistants

Physician vs. Provider
The term "provider" levels distinctions and implies a uniformity of expertise and knowledge among
health care professionals. The term diminishes those distinctions worthy of differentiation such as



education, scope and range of ability. Generic terminology implies an interchangeability of skills that
is inappropriate and erroneous, as well as conferring legitimacy on the provision of health services by
non-physician providers that are best performed by, or under the supervision of, physicians.

The term "provider" is one of bureaucratic origin and has no significance or relevance beyond that
created by regulators and insurers. The effect of the term is to create confusion among individuals
seeking care, especially those seeking care within a managed care environment. The implication is that
"providers" are interchangeable and patients can expect to receive the same level of care from any
"provider." Use of the term is especially inappropriate if it is employed as a tactic to confuse and
thereby encourage use of health care professionals of less cost to the insurer.

Academy policy states that, "Patients should be free to make personal decisions concerning their
selection of health care professionals, including their personal physician."1 This right is restricted by
the use of the term "provider" which, as indicated, implies uniformity of skills and conceals by failing
to differentiate. The same policy states, "Although the AAFP recognizes that non-physician personnel
are valuable resources and may be able to assist in providing many aspects of patient care, the AAFP
continues to support a patient's right to have a personal physician."1 That right is eroded when the
several categories of health care professionals are aggregated into a generic cluster.

Academy policy clearly delineates different organizational roles for physicians and non-physician
providers. Academy policy states that non-physician providers, "…should always function under the
direction and responsible supervision of a practicing, licensed physician."2 Accordingly, any attempt
to imply an interchangeability of expertise is derogatory to the profession, misleading to the consumer,
and usurps the legitimate role and responsibility of the physician to oversee the activities of
non-physician providers.

Academy policy also states that nurse practitioners and physician assistants, "…should only function
in a collaborative practice environment under the direction and responsible supervision of a practicing,
licensed physician."3,4 AAFP policy also states that payment for the services of non-physician
professionals should be limited to those environments "…where services are provided in a
collaborative practice arrangement."3

The term "provider" implies that the relationship between the patient and physician is a commercial
transaction. The underlying premise of the "provider" based environment is that health care delivery is
essentially a market-based enterprise based on a market ethic. This contradicts the Academy's position
that the core of the family medicine specialty lies in "…the patient-physician relationship with the
patient viewed in the context of the family." The Academy further maintains that the degree to which
this relationship is developed and fostered is what distinguishes family medicine from other physician
specialties.
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Family Physician Interpretation of Outpatient Radiographs
Overview and Justification
Most family physicians provide the majority of their patient care in the outpatient setting. Diagnostic
radiography is an integral part of the evaluation and management of acute and chronic illnesses for
patients seen in the office and a part of the patient-centered medical home (PCMH). Practices that
have radiology services on-site usually do not have a radiologist on staff, so the family physician
orders and interprets the radiographs and renders patient care based on the initial interpretation. This is
often the case in the rural setting and offers a valuable service to the patients, allowing care at a local
level and providing necessary services for those who would have difficulty traveling to another
location to obtain services. As a result, the family physician integrates the patient’s history, physical
examination, laboratory testing, and his or her interpretation of diagnostic radiographs to develop a
working diagnosis and treatment plan. The radiograph is often reread by a radiologist, and care may be
modified if there is a clinically significant discrepancy between the readings, with only occasional
changes to those plans after the radiologist’s rereading.

The family physician provides a necessary service when offering radiography, and receives the
necessary training in residency to interpret radiographs. The radiologic services provided and the tests
to be over-read are at the discretion of the individual practices. Providing x-ray services in the family
medicine office saves the health care system money, since the patient is seen in the office and not in
the emergency department (ED) or urgent care center. This also reduces transitions of care and allows
the patient to remain in the PCMH for splinting or definitive care of fractures or sprains. In the PCMH
model, the family physician has access to the complete history and his or her own exam, which aids in
interpretation of the radiography. Finally, this reduces fragmentation of care that can occur when an
urgent care or ED doctor refers the patient out of the PCMH to another specialist after performing the
radiography. Radiography services are an important part of a family physician’s diagnostic
armamentarium and aid in the appropriate care of our patients.

National Healthcare Expenditure (NHE) grew 4.0 percent to $2.5 trillion in 2009, or $8,086 per
person, and accounted for 17.6 percent of gross domestic product (GDP). Medicare spending grew 7.9
percent to $502.3 billion in 2009, or 20 percent of total NHE. Medicaid spending grew 9.0 percent to
$373.9 billion in 2009, or 15 percent of total NHE. Private health insurance spending grew 1.3 percent
to $801.2 billion in 2009, or 32 percent of total NHE. Out of pocket spending grew 0.4 percent to
$299.3 billion in 2009, or 12 percent of total NHE. Physician and clinical services expenditures grew
4.0 percent in 2009, slower than the 5.2 percent in 2008. The federal government share of health care
spending increased just over 3 percentage points in 2009 to 27 percent, while the shares of spending
by households (28 percent), private businesses (21 percent), and state and local government (16
percent) fell by about 1 percentage point each.1

“[The number of] imaging studies paid for under Medicare’s physician fee schedule grew more rapidly
than any other type of physician service between 2000 and 2005. Some evidence suggests that
Medicare may be overpaying for certain costly imaging services, which could be contributing to rapid
volume growth.”2 “Although the sum of all physician services grew 31 percent between 2000 and
2005, imaging services paid for under the physician fee schedule grew twice as fast, by 61 percent (10
percent per year, on average). Growth in imaging services slowed between 2005 and 2006, to 6.2
percent, but it remained much higher than growth in total physician services (3.6 percent). These
numbers measure growth in the volume and intensity of services per beneficiary; they control for
increases in the number of beneficiaries and changes in prices during those years. These figures also



exclude imaging studies performed in hospital outpatient departments.”2

According to the American Academy of Family Physicians (AAFP) 2009 Practice Profile Survey
based upon 2008 data, 46.3 percent of AAFP members surveyed offer x-ray services in their practices
(up from 45.2 percent in the previous year), 17.5 offer obstetric ultrasound (15.9 percent in previous
year), 14.8 offer non-OB ultrasound, and 13.7 percent offer echocardiography (up from 8 percent in
2005 and 12 percent in 2008).3 No recent data specifically about office radiology use have been
published. Sunshine estimated that in 1989, 1.8 percent of total radiology work was performed by
family physicians and general practitioners.4 According to an American College of Radiology (ACR)
PowerPoint presentation, “In recent years, we have seen an exponential rise in imaging performed by
other medical specialties and efforts by government and private payers to cut reimbursement for
imaging services. From 1998 to 2005, the nonradiologists’ share of in-office MRI and CT doubled and
tripled, respectively. Nonradiologists received more than double the amount of Medicare dollars paid
to radiologists for in-office imaging during that span — nearly $4 billion. The result is that nearly
three-quarters of all nonhospital imaging is now performed by nonradiologist providers.”5

Thirty-one percent of respondents indicated being denied payment for an office procedure within the
past 12 months. The percentage in 2009 is significantly higher than the 10 percent of respondents
experiencing denial of payment in 2006. Reasons given by respondents for not performing x-rays in
their office practice are primarily expense of equipment and lack of desire. The percentage of
respondents indicating that training is an issue in offering x-rays in their office has declined
significantly from 8.1 percent in 2005 to 2.3 percent in 2009. The percentage of respondents indicating
a lack of desire to provide echocardiography has decreased significantly from 70 percent in 2008 to 53
percent in 2009. An increase in the incidence of respondents reporting lack of training as a reason for
not providing echocardiography was observed; the percent increased from 16 percent in 2008 to 22
percent in 2009.3

Physicians billing for office radiography may bill for the technical component (taking the pictures) or
the professional component (reading the images) or both. A family physician with on-site radiography
equipment will typically bill for the technical component of the imaging service. If the family
physician also reads the radiographs and generates a separate written report, then the professional
component would be billed also. If the radiographs are initially read by the family physician and
over-read by a radiologist who generates the written report, the radiologist bills for the professional
component.

The Congressional Budget Office (CBO) has observed that technological advances are likely to yield
new, desirable medical services in the future that, while improving care, will increase costs.
Technology-related changes in radiology and other areas have contributed 38 to 62 percent of the
increase in health care costs from 1940 to 1990, and the percentage is expected to grow.6 The PCMH
promotes increasing patient access and same-day services. By offering radiology services in the
practice, it reduces access issues and decreases the time to diagnosis and treatment.7 However, there
are strict rules governing physician self-referring that can hinder the ability to offer services.8

Concern has been expressed that on-site radiography leads to more frequent use and results in
increased health care costs.9-13 However, one study reported that a decision by an insurer to deny
claims for professional charges for radiologic services performed by nonradiologists resulted in a 12
percent increase in expenditures.14 Another study of general practitioners in New Zealand reported an
increase in ED referrals and hospital admissions in areas of decreased patient access to imaging
services.15 More factors than simply having on-site radiography equipment may influence the
frequency of use. Wilson reported a comparison of primary care physicians with and without on-site
radiography and found an increased frequency of chest x-rays among physicians with on-site
radiography, but an equal frequency of lumbar spine x-rays.16 It is clear that on-site radiography
influences the frequency of imaging procedures. However, neither the appropriate frequency of
radiography use nor what negative effect increasing distance to imaging facilities has on appropriate
use is known. Because of its importance in initiating immediate therapy, office radiology is a
significant part of the practice of many family physicians. The number of radiologic services they
provide is relatively small compared with the total, and the exact costs of plain film radiography
attributable to family physicians is not known.
 
Section I: Scope of Practice for Family Physicians



It is the position of the AAFP that clinical privileges should be based on each individual physician’s
training and experience, demonstrated abilities, and current competence, not on specialty designation
alone. This general policy should certainly apply to ordering and interpreting office diagnostic
imaging. As indicated above, many AAFP members offer radiology services in their practices.

Patient convenience and satisfaction are improved by the presence of on-site radiography. Traveling to
another facility places an additional burden on patients and caretakers, especially for the elderly and
the disabled, delaying appropriate diagnosis and treatment, especially with late afternoon or Friday
appointments. This may be one source of the finding, mentioned above, that general practitioners in
New Zealand reported an increase in ED referrals and hospital admissions in areas of decreased
patient access to imaging services.15 Patient care will be compromised if radiographs are required for
appropriate evaluation and treatment, but circumstances prohibit travel or the patient refuses to go to
another facility.

The Centers for Medicare and Medicaid Services (CMS) policy for Medicare Part B payment for the
professional component of diagnostic radiography does not discriminate on the basis of specialty
where payment is concerned. Chapter 13, Section 20.1 of the Medicare Claims Processing Manual
states, “Carriers must pay for the PC [professional component] of radiology services furnished by a
physician to an individual patient in all settings under the fee schedule for physician services
regardless of the specialty of the physician who performs the service.”17

In a related policy regarding interpretations of in the ED, CMS states that carriers will pay for
radiology services if the following requirements are met:

a . "The services are personally furnished for an individual beneficiary by a physician.
b . The services contribute directly to the diagnosis or treatment of an individual beneficiary.
c . The services ordinarily require performance by a physician.
d . And the services are identifiable, direct, and discrete diagnostic or therapeutic services

furnished to an individual beneficiary, such as interpretation of x-ray plates, angiograms,
myelograms, pyelograms, or ultrasound procedures. Payment for a professional component
of a diagnostic procedure furnished to a beneficiary in a hospital includes an interpretation
and written report for inclusion in the beneficiary’s medical record maintained by the
hospital.”17 In addition, CMS policy also states, “Generally, payment is made for only one
interpretation of an EKG or x-ray procedure furnished to an emergency room patient.”
When multiple claims for the same interpretation occur, “Payment is made for the
interpretation and report that directly contributed to the diagnosis and treatment for the
individual patient. We will consider the second interpretation to be a quality control service.
The physician specialty is not the primary factor in deciding which interpretation and report
to pay regardless when the service was performed.”18

The American Medical Association (AMA) approved policy D-385.974, Freedom of Practice in
Medical Imaging, in 2010:
Our AMA will:

1 . encourage and support collaborative specialty development and review of any
appropriateness criteria, practice guidelines, technical standards, and accreditation
programs, particularly as Congress, federal agencies, and third-party payers consider their
use as a condition of payment, and to use the AMA Code of Ethics as the guiding code of
ethics in the development of such policy;

2 . actively oppose efforts by private payers, hospitals, Congress, state legislatures, and the
Administration to impose policies designed to control utilization and costs of medical
services unless those policies can be proven to achieve cost savings and improve quality
while not curtailing appropriate growth and without compromising patient access or quality
of care;

3 . actively oppose efforts to require patients to receive imaging services at imaging centers
that are mandated to require specific medical specialty supervision and support patients
receiving imaging services at facilities where appropriately trained medical specialists can
perform and interpret imaging services regardless of medical specialty; and

4 . actively oppose any attempts by federal and state legislators, regulatory bodies, hospitals,



private and government payers, and others to restrict reimbursement for imaging procedures
based on physician specialty, and continue to support the reimbursement of imaging
procedures being performed and interpreted by physicians based on the proper indications
for the procedure and the qualifications and training of the imaging specialists in that
specific imaging technique regardless of their medical specialty.19

According to the American Academy of Orthopaedic Surgeons (AAOS), “The AAOS believes that
orthopaedists are entitled to adequate compensation for the cost and work involved in providing
[musculoskeletal radiographic studies] in their offices. Any policy which prohibits orthopaedists from
performing and interpreting diagnostic imaging studies in their offices interferes with the patient’s
ability to receive optimal care.”20

In June 2006, the American College of Emergency Physicians reaffirmed a policy statement that
endorses the principle that, “The emergency physician providing contemporaneous interpretation of a
diagnostic study is entitled to reimbursement for such interpretation even if the study is reviewed
subsequently as part of the quality control process of the institution in which the physician
practices.”21

According to the AAFP 2009 Practice Profile Survey, 46.3 percent of family physicians are estimated
to have radiography equipment in their offices.3 Patient care is improved when the family physician is
able to fully integrate the patient’s history and physical examination with contemporaneous
interpretation of diagnostic imaging and other diagnostic studies. Family physicians, like other
physicians who use diagnostic radiography in their evaluation of patients, are entitled to appropriate
compensation for their services.
 
Section II: Clinical Indications
Many clinical conditions that present in a family physician’s office, including acute trauma, acute
illness, chronic musculoskeletal pain, and chronic illnesses, require diagnostic radiography as part of
the evaluation. Well-accepted criteria for diagnostic radiography are reported in the literature for acute
knee and ankle injuries that are commonly evaluated and treated in the family physician’s office.22-26

Recommendations for indications for office radiographs from a family physician’s perspective have
been published.26 Patient perception of necessity of imaging may influence the frequency of
radiographs,27 and nonclinical indications, such as patient reassurance or work-related injury, have
also been reported in some studies.28,29

Efforts to limit types of radiologic studies that may be performed by nonradiologists, either by
imposing guidelines or by restricting payment, have been reported, but they have had limited initial
impact on total costs.30,31 These studies did not include sufficient analysis to address the impact on
different physician specialties.

The ACR Committee on Appropriateness Criteria and its expert panels use literature review and a
modified Delphi technique to develop clinical practice guidelines based on clinical indications for a
large number of diagnostic imaging and therapeutic techniques.32,33 Representatives from fifteen
nonradiology specialty organizations participate in the process, but it appears that no family physicians
are presently participating in the development of the ACR Appropriateness Criteria&#174;32 The
criteria address a large variety of clinical conditions, and each topic includes recommendations and a
summary of the relevant literature. Many indications for plain radiographs are acute and chronic
conditions that frequently present in the family physician’s office.

Initial radiologic evaluation of a large variety of acute and chronic conditions is appropriately
performed in the family physician’s office, with referral to another facility for more extensive
imaging, if necessary.
 
Section III: Training Methodology
Training in diagnostic imaging interpretation begins during clinical training in medical school,
although the amount and intensity of the training experience at various medical schools can vary
widely.

The Residency Review Committee accredits family medicine residency programs and has developed a
set of requirements that became effective July 1, 2007.34 The Diagnostic Imaging and Nuclear



Medicine requirement states, “The program must provide the residents with a structured opportunity to
learn the appropriate application of techniques and specialty consultations in the diagnostic imaging
and nuclear medicine therapy of organs and body systems. Instruction should include the limitations
and risks attendant to these techniques. The format of the instruction should be adapted to the
resources available, but must include radiographic film/diagnostic imaging interpretation and nuclear
medicine therapy pertinent to family medicine.”

Extensive individualized training also occurs during acute and chronic patient care in the hospital, ED
and continuity practice experience during residency training. This training occurs during consultation
with family physician and emergency medicine preceptors, and during formal and informal
consultation with interpreting radiologists. Additional training occurs when residents’ provisional
readings that result in patient-care decisions are reinforced or adjusted based on the written
radiologists’ reports.

For family physicians who use diagnostic radiography in their practices, training and feedback
continue through consultation with practice colleagues and radiologists throughout the family
physician’s career.
 
Section IV: Testing, Demonstrated Proficiency and Documentation
An appropriate level of competence for ordering and interpreting diagnostic radiographs, as judged by
the supervising faculty, is expected for residents to advance through their training. Deficiencies would
be addressed by more intense remedial training, as with any other educational category for family
medicine.

Testing of knowledge of indications for and interpretation of diagnostic radiographs is a part of the
general testing for certification by the American Board of Family Medicine. Certification
examinations include questions about diagnostic radiography and some radiographic images.
Radiography is considered one of many general areas of medical knowledge tested, and there are no
specific rules for numbers of interpretations of radiographs or questions about radiography on each
primary certification or recertification examination.35

 
Section V: Credentialing and Privileges
The issue of hospital privileges is not relevant to outpatient radiograph interpretation. However, it is
becoming more common for managed care and health insurance organizations to request that
participating physicians go through a credentialing process, either to meet internal standards or as a
part of an application for National Committee for Quality Assurance (NCQA) accreditation.36 The
NCQA credentialing is based on licensure, Drug Enforcement Agency certification, education and
training, malpractice claims history, medical board sanctions and Medicare/Medicaid sanctions,
ongoing monitoring of sanctions, and work history.37 Specific procedures or skills are not usually
considered in the credentialing process.

The Joint Commission’s ambulatory standards include general guidelines about equipment safety and
maintenance, and clinician training and credentialing for services they provide, but no specific
standards related to use of office radiography or interpretation of radiographs.38

Verrilli reported a program by BlueCross BlueShield of Massachusetts for technical and professional
privileging.31 Technical privileging was based on radiography equipment and processes meeting
appropriate standards of care. Professional privileging was based on a list of “appropriate” physicians’
Current Procedural Terminology (CPT-4) codes for each specialty, specialty society recognition that
imaging is an integral part of their practice, and physician training for conducting and interpreting the
imaging test.

Centers for Medicare and Medicaid Services may have an impact on credentialing as it relates to
Medicare billing. In its March 2005 Report to Congress, “Medicare Payment Policy,” the Medicare
Payment Advisory Commission (MedPAC) recommended that Congress direct the Secretary of Health
and Human Services to set standards for physicians who bill Medicare for performing and interpreting
diagnostic imaging studies. MedPAC specifically recommended that, “Medicare should not limit
payment to specific specialties” and that “standards should be based on some combination of
physician training, experience, and continuing education.”1



To date, there have been limited efforts to restrict performing and interpreting outpatient radiographs
by family physicians through a credentialing process, but this may change if new standards are
developed by CMS for Medicare billing.
 
Section VI: Miscellaneous Issues
A. Competence for interpretation of diagnostic radiographs

Several studies have evaluated the frequency of agreement between a primary care physician’s reading
of office radiographs and the radiologist’s reading. Concordance between readings by family
physicians and radiologists was found in 72.5 to 92.4 percent of all radiographs.39-42 In addition,
concordance between readings by internists and radiologists was found in 92 percent of all
radiographs.43 Concordance for extremity films was higher, from 79 to 96 percent.38,40-42 Concordance
rates were lower for chest radiographs, ranging from 41.9 to 89.5 percent,38-45 probably reflecting a
greater level of complexity. Different criteria for concordance were used, so results from different
studies are not directly comparable.

Similar studies of primary care physicians’ and emergency physicians’ readings of radiographs
obtained in EDs yielded concordance rates of 83.2 to 99.3 percent.46-55 As with the primary care office
radiograph reading studies above, different criteria for concordance were used, so results are not
directly comparable.

Studies of discordance between radiologists for readings of chest x-rays have shown disagreements for
18 to 57 percent of readings.56-61 Disagreements between radiologists for a variety of radiographs have
been reported to occur between 3 and 4.4 percent of readings.62-64 Franken and colleagues found that
35 percent of discordant readings were ultimately determined to have been correctly interpreted by the
family physician.45

Primary care clinicians may have an advantage in interpreting radiographs accurately in that they are
likely to have a more complete clinical history for the patient than a radiologist. A recent review by
Loy reported that the majority of studies showed higher accuracy of radiograph readings when clinical
information was provided, while a few studies showed no effect, and none showed a decrease in
accuracy.65

The literature suggests that although family physicians are not perfect in their interpretations of
diagnostic radiographs, their error rates are similar to the rates experienced by radiologists.
 
B. Necessity of a second radiograph reading

A variety of studies have been published in recent years addressing the issue of whether a second
reading by a radiologist improves clinical care. Family physicians refer patients for specialty
consultation for numerous reasons and are usually able to determine when such consultation is needed.
The Halvorsen and Smith surveys found that 73 percent66 and 82 percent67 of the physician
respondents thought that family physicians should be able to select which radiographs should be
reread by a radiologist. Review of the literature does not support mandatory rereading of all
radiographs taken in family physicians’ offices.

In 2004 Smith reported a study of 1,393 pairs of radiograph readings from 86 primary care clinicians
in 9 ambulatory practices and 42 radiologists in Wisconsin. In a subgroup of 553 pairs – instances
where the clinicians said they would not have requested a second reading if it hadn’t been required –
researchers found that for only 2.5 percent of patients would clinical care have been any different
without the second reading. Moreover, they found “zero substantial changes in care or episodes of
averted patient harm.”40 Similarly Halvorsen reported only 4 of 508 radiographs with clinically
significant discordance and zero substantial changes in care.44

Several studies of radiography readings in EDs have addressed the issue of changes in care that result
from the radiologists’ second reading. Lufkin reported a change in care of 11/9,599 (0.11 percent)
when ED physicians were “confident” in their readings of plain radiographs.68 Two large studies
reported 0.5 to 1.1 percent episodes of changes or potential changes in patient care for all radiographs
that were read discordantly by the radiologist and the ED physician.52,53 Similarly, studies of



orthopedists’ initial radiograph reading and clinical management with a second reading by radiologists
uniformly found no change in clinical care resulting from the second reading.69-72

Addressing meaningful patient-oriented outcomes, a seven-year prospective study was conducted with
869 cancer patients randomized into a double reading group (oncologist and radiologist) and single
reading group (oncologist with radiologist consultation by request) for plain radiographs taken during
cancer monitoring visits. Järvenpää reported no difference in the time of detection of cancer
recurrence or 5-year survival.73 Radiology second reading was not requested for 55.6 percent of the
1,927 plain radiographs in the single reading group.74

These studies suggest that a second reading by a radiologist is not always necessary and that selective
request for radiology consultation is appropriate.
 
C. Shortage of radiologists

Several recent articles have discussed an increasing shortage of radiologists in the United States.75-77 A
shortage of radiologists in the United Kingdom has resulted in the training of radiographers, called
clinical specialist radiographers, to interpret and report results of radiographs done in accident and
EDs. High rates of agreement with radiologists’ interpretations have been reported, and radiographers
are interpreting and reporting in over 30 sites.78,79 Saketkhoo reports that 25 percent of community
hospital EDs have radiology staffing shortages, and 62 percent cannot consult a radiologist about plain
radiographs at night.80 A 2003 national survey of U.S. radiologists suggests that the supply and
demand is fairly balanced, but there remains a shortage of radiologists in nonmetropolitan areas.81

Family physicians’ deciding which radiographs to send for radiologist consultation and second reading
would free up radiologists’ time for interpretation of more complex radiographs and radiological
interventions.
 
D. Formal relationships with other organizations

Cooperation should be encouraged between the AAFP, the ACR, the Intersocietal Accreditation
Commission, and other relevant organizations in the development of quality improvement programs,
radiography use guidelines, and CMS standards for office imaging.
 
E. Broader dissemination of ACR Appropriateness Criteria

Broader use of the ACR Appropriateness Criteria&#174;32,82 may have some beneficial impact by
encouraging appropriate outpatient radiography use and discouraging unnecessary or inappropriate
use. Studies of radiograph guideline dissemination methods have had mixed results83-87 and studies
reporting a decrease in inappropriate radiographs have shown only modest improvements.85,86

 
F. Research agenda

The research agenda for interpretation of outpatient radiographs should focus on the following:

1 . Quantifying whether a shift in billing for the professional component of radiology services
or CMS standards for performing and interpreting outpatient radiographs would affect the
financial model of the PCMH.

2 . Developing effective quality improvement programs that ensure acceptable image quality,
improve interpretation error rates, ensure patient safety, and define which radiographs
should be referred for radiologic consultation.

3 . Identifying effective methods to encourage appropriate outpatient radiography use and
discourage unnecessary or inappropriate use.

4 . Defining the effect on patient-oriented clinical outcomes of the performance and
interpretation of diagnostic radiographs by family physicians on-site as opposed to referral
for off-site imaging and interpretation by radiologists, especially in rural and other
underserved areas.
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Rape Victim Treatment
See also:

Sexually Transmitted Diseases and Blood Borne Infections, Prevention and Control

Child Abuse

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse (Position
Paper)

Violence as a Public Health Concern

Violence, Media (Position Paper)

 
The AAFP recognizes that while health care providers may determine which services they provide to
rape victims, immediate referral should be available for any aspect of rape related services not
provided by the treating physician or institution. These services should include emergency
contraception, counseling to decrease posttraumatic stress disorder, and prophylactic treatment of



sexually transmitted diseases, including HIV/AIDS. (2002) (2008)

Referral, Unsolicited Laboratory
See also:

Fees to Physicians for Referrals

 
Family physicians occasionally receive results of unsolicited clinical tests on patients with whom no
patient-physician relationship exists, most commonly clinical laboratory and radiological studies.

When a family physician receives unsolicited clinical testing results in the absence of a
patient-physician relationship, it is the policy of the American Academy of Family Physicians that the
physician is not required to assume responsibility for patient notification and/or management of the
results. (1992) (2010 COD)

Reparative Therapy
The American Academy of Family Physicians opposes the use of “reparative” or “conversion” therapy
in lesbian, gay, bisexual or transsexual individuals. The AAFP recommends that parents, guardians,
young people, and their families seek support and services that provide accurate information on sexual
orientation and sexuality, increase family and school support, and reduce rejection of sexual minority
persons of all ages.

(2007) (2011 COD)

Reporting on Residency Status of Patients
See also:

Criminalization of Medical Practice

Health Care for Everyone: The AAFP Plan

Medically Underserved

Comprehensive Care, Access to

Community and Migrant Health Centers

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

 
The American Academy of Family Physicians opposes any legislation requiring health care providers
to collect and report data regarding a patient's legal residency status. (2006) (2012 COD)

Reproductive Decisions
See also:

Reproductive Decisions, Training in

Gender Equity on Prescription Drug and Diagnostic Testing Coverage

Adolescent Health Care, Sexuality and Contraception

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse

Health Education

Contraceptive Advice



The American Academy of Family Physicians believes physicians should seek to, through extensive
patient education and counseling, decrease the number of unwanted pregnancies. However, should a
woman become pregnant, it is her legal right to make reproductive decisions.

The AAFP endorses the concept that abortion should be performed only by a duly-licensed physician
in conformance with standards of good medical practice as determined by the laws and regulations
governing the practice of medicine in that locale.

No physician shall be compelled to perform any act which violates his/her good judgment or
personally held moral principles. In these circumstances, the physician may withdraw from the case so
long as the withdrawal is consistent with good medical practice.

The woman considering an elective abortion should be informed adequately of the potential health
risks of both abortion and continued pregnancy. The physician also should provide to the pregnant
patient either:

A . Information regarding:

1 . financial and other assistance available to her;
2 . financial and other assistance available to a child; and
3 . the availability of licensed and/or regulated adoption agencies should she choose

-not to keep the infant(s); and
4 . the availability of safe, legal abortion services (as illegal abortions are known to be

associated with significant maternal morbidity and mortality) should she choose not
to continue the pregnancy; OR

B . Identify resources where such information can be obtained.

(1989) (2011 COD)

Reproductive Decisions, Training in
See also:

Reproductive Decisions

Adolescents, Protecting: Ensuring Access to Care and Reporting Sexual Activity and Abuse

Health Education

Gender Equity on Prescription Drug Coverage

Adolescent Health Care, Sexuality and Contraception

Contraceptive Advice

The American Academy of Family Physicians supports the concept that no physician or other health
professional shall be required to perform any act which violates personally held moral principles.

The AAFP recommends that medical students and family medicine residents be trained in counseling
and referral skills regarding all options available to pregnant women.

The AAFP supports current language in the Program Requirements for Residency Training in Family
Practice of the Residency Review Committee for Family Medicine concerning the provision of
opportunities for residents to learn procedural skills they anticipate will be part of their future
practices. (1995) (2010 COD)



Research 
See also:

Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Family Medicine Journals

Research, Sponsored

Research and Marketing

 
The AAFP endorses the concept of encouraging members to develop and maintain an awareness of
and to participate in ethical research and development of use of modern information systems in their
practices. (1969) (March Board 2008)

The American Academy of Family Physicians encourages the inclusion of women, children and all
ethnic minorities in all clinical research studies that are applicable to their health issues. (1992) (2008)

Research, Collaborative
See also:

Research

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Family Medicine Journals

Research, Sponsored

Research and Marketing

 The Academy endorses the principle of collaborative research between clinicians including
practice-based research networks and researchers and encourages expansion of collaborative research
at the national and state levels. (1971) (2008)

Research, Ethical Behavior for Physicians
See also:

Research

Research, Collaborative

Research, Ethical

Research, Family Medicine Journals

Research, Sponsored

Research and Marketing
The AAFP policy combines those elements applicable to research from the AMA Council on Ethical
and Judicial Affairs Report F (December 1990) entitled "Gifts to Physicians from Industry" with
further policy originally developed by the AAFP Committee on Research.

The AMA Guidelines and AAFP Position Paper on Proprietary Practices outline ethical behavior for
physicians. In particular, attention is called to AMA Guideline 4, Sections b, d, e, and f:

(b) If the company invites physicians to visit its facilities for review and comment on a product, to
discuss their independent research projects or to explore the potential for collaborative research, may



the company pay travel expenses and an honorarium?

If the physician is providing genuine services, reasonable compensation for time and travel expenses
can be given. However, token advisory or consulting arrangements cannot be used to justify
compensation.

(d) If a company convenes a group of physicians to recruit clinical investigators or convenes a group
of clinical investigators for a meeting to discuss their results, may the company pay for their travel
expenses?

Expenses may be paid if the meetings serve a genuine research purpose. One guide to their propriety
would be whether the NIH conducts similar meetings when it sponsors multi-center clinical trials.
When travel subsidies are acceptable, the guidelines emphasize that they be used to pay only for
"reasonable" expenses. The reasonableness of expenses would depend on a number of considerations.
For example, meetings are likely to be problematic, if overseas locations are used for exclusively
domestic investigators. It would be inappropriate to pay for recreation or entertainment beyond the
kind of modest hospitality described in this guideline.

(e) How can a physician tell whether there is a "genuine research purpose?"

A number of factors can be considered. Signs that a genuine research purpose exists include the facts
that there are: (1) a valid study protocol, (2) recruitment of physicians with appropriate qualifications
or expertise, and (3) recruitment of an appropriate number of physicians in light of the number of
study participants needed for statistical evaluation.

(f) May a company compensate physicians for their time and travel expense when they participate in
focus groups?

Yes. As long as the focus groups serve a genuine and exclusive research purpose and are not used for
promotional purposes, physicians may be compensated for time and travel expenses. The number of
physicians used in a particular focus group or in multiple focus groups should be an appropriate size to
accomplish the research purpose, but no larger. [Appendix H] (2002) (2008)

Research, Ethical
See also:

Research

Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Family Medicine Journals

Research, Sponsored

Research and Marketing

 
It is important for the physician to accurately identify the type and purpose of the proposed research,
including the sponsorship, possible conflicts of interest, and ethical considerations. As noted above,
there is a fine line among research seeking new medical knowledge and other promotional activities
disguised as research. While there is no litmus test of ethical research, some of the following are
suggested features of bona fide studies. The following are some characteristics of ethical research:

a . A written protocol with scientific rationale and peer-review should be available for all
projects.

b . The protocol should reflect a well-designed, scientific methodology.
c . For all studies involving humans as subjects, there should be approval of the study by an

Institutional Review Board (IRB) with multiple-project assurance, if applicable, or the local



physician's IRB. In some cases, a waiver may be granted by the IRB, e.g., non-obtrusive
survey work. A copy of the IRB approval should be provided to all participants. Ideally, the
IRB should be based at a recognized institution of higher learning, free from possible
conflicts of interest. The sponsoring entity should be fully disclosed to the participating
researcher, and should involve a recognized research entity such as a Department of Family
Medicine Research Network or Pharmaceutical Corporation's Research Division. "Research
studies" sponsored by the Marketing Divisions of Pharmaceutical Firms should be critically
appraised to ascertain whether promotion, basic research or marketing research is the aim of
the study. Where such information is unclear, a full protocol, plans for publication and peer
review, and proposed outcomes of the research should be discussed.

d . If marketing research is being conducted, participation should be in accordance with AMA
Guidelines.

e . Honoraria, expense reimbursement, travel and other rewards shall be in accordance with
AMA Guidelines.

f . Informed consent should be obtained from all physicians if they are the subjects under
study.

g . Physician and participant confidentiality should be assured unless specific rights are waived
by patients and/or physicians. Safeguards must be undertaken to preserve such
confidentiality and to limit scrutiny of the medical record and collected information to aims
directly related to the approved study.

h . Scientific review by and participation of qualified researchers from the perspective of both
content and methodology suggests appropriate care, rigor and seriousness of the research
design and proposed project.

i . If a physician is in doubt as to the ethical nature of a study or proposed participation in an
investigation, consultation is recommended with an uninvolved IRB, Department of Family
Medicine familiar with the research and ethical issues involved, or the national AAFP.

j . These guidelines cannot cover every eventuality. Individual physicians will have to
continue to use their good judgment and integrity in deciding to participate or decline
working in a particular study.

(1992) (2008)

Research, Family Medicine Journals
See also:

Research

Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Sponsored

Research and Marketing

 
It is in the vital interest of our members and patients and consistent with the current research mission
for the AAFP to ensure strong venues for publications of original research.

Therefore, the AAFP will take a leadership role to assure the maintenance of at least one journal
within the discipline, in print or other innovative media, that publishes original family medicine
research. (1996) (2011 COD)

Research in Medical Practice, Pharmaceutical
See also:

Research



Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Family Medicine Journals

Research, Sponsored

Research and Marketing

 
It is unethical for physicians to enroll patients in pharmaceutical research studies without:

a . receiving, and documenting informed consent from their patients and
b . fully disclosing to the patient any perceived conflicts of interest related to his or her

enrollment, including the existence of payments to the physician.

(1999) (2005)

Research, Sponsored
See also:

Research

Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Family Medicine Journals

Research and Marketing

 
Members of the AAFP are strongly encouraged to become involved with research. Participation in
research promises significant benefits, including: expanding medical knowledge, increasing job
satisfaction, and improving patient care.

Participation also carries certain responsibilities and potential pitfalls. The policy that follows outlines
guidelines for ethical research behavior for family physicians.

This document was prepared by the AAFP Committee on Research in response to an AAFP Board
referral to "delineate the criteria for bona fide scientific research to enable family physicians to
distinguish valid office-based research from promotional efforts of proprietary entities."
Definitions
Medical Research: Medical research, as defined in this document, means research to create new
knowledge primarily aimed toward improved patient care and its associated activities.

Marketing Research: Marketing research is meant to encompass research practices (including such
techniques as focus groups, interviews, and detailing) that are primarily aimed toward obtaining
information that would result in the improved sales of a particular product. While these ventures may
be rigorously designed and of higher caliber research, the primary motive behind marketing research is
improved sales, not improved patient care.

Phase IV Pharmaceutical Studies: After a drug is released, studies may be performed to evaluate its
effectiveness and adverse effects in actual practice. Many times these studies are sponsored by
pharmaceutical corporations and may involve physicians in the community. Such studies can be
important because of the wider populations evaluated and community context in which they may take
place. Participation in such studies can be rewarding, but should be done in accordance with the AMA
Annotated Guidelines on Gifts to Physicians from Industry (herein referred to as the AMA
Guidelines).



Post-marketing Research: After a drug or device is actually on the market, many corporations will
conduct ongoing research as to its benefits. This may take the form of Phase IV pharmaceutical studies
or other means of monitoring drug effectiveness, usage, and harms.

Promotion: Promotion is defined as the marketing of a particular drug or agent. This may take the
form of straightforward "detailing" of drugs, advertising, or in some cases less transparent actions such
as the awarding of merchandise, trips, or other tangible rewards for prescribing a particular drug.
[Appendix H]

(2002) (2008)

Research and Marketing
See also:

Research

Research, Collaborative

Research, Ethical Behavior for Physicians

Research, Ethical

Research, Family Medicine Journals

Research, Sponsored

 
Physicians who participate in office-based research should do so in accordance with the tenets of
accepted scientific methodology.

Physicians should be sensitive to whether market research techniques--focus groups, marketing
surveys, and ad testing--have bona fide marketing research intent (to obtain information) or
promotional intent (promotion of a brand-name product). (1991) (2008)

Residency Training Leading to Dual Board Certification
The preferred mode of training family physicians is through a three-year residency program leading to
board certification in family medicine. Dual track residency programs leading to certification in family
medicine and another specialty may meet the needs of a limited number of physicians who desire
expertise in a specialty in addition to family medicine. In any combined family medicine residency
program, the integrity of the specialty of family medicine must be upheld, and the requirements of
family medicine residency training must not be reduced or compromised.

Combined residency programs with family medicine should be developed only in specialty areas
where accredited fellowships are not available to graduates of family medicine residency programs.
The second specialty should complement the tenets of family medicine, including comprehensive
coordinated care throughout the life cycle. The Accreditation Council for Graduate Medical Education
(ACGME) must accredit both participating residency programs.

Each proposed combined residency program should address a demonstrated social need, demonstrate
its capacity to expand access to care; and/or enhance academic qualifications of its trainees, and
describe the efforts the program will undertake to ensure that its graduates fulfill the intent of dual
training.

Examples of potential need for dual training include training physicians for geographic areas without a
population density to support a subspecialty practice, enhancing specific skills of physicians teaching
in residency programs, and meeting the needs of special practice situations, such as public health
departments, military or other public sector settings. Examples of compliance efforts to ensure that
graduates are fulfilling the intent of the program include reporting requirements that focus on the



practice location of graduates, the number of graduates serving specific and/or vulnerable populations,
and the number of graduates who join the National Health Services Corps (NHSC).

In order to discourage financial incentives that would promote the unchecked growth of combined
residency programs, full graduate medical education funding should support the training of individual
residents for the minimum number of months necessary to meet the training requirements of only one
certifying board, regardless of the number of months actually experienced by the resident during
training.

Financial support for combined residency programs should not adversely affect family medicine
residency training in individual programs or in the nation.

Combined residency programs should be wholly in compliance with the ACGME program
requirements for residency training in family medicine.

The Academy should continue to monitor the development of combined programs and their impact on
the training of family physicians for the nation. (1997) (2009 COD)

Resident Education, Discrimination
See also:

Descrimination, Family Practice Residency Graduates

Discrimination, Physician

Diversity in the Workplace

Medical Schools, Minority and Women Representation in Medicine

Residents, AAFP

The AAFP opposes all discrimination in any form, including but not limited to, that on the basis of
actual or perceived race, color, religion, gender, sexual orientation, gender identity, ethnic affiliation,
health, age, disability, economic status, body habitus or national origin. (1996) (2010 COD)

Resident Work Hours

a . The American Academy of Family Physicians opposed government regulation of resident
work hours.

b . The AAFP opposes 24-hour work limits on any other consecutive time constraints as these
can compromise patient care and residency education as well as limit flexibility of
scheduling within individual residency programs.

c . The AAFP supports the concept that the time residents spend delivering patient care
services of marginal or no educational value should be minimized.

d . The AAFP supports maintaining the RRC-FM as the primary regulatory entity of the FMP
residency standards, including resident work hours. However, the AAFP calls on the
RRC-FM to institute more effective enforcement of these standards.

The development of further restrictions on work hours should consider the following:

1 . Accrediting organizations will commission research studies to more closely examine the
hypothesis that further restrictions of resident duty hours would lead to improved clinical
outcomes in various patient care settings.

2 . Accrediting organizations will not support further duty hours restrictions without the
economic support necessary to prevent program closures due to resulting fiscal insolvency.

3 . Accrediting organizations will devise a process to assess periodic “technical violations” of



the duty hours standards in those rare circumstances where the resident has made this choice
in the patient’s best interest.

Physicians have an ethical duty to their patients and profession to provide safe, compassionate, quality
medical care. These duties depend on a safe and healthy working environment for resident physicians.
To this end, resident assignments must be made in such a way as to prevent excessive patient care
responsibilities, inappropriate intensity of service or case mix, and excessive length and frequency of
call contributing to excessive fatigue and sleep deprivation. The program must also ensure the
following:

1 . Residents should have at least 24 consecutive hours free of all assigned duty every 7 days,
averaged monthly.

2 . Residents should not be required to have overnight, on-call duty more frequently than one
night in three, averaged monthly.

3 . Residents should not be scheduled to be on duty more than 80 hours per week, averaged
monthly.

4 . There should be adequate backup if sudden unexpected patient care needs create resident
fatigue sufficient to jeopardize patient care during or following on–call period.

Programs must have formal mechanisms specifically designed for promotion of physician well-being
and prevention of impairment. There also should be a structured and facilitated group designed for
resident support that meets on a regular schedule.

Residency programs should have written guidelines governing resident duty hours and should inform
all resident of these guidelines.

Residents should have the right to confidentiality report work hour violations to the RRC-FP and each
residency program should inform residents of this right. (2002) (2010 COD)

Residential Pool Safety
See also:

Sports Medicine, Health and Fitness
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The American Academy of Family Physicians supports residential pool safety measures including the
following:

1 . Permanent perimeter protection of pool by an approved safeguard to limit or delay access of
children to the pool. Approved safeguards may include but are not limited to: fencing with
self-closing and self-latching gates, stand-alone walls; building walls; screen enclosures,
natural topography, or an approved pool safety cover. Where a building wall serves as a
barrier, all doors and windows with direct access to the pool shall have approved locks,
alarms or other devices to limit or delay access to the pool. Fencing or barriers that
completely enclose pools without direct access to the house are preferred.

2 . Training of household adults, older children and other adult supervisors in CPR.
3 . Telephone access poolside with visible emergency numbers.
4 . Constant adult supervision of young children at all times. Supervise children at "arm's

length" for those less than 4 years of age at all times. Adults should avoid distractive
activities while in or around the pool with young children, i.e. barbecuing, children’s
walkers, toys, etc.

5 . Teaching children to swim when ready, usually at age 5. (Children younger than 4 years
require longer instructional periods to learn skills and are limited by their neuromuscular
capacity. Therefore, having children begin swimming lessons at an earlier age does not
translate to a more rapid mastery of aquatic skills or a higher level of swimming proficiency
compared with those taking lessons at a later age.) Reliance on a child's water
safety/swimming classes or flotation device provides a false sense of security and is not a



substitute for adult supervision. Swimming instruction does not guarantee protection against
drowning in young children.

6 . Public and private pools and hot tubs should have drains that prevent entrapment and/or
release suction if entrapment occurs. (1989) (2008)

Residents, AAFP
See also:
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Family medicine residents have special needs in terms of education and career planning, and the
AAFP works to provide them with the resources appropriate for their distinct needs. Leadership
opportunities allow residents to play a vital role in shaping AAFP policy and the future of family
medicine. Their unique voice and perspective are welcome additions to that of the overall
membership.

There are several avenues for residents to become AAFP leaders. They can either be appointed by the
AAFP directly, or they can be elected by their peers at the resident congress held during the annual
National Conference of Family Medicine Residents and Medical Students.

Residents serve on six of the seven commissions of the AAFP and have multiple leadership
opportunities at the National Conference. Residents also have the opportunity to serve as
representatives to other medical, educational, or humanitarian organizations. Since 1974, residents
have been represented in the AAFP'sCongress of Delegates by two elected delegates and two alternate
delegates. A resident was appointed as an observer to the Board of Directors in 1984, by in 1985, the
Bylaws were changed to authorize full voting privileges for the resident Board member. (2012 COD)

Retail Clinics
The American Academy of Family Physicians (AAFP) believes that patient-centered primary care
delivered through the Patient-Centered Medical Home (PCMH) is foundational to a health care system
that improves the quality and efficiency of care. The AAFP continues to monitor market-based
developments in health care delivery that are evolving to meet the expanding needs of patients for
timely, convenient, transparent, and consumer-centric health care.

The AAFP continues to observe and respond to the ongoing development of retail clinics in America.
While retail clinics may provide a limited scope of health care services for patients, this can ultimately
lead to fragmentation of the patient’s health care unless it is coordinated with the patient’s primary
care physician’s office.

Furthermore, retail clinics are not the only source of convenient care available for patients today. The
overwhelming majority of family physicians offer same-day scheduling in their practice and roughly
half of all family physicians have extended office hours for patients to seek care. This easy access,
combined with the adoption of the principles of patient-centered care, allow family physicians to
provide care that is highly convenient while avoiding overall fragmentation of care.

The AAFP opposes the expansion of the scope of services of retail clinics beyond minor acute
illnesses and, in particular, opposes the management of chronic medical conditions in this setting.
Protocol-based decision and diagnostic models are used in most non-physician led retail clinics,
resulting in a missed opportunity to address more complex patient needs. These missed opportunities
range from preventive care services to critically important diagnoses which may not be specifically
covered in the pre-generated protocol decision program. The AAFP is committed to the development
of a health care system based on strong, team-based patient centered primary care – defined as first



contact, comprehensive, coordinated and continuing care for all persons.

Care delivered in retail clinics can be a component of patient-centered care, but must work in
coordination with the patients’ primary care physician to ensure that care is not further fragmented.
Fragmentation and unaccountable silos of care are in direct opposition to achieving continuous
whole-person care with improved health outcomes for both the individual and society. While the
AAFP recognizes the demand for the advancement of patient centered-ness in the American health
care delivery system, it should not be at the expense of comprehensive coordinated longitudinal care.
(2010 COD) 2012 COD)

Rural Health Care, Access to
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The American Academy of Family Physicians (AAFP) supports the position that inequities of
payments to rural hospitals should be abolished, and the AAFP will make reasonable efforts to ensure
that these inequities be discontinued to eliminate these disparities to access to quality care for all
populations. (1987) (2010 COD)

Rural Health Care, "First Responder" Training
See also:

Area Health Education Centers

Non-Physician Providers (NPPs)

Nurse Midwives, Certified

Rural Health Care, Access to

Rural Health Care in Medical Education

Rural Health Care, Obstetrics/Perinatal

Rural Health Care, Telemedicine

Telemedicine, Licensure and Payment

 
Rural family physicians should advocate "first responder" training by encouraging community
members to undergo training and by promoting the ongoing availability of "first responder" training
programs in rural communities. (B1990) (2009 COD)

Rural Health Care in Medical Education
See also:
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The AAFP recommends the following:

. that medical education include curriculum and student experiences pertinent to careers in
rural medicine.

. that federal and state funding incentives be altered to support medical schools with a track
record of producing rural physicians.

. that graduate medical education funding be redesigned to give direct and increased support
to rural-based residency training programs including teaching health centers.

. increased flexibility in the design of curricula by the Accreditation Council on Graduate
Medical Education (ACGME) to enhance training of physicians with the needed skills for
all aspects of family medicine, including rural practice.

The AAFP supports partnerships between academic medical centers and rural communities to train
rural physicians. These partnerships should be encouraged by financial incentives on the state and
federal level. They should also be supported by the AAFP constituent chapters.

The AAFP recognizes that increasing the family physician supply will increase the rural physician
supply, since family physicians are more likely than any others to enter rural practice. Thus, the AAFP
supports legislative initiatives that support family medicine education, such as Title VII of the United
States Public Service Act and the Area Health Education Center (AHEC) system. Preferences and
priorities for Title VII funding should specifically encourage the production of rural physicians.

The AAFP and National Rural Health Association have developed a joint statement that supports the
above conclusions. (B1991) (2010 COD)

Rural Practice: Graduate Medical Education for
(Position Paper)
See also:
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A joint statement of the National Rural Health Association and the American Academy of Family
Physicians, July 2008.

Beyond Quality to Excellence in Rural Medical Education
In the century since the Flexner Report, medical education in the United States has become
specialized, centralized and urban, embracing uniformly rigorous standards of patient care, education,
and research. The apprenticeship training arrangements common in the communities of Flexner’s time,
although adaptable to local realities, varied widely in quality and have been abandoned. As a result,
medical training has been challenged to remain relevant to the needs of those small communities, and



a persistent geographical maldistribution of physicians has characterized the past 70-80 years. The
opportunity for medical education in this coming century is to recapture the diversity and relevance of
distributed training even as quality in patient care, education and research is further improved. Medical
education that is uniquely adapted and responsive to the needs of rural underserved communities has
the potential to reclaim medicine’s social contract with the public.

The proceedings of previous summits in 1990 and 2000 reveal that challenges to rural* medical
education stubbornly persist.i,ii Rural physicians continue to demonstrate a satisfaction with practice
and a passion for service. Yet, after 30 years of policy initiatives, incentives, and rural-focused
programs, the number of physicians in rural practice remains virtually unchanged and insufficient for
the needs of rural communities.iii Like the persistent poverty that is present in many rural areas, the
successful training, recruitment and retention of rural practitioners continues to elude policy makers.
Current methods for selecting and training medical students and residents do not appear to be
alleviating the shortage. Both the NRHA and the AAFP have been advocates for the health of rural
populations and continue to promote the development and funding of programs that will address this
rural health provider shortage.

In the intervening years since those summits, however, much has also changed. The intuitive
propositions of those earlier leaders have now been borne out by a preponderance of evidence in
support of:

a . Medical school admission policies that target students with a rural background, students
who are more likely to train in primary care and return to rural and underserved practices.iv

b . Pipeline strategies for nurturing and sustaining interest in rural practice that provide early,
frequent and extended learning experiences in rural settings at all levels of training.

c . New programs in rural graduate medical education designed for rural places and
implemented over the past two decades.v

An increasingly robust rural health research infrastructure has established the evidence. Refined
definitions of “rural,” such as rural-urban commuting area codes (RUCA’s), now lend greater clarity
to discussions of rural health through more nuanced images of the rural landscape.

Rural training tracks (RTT’s) have changed the scale generally thought necessary for a rigorous
teaching program to one that fits rural communities. Although they account for only 52 positions
among the 2,621 first postgraduate year slots available in family medicine in 2007, RTT’s are a
demonstrated boon for both recruitment of practitioners and retention of experienced rural faculty,
placing 75% of their graduates in rural locations.vi,vii,viii They complement the other 33 ACGME and
42 AOA residency programs located in rural areas in providing the 7.5% of family medicine residency
training that occurs in rural areas across the nation.ix

From a peak of 36 such programs in 2001, rural residency training tracks now number 28. Most follow
the original “1-2” configuration, with one year in the usually urban sponsoring institution followed by
two years in the rural location. However, refinements to that structure have evolved and provide even
more than the requisite 24 months of contiguous rural training, e.g. a sequential “6 + 30 month”
pattern. Another example is the more integrated “2-2-2” program, which trains two residents a year for
all three years of postgraduate education in the rural community, interspersed with immersion
experiences in the urban setting of the sponsoring institution. Some RTT’s have evolved into
full-fledged rural “4-4-4” programs. Two programs in North Carolina and West Virginia continue to
innovate through formal involvement in the P4 Residency Demonstration Initiative, a collaborative
effort between the Association of Family Medicine Residency Program Directors, the American Board
of Family Medicine, and TransforMED, a practice redesign strategy of the American Academy of
Family Physicians.

In all of this it must not be forgotten that many residency programs not located in rural areas have
variously configured rural training streams or a rural training focus. Although the rural placement rates
of these programs are lower than the RTT’s, by virtue of their much larger size and number they
ultimately contribute the larger numbers of graduates to the population of rural doctors,



Other changes have altered the landscape of rural medical education. The Residency Review
Committee (RRC) for Family Practice of the Accreditation Council on Graduate Medical Education
(ACGME), in response to the urging of earlier rural medical educators and in the interest of fostering
innovation, has become more receptive to residency program adaptations to the realities of rural
places. More women and international medical school graduates are represented in rural education and
practice. Critical access hospitals, Federally-Qualified Health Clinics, and Rural Health Clinics
provide new venues for patient care and education and a safety net for rural communities.

Successful rural graduate medical education programs have also developed in specialties other than
family medicine. Although it has been shown that the more specialized the physician, the less likely
that physician will practice in a rural area, family medicine is not the only specialty integral to the
health of rural communities. Rural-focused surgical residency programs have been established in New
York, North Dakota, and Oregon.x The American Boards of Family Medicine and Emergency
Medicine continue efforts to define the elements of training necessary to rural practice and reports of
rural training experiences for residents in general internal medicine have been published.xi,xii Rural
education is by nature more interprofessional, with physicians, pharmacists, dentists, nurse
practitioners, and other health professionals learning side by side.

Finally, there is an increasing recognition for the value of context in training, career satisfaction and
retention. Experiential place integration, an active developmental process based on three 'principles' -
security, freedom and identity – first described by Cutchin, is a sound theoretical basis for place-based
education and policy.xiii The pedagogy for rural medical education is best anchored in the experience
of rural places, complemented by facilitated reflection and intentional learning from that experience.

In the immediate future, rural residency programs will continue to face the challenges of (1) student
recruitment in the face of declining student interest in generalist careers, especially in rural practice,
(2) faculty recruitment in the face of declining numbers of rural physicians with a wide range of skills
and an interest in teaching, (3) the lack of sustainable funding inherent in the governmental and
institutional policies supporting medical education.

To overcome these challenges, the industrial pipeline metaphor must be transformed into something
more organic, coherent, sustainable and community-anchored. A pipeline that leaks must be replaced
with a stream that is self-renewing, replenished by multiple tributaries, and under girded by a rising
water table of community support and endowment funding. Rural medical education must be readily
adaptable to changing conditions, aligned with the interests of multiple stakeholders, efficiently linked
to desired outcomes and workforce needs, self-renewing and less dependent upon external funding.xiv

Academic institutions and communities will benefit from a medical education enterprise that is
distributed, rooted, and nourished in diverse underserved communities, is interprofessional in nature,
and is adapted in scale and scope to the population it serves.xv

Recommendations
Structure and content of postgraduate rural training:
Learning in context is essential to training for rural practice. Although residents trained in urban
environments may be equipped with the necessary knowledge and skills, there is no substitute for
personal experience in rural medicine. The rural physician’s scope of practice cannot be rigidly
proscribed and is best defined by the needs of the community. Therefore the following general
curricular structure and content is warranted:

1 . Cumulative rural training experience for all medical students and residents with an interest
in rural practice should be at least six (6) months in duration.xvi

2 . Knowledge and skill acquisition in the following areas especially relevant to rural practice:

a . Maternity care
b . Orthopedics and sports medicine, including basic fracture care
c . Surgical and procedural skills, including colposcopy, ultrasound and endoscopy
d . Trauma and other emergency care and stabilization, including training in ACLS,

ATLS, NRP, PALS, and ALSO
e . Critical care in a rural setting



f . Occupational health and safety, including recreation, agriculture, mining, and
forestry

g . Behavioral health and psychiatry, including access issues unique to rural practice
h . Practice management in a small practice setting
i . Telemedicine, the electronic health record, and other electronic tools and resources
j . Public Health, including basic definitions, resources for rural health, access and

barrier issues, funding and delivery of rural health care, interdisciplinary teams in
rural health, health outcomes and disparities in rural populations, strategies for
delivery of care, and cultural competence (UW Competencies)

k . Community-oriented primary care

Rural residency programs and medical educators, in addition to specific content particularly relevant
to rural practice, should elaborate, teach, and measure general competencies in rural medicine
including:

a . Adaptability – how to shape one’s skill set to the needs of the rural community
b . Improvisation – how to deliver quality care within the resources and skills you have

available in the moment
c . Life-long learning – how to continually acquire additional knowledge and skills as needed
d . Collaboration – how to get help from others and work together
e . Endurance – how to sustain oneself in rural practice

Medicare funding and definitions of rural training
CMS should deliver on congressional intent and, under the rural exemptions granted in the Balanced
Budget Act of 1997 and the Balanced Budget Refinement Act of 1999, eliminate caps on GME
funding for both new and existing rural programs in graduate medical education desiring to increase
the number of residents, provided that these programs are rural training tracks as defined below or
have a significant track record of placing a high proportion of graduates in rural practice.

The BBA (Public Law 105-33) placed a cap on the number of medical residents that are eligible for
Medicare direct and indirect GME payments. This limitation has negatively impacted the availability
of funding to support rural residency programs. In the BBRA (Public Law 106-113), an exemption for
RTT’s was included that was intended to exempt both “1-2” rural and “integrated” RTT’s from the
GME funding freeze. Unfortunately, the lack of an accepted formal definition of an integrated RTT
has prevented the Centers for Medicare and Medicaid Services (CMS) from exempting those programs
from GME funding restrictions. In its rulemaking, CMS asserts that the BBRA does not adequately
define an "integrated rural track" and that there is "no existing definition" of this entity. CMS has
essentially limited the application of the exemption to 1-2 programs. Subsequent reallocation of
residency slots under the Medical Modernization Act of 2003 (Public Law 108-173) did not benefit
rural programs as predicted.

So that the exemption for the Integrated RTT may be implemented by CMS, a definition for the
Integrated Rural Training Track has been developed by the NRHA Rural Medical Educators group and
should be adopted by both CMS and the ACGME. NRHA supports the following definitions of
residency programs training physicians for rural practice in any specialty:

1 . A traditional rural training track, with at least 24 months practice experience in a rural
setting

2 . An integrated rural training track with the following required components:

a . At least four (4) rural block months to include a rural public and community health
experience. During a rural block rotation, the resident is in a rural area for a
minimum of 4 weeks or a month

b . A minimum of three (3) months of obstetrical training or an equivalent longitudinal
experience

c . A minimum of four (4) months of pediatric training to include neonatal, ambulatory,
inpatient and emergency experiences through rotations or an equivalent longitudinal
experience

d . A minimum of two (2) months of emergency medicine rotations or an equivalent



longitudinal experience

The NRHA and AAFP further recommend that the waiver of a cap on GME positions for "rural"
programs be extended by including in the definition of "rural" any allopathic or osteopathic residency
program which can document that over 50% of its graduates in the last three years are practicing in
non-metropolitan areas. Although other arguably more appropriate definitions of “rural” exist,
“Non-MSA” is still a reasonable proxy and the easiest data to obtain from existing sources. Better
systems for tracking the rurality of graduates’ practice locations are clearly needed.

Congress and CMS should take the opportunity afforded by the relatively small number and size of
rural programs to streamline I&amp;R reporting and simplify GME funding of actual resident FTE’s,
recognizing that in addition to educational tasks, resident physicians devote at least 40 hours to patient
care weekly. They should provide such funding directly to rural programs, decreasing bureaucratic
inefficiencies and affording an opportunity for increased accountability, linking funding to both
outpatient and inpatient care and to training outcomes.
 
Academic support and rural leadership
The NRHA and the AAFP urge academic medical centers and clinical departments to financially
support and fully integrate rural faculty who practice in communities remote from the academic
institution. Strategies for accomplishing these goals include shared rural/urban governance, faculty
exchanges, coverage provision for rural faculty by urban peers, and sustained funding of protected
academic time.

Faculty living and working in rural places are core to the mission of rural medical education and as
such should take the leadership role in advancing training in these settings. They should be recognized
with faculty appointments commensurate with that role, encouraged and supported in the scholarship
of practice, education and community engagement, and generously included in key decisions and
strategic planning within the academic enterprise. Visits to the rural location by university leaders and
visits by rural faculty to urban centers are integral to building mutual respect, sharing understanding of
the realities of both rural and urban contexts, and establishing trust. The challenges of time and
distance can be addressed in part through telephone and videoconferences, but these can only
complement and do not substitute for in-person meetings.
 
Pipeline activities
In order to implement the pipeline to rural practice in a more sustainable and organic way, rural
residency programs must of necessity engage in predoctoral education, research, faculty development,
and building community benefit.
 
Accreditation of rural programs
The ACGME should continue to allow flexibility in the development and curricula of rural training
programs in adapting to local resources. In addition, since context is an important element of residency
education, the ACGME should require the reporting of geographical data identifying the location of
the continuity practices and hospitals of all residency programs, enabling the identification of rural
training tracks and other programs that are located in rural and other underserved settings.
 
Community investment in rural training
Rural institutions, including Critical Access hospitals, Rural Health Clinics, and rural FQHC’s, should
make sustained investments in health professions education. Rural practitioners should continue to
support the training of students and residents in rural environments. Rural communities should support
health professions education as an important driver of economic development and public health.
 
Organizational Support
The NRHA and the AAFP advocate and support collaboration of rural medical faculty with family
physicians and other health care professionals in rural practice through organizational staff support,
intentional network development, funded innovation, advocacy and increased research in the area of
rural training and retention in rural practice.

Summary
This paper has summarized the recent history of residency education to prepare physicians to practice
in rural environments. It makes specific recommendations relating to the content and conduct of
postgraduate training. Most importantly it outlines critical policy changes with regards to funding and
definitions of rural training.



Medical education anchored in rural places, nourished and funded through significant federal, state
and local community support, and meaningfully connected to both regional academic institutions and
local physicians in practice has great potential to address both present and future needs for physicians
who provide care to our rural populations.
 
Prepared and written by Randall Longenecker MD, with assistance from Tom Rosenthal MD, Jeff
Stearns MD, Michael Woods MD, and staff of the NRHA and the AAFP.

* For this document, rural is defined as located either in a non-metropolitan area or a rural-urban
commuting area code of 4 or greater.
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Rural Practice, Keeping Physicians In (Position Paper)
See also:

Rural Health Care in Medical Education

Overview
Access to high quality health care services for rural Americans continues to be dependent upon an
adequate supply of rural physicians. While efforts to meet shortages in rural areas have improved the
situation, there continues to be a shortage of physicians for rural areas. Although current data is not
always available to assess the magnitude of the problem and variation exists based on differing
definitions of "rural1", studies based on the demand to hire physicians by hospitals/physician groups or
based on the number of individuals per physician in a rural area continue to indicate a need for
additional physicians in rural areas. A balanced and cooperative effort among those involved in
medical education is needed to promote rural practice. This includes increased recruitment of medical
students from rural backgrounds2 actively teaching of skills needed in rural settings, both at the
academic medical center and the community level, as well as providing necessary funding for rural
medical education on the federal, state and private level. All need to work together to provide support
for training future rural physicians.3

Family physicians comprise just under 15 percent4 of the U.S. outpatient physician work force, yet
they perform 23 percent of the visits that Americans make to their physicians each year.5 In rural
areas, an even greater proportion, about 42 percent6, of these visits are to family physician offices.
Possessing a broad range of skills, family physicians provide comprehensive and irreplaceable care to
small rural communities (Figure 1). A 2001 study from the Robert Graham Center for Policy Studies
in Family Medicine and Primary Care indicated that, if family physicians were removed from the
1,548 rural U.S. counties that are not Primary Care Health Personnel Shortage Areas (PCHPSAs), 67.8
percent of those counties would become PCHPSAs. On the other hand, removing all general internists
would make only 2.1 percent of the counties PCHPSAs, and only 0.5 percent would become
PCHPSAs without pediatricians or without ob/gyns.7

Despite the enormous contributions that family physicians make to rural populations, and despite a
reported surplus of physicians in the United States, the country’s rural areas have been medically
underserved for decades.8,9 While statistics on the exact number of rural Americans vary with the
definition of "rural" and the data collection method used, the latest (2000) U.S. Census data has



determined that about 21 percent of the U.S. population lives in rural areas.10 However, rural
physicians comprise only about 10 percent of the total number of working physicians in the country.11

Using the new model of practice espoused by the Future of Family Medicine project, it is estimated
that a reasonable physician to population ration is 1:1200.12 In the U.S. as a whole there is 1 Primary
Care physician per 1300 persons while in rural areas the ratio is 1 Primary Care physician per 1910
persons and 1 Family Physician per 2940 persons. In the most rural counties, those with a community
of at least 2500 people but no town over 20,000, close to 30,000 additional Family Physicians are
needed to achieve the recommended 1:1200 ratio.6 Sparse population, extreme poverty, high
proportions of racial and ethnic minorities, and lack of physical and cultural amenities characterize
rural communities most likely to suffer from a shortage of physicians.13 This persistent, intractable
shortage of physicians in rural communities means that many communities struggle continuously to
recruit and retain physicians.

A particular area of concern for rural physicians is the provision of emergency services. The 2008
AAFP Board of Directors report part F addresses this issue in detail. According to the data used in this
report, Family Physicians outnumber Emergency Physicians about 7 to 1 in rural areas. One of the
major causes of this disparity is that rural communities do not have the population density to support a
residency trained Emergency Physician.14 However, The breadth of training in family medicine makes
the Family Physician a nearly ideal provider of emergency services in rural areas. It has long been
believed that Family Physicians provide the bulk of emergency care for the rural population. An April
2008 publication generated by the Robert Graham Center traced emergency room attendants based on
Medicare claims from 2003. Overall, 75 percent of the claims were for care by board certified
Emergency Physicians. Most of the rest were seen by Family Physicians and General Internists.
However, Emergency Physicians saw only 48 percent of the rural Medicare emergency patients. The
more rural the location, the more likely the patient saw a Family Physician. In the most rural
communities, the likelihood of seeing an Emergency Physician drops five fold, while the odds of
seeing a Family Physician increases seven fold.15 The unique concern of rural emergency healthcare
delivery must be considered in the training and recruitment of Family Physicians who will practice in
these areas.

Although recruitment and retention of rural physicians are often discussed in tandem, the factors that
make a physician likely to choose rural practice are actually quite different from those that make a
physician likely to stay in such a practice setting. Even a successful recruitment effort may not result
in the addition of a family physician because the physician may have such a hard time adjusting to
rural life that he or she leaves soon after arriving. Thus, it is important to deal with each issue
separately.

Recruitment
Two of the strongest predictors that a physician will choose rural practice are specialty and
background: Family physicians are more likely than those with less general training to go into rural
practice, and physicians with rural backgrounds are more likely to locate in rural areas than those with
urban backgrounds.12 Other factors associated with increased likelihood that a physician will choose
rural practice include the following:

. Training at a medical school with a mission to train rural physicians. Such schools are more
likely to graduate students who go into rural practice than schools that do not have a rural
mission.16 (There is, however, evidence that physicians who go into rural practice after
having been trained at a school that does not have a rural mission tend to stay in rural
practice longer.17)

. Osteopathic training. Osteopathic medical schools have a long tradition in rural
communities, and physicians who are trained in osteopathic medicine are more likely to
select family medicine as a specialty than those trained in allopathic medicine (46 percent vs
11 percent) and to practice in rural areas (18.1 percent vs 11.5 percent).

. Training that includes rural components. Rural rotations and other rural curricular elements
in medical school and residency training are critical to keeping students who have an
interest in rural practice from looking elsewhere.18,19,20,21,22,23



. Participation in the National Health Service Corps scholarship program.6

Of course, many factors influence the resident’s initial choice of practice site, rural or otherwise. Table
1, from a 1996 study of 1,012 residents, suggests some of the most important ones. And while none of
them intrinsically favor rural sites, some suggest possibilities for giving physicians incentives to
choose rural practice.

Unfortunately, data from recent years show that medical student interest in both family medicine and
rural practice is actually declining.24 And although many physicians clearly enjoy rural practice, most
physicians show little or no interest. Some proposed reasons for this lack of interest include admission
of fewer medical students from rural backgrounds, less institutional or school commitment to meeting
the needs of their state or locality, the negative effect of a medical school’s vision as a research
institution that creates physician-scientists of subspecialities, and a perception that Family medicine is
a less “intellectual” pursuit. In addition, as students face higher debt loads, there is a belief that Family
Medicine, especially in a rural practice will not be successful enough to resolve these debts in a
reasonable time.11 Because of these issues, some have suggested that the solution to the problem of
rural recruitment is to expand pay-back programs such as the National Health Service Corps.25

Certainly, state and federal loan pay-back and scholarship programs provide much-needed physician
manpower for many rural, isolated communities.26 However, more recent evidence also supports the
need to target students from rural backgrounds in the medical school admission process. It also
highlights success of nurturing and sustaining interest in rural practice by providing students and
residents with early and frequent exposure to rural practice settings, and increasing rural training
tracks in graduate medical education.27

Finally, the recent increase in the number of women graduating from U.S. medical schools could
further diminish the supply of rural physicians, since women have historically been much less likely to
go into rural practice than men, although it does appear that a higher proportion of recent women
family medicine residency graduates are going into rural practice.28 One explanation for the
historically low percentage of women in rural practice is the difficulty of meeting the needs of male
spouses of physicians in rural areas. It is possible that a higher percentage of two-physician and other
nontraditional partnerships may account for the recent increase in rural female physicians,18 although
two-physician couples can have difficulty fitting into small call groups in isolated areas because both
prefer to be off-call at the same time. Women physicians may be particularly desirable to rural
communities,29,30,31 making this a positive development in many ways.

Retention
Considerable research has been done regarding the reasons physicians stay in rural practice once they
have started. While having a rural background may make a physician more likely to take up practice in
a rural community, it does not seem to affect his or her decision to stay in such a community.

Research suggests that the ability to adapt to rural practice and, especially, rural life is the key
determinant of retention. Pathman’s prospective study of 456 randomly selected, non-obligated rural
physicians31 found that those who indicated that they felt better prepared both medically and socially
for practice in a rural area stayed longer than those who felt unprepared or who were initially unaware
of the special characteristics of rural practice. Being prepared for rural life in the social sense seems
more important in this regard than being medically trained for rural practice. Those who felt prepared
for small-town living were over twice as likely as others to remain in a rural area for at least six years.

In 1997, Cutchin published a paper based on in-depth interviews of 17 rural physicians in Kentucky.
This study underscores the importance of a sense of place for physicians who practice in a rural
setting.33 Physicians attributed this feeling of “security, freedom and identity” to a number of factors,
which are listed in Table 3. Cutchin’s papers33,34 help flesh out the concepts validated by Pathman in
his more quantitative studies.22,33,40

Besides feeling that they “belong” to their rural community, family physicians who practice in remote
and sparsely populated areas require special training in procedures, emergencies, obstetrical care and
surgical care to feel confident in their abilities to handle situations without assistance. Fortunately,



there are several rural-based and rural-track residency programs that offer this sort of training. It is less
clear, however, whether medical schools and residencies are teaching the social skills family
physicians need to succeed in rural practice. For example, the rural family physician may be called on
to be a community leader and to represent the community’s interest in public health emergencies.
Additionally, the rural family physician tends to encounter his patients more often during the course of
everyday life (e.g., at the grocery store). Being comfortable with this degree of closeness may or may
not be part of the family physician’s personality and social skill set. Medical school curricula that
include classes on community development35 and even Community-Oriented Primary Care (COPC)36

can also have the eventual effect of promoting retention of family physicians who practice in rural
areas. However, current medical school curricula, by the emphasis on tertiary care and lack of respect
for generalists, may subvert successful adjustment to rural practice.36

Programs that help rural family physicians become successful and stay satisfied with their choice have
been developed.38 Ideally, rural-based family medicine residencies or departments with an emphasis
on training physicians for rural practice could work with area health education cooperatives (AHECs)
or other community-based groups to help communities develop such programs.39 Community
physician preceptors can serve as role models for residents and as links to rural communities.40

Finally, although a complete review of these issues is beyond the scope of this paper, continued
welfare reform and changes in Medicare and Medicaid payment policies that result in more equitable
payments to rural hospitals and physicians would likely have a positive effect on retention of family
physicians.

Conclusions
Rural communities in America need more physicians. The best way to fill this need is to increase the
number of students from rural areas and other students committed to rural and family medicine that are
enrolled in medical schools. Physicians and community organizations from rural areas need to urge
their state medical schools to give priority to students from rural backgrounds. Family medicine
faculty members should be part of medical school admissions committees, so they can advocate for the
admission of these students.

But increasing the number of rural-oriented students who enter medical school is not enough in itself,
nor is simply increasing the number of physicians who begin rural practice. To support the students in
their commitment and to promote retention of rural physicians, we need strong family medicine
departments and rural-based curriculum elements in all medical schools. We need residency programs
designed to teach the clinical, social, and interpersonal and management skills needed for successful
rural practice.

These residency programs themselves also need support. Groups such as the Accreditation Council on
Graduate Medical Education (ACGME) and the Residency Review Committee (RRC) need to make
special accommodation for rural-based programs. Barriers to accreditation for rural programs persist
in spite of the demonstrated success of these programs in getting physicians into rural practice.

More, rural health care services are still under-paid, threatening the viability of rural training programs
as well as physician recruitment and retention. Government action is needed. Federal and state
agencies that fund medical services could more actively support rural physicians and add to the
attractiveness of rural practice in many ways (see Table 4).

Finally, family physicians should actively support the AAFP, the National Rural Health Association
(NRHA), and other groups that advocate for rural physicians. Additionally, the AAFP will continue its
ongoing support and outreach to rural family physicians such as the recent formation of a Workgroup
on Rural Health issues and an online community through the AAFP website for networking and
sharing between rural physicians. Additional services could include a mentorship program between
established rural physicians and residents and new physicians considering or planning to practice in
rural settings.



Figure 1 
Patient Care Physicians Per 100,000 Population by Location and Specialty

Figure 2
Active Physicians Per 100,000 Population by Year and Location

Table 1:

Factors Important to Graduating Family Practice Residents in Choosing Their First Practice Site

Factor Rank
Significant other’s wishes 1
Medical community friendly to family physicians 2
Recreation/culture 3
Proximity to family/friends 4
Significant other’s employment 5
Schools for children 6
Size of community 7
Initial income guarantee 8
Benefits plan 9
Proximity to spouse’s family/friends 10
Weather/geography 11
Need for physicians 12
Significant other’s school opportunities 13
Maximum potential income 14
Familiar with physicians in area 15
Community service commitment 16
Affordable housing 17
Opportunity to teach 18
Familiar with hospital 19
Loan pay-back plan 20
Signing bonus 21
Residency nearby 22
Medical school nearby 23
Military service commitment 24

Costa AJ, Schrop SL, McCord G, et al: To stay
or not to stay: factors influencing family practice

residents’ choice of initial practice location.
Family Medicine 1996;28:214-219. Reprinted with
permission of Family Medicine, published by the

Society of Teachers of Family Medicine.

Table 2:

Factors that Influence Retention17,31,41

Physicians who feel better prepared to handle emergencies, tough medical situations and busy
outpatient practices without consultants or high-level technology are more likely to stay in rural
practice.
Physicians who receive part of their residency training in rural areas stay longer in rural practice.
Physicians in rural communities are no more likely to leave their practices than are their urban
counterparts.
Urban-raised physicians who enter rural practice stay in rural practice longer than physicians who
were raised in rural areas.
Length of stay in rural practice is not associated with attending a public vs. private medical school or
with training in a community-based vs. medical school-based residency.
Physicians whose spouses are from urban areas stay in practice as long as those whose spouses are
from rural areas.
Physicians involved in teaching remain in rural practice longer than those who are not involved.



For obligated National Health Service Corps scholars, students from private schools are more likely to
stay in a rural pay-back site after they have fulfilled their obligation period than are those from public
medical schools.
Although many urban physicians assume otherwise, rural physicians do not necessarily view
professional isolation and an inability to access medical information as drawbacks to rural practice.
Lack of quality of rural school systems, perceived or real, is related to length of stay for physicians in
a rural practice.

Table 3:

Security, Freedom and Identity: How Rural Family Physicians Define These Concepts

Security
Confidence in medical abilities.
Commitment to goals.
Ability to meet needs of family.
Comfort with local medical community and hospital.
Not too much call.
Social networks available.
Respect by community at large and by the medical community.
Freedom
Challenge and diversity in medical work.
Ability to spend time with patients.
Cooperation from medical community and larger community.
Power in medical system.
Ability to develop health care delivery system.
Involvement in the community.
Personal and family activities.
Developed sense of self and place
Identity
Loss of anonymity.
Like-minded practice group.
Responsible role in hospital and community.
Respect.
Fulfilling aspirations for job.
Seeing self as belonging in the community.
Awareness of self in time and place.
Creation of future goals without needing to relocate.

Reprinted from Health &amp; Place, 3(1), Cutchin, MP. Physician retention in rural communities:

the perspective of experiential place integration, Pages 25-41, 1997, with permission from Elsevier
Science.

Table 4:

Key Legislative and Governmental Issues

Expand the Medicare Incentive bonus program, which pays a bonus to physicians for services
rendered to residents of designated shortage areas, to include practices in remote small towns
regardless of HPSA designation.
Renew and expand Title 7 funding, which provides funds for family practice training, and link Title 7
funding to rural medical education.
Reform Medicare regulation of graduate medical education to support rural-based medical education.
Revise Medicare regulations, including the Medicare Incentive bonus program and the Area Wage
Index of the Medicare Inpatient Hospital Prospective Payment System.
Write legislation to support rural hospitals, which may include strengthening the Critical Access
Hospital system and other special arrangements for rural health care funding.
Changes the Personal Responsibility and Work Opportunity Reconciliation Act, which may improve
rural economies and improve government support for rural populations.  



  Table 5:
Resources for Information About Rural Health

Web sites
American Academy of Family Physicians http://www.aafp.org
Rural Policy Research Institute http://www.rupri.org
Rural Medical Educators Home Page http://www.unmc.edu/Community/ruralmeded/
National Rural Health Association http://www.nrharural.org/
North Carolina Rural Health Research and Policy
Analysis Center

http://www.shepscenter.unc.edu/research_programs/rural_program/

Federal Office of Rural Health Policy http://www.ruralhealth.hrsa.gov/

Articles and Books
Council on Graduate Medical Education: Tenth Report: Physician distribution and health care
challenges in rural and inner-city areas. Rockville, Maryland: U.S. Department of Health and Human
Services, U.S. Public Health Service. 1998: 11-22.

Geyman JP, Norris TE, Hart LG, eds: Textbook of rural medicine. New York, McGraw-Hill, 2001.

Fryer GE, Green LA, Dovey SM, et al: The United States relies on family physicians unlike any other
specialty. AAFP 2001; 63(9):1669.

Geyman JP, Hart LG, Norris TE, Coombs JB, Lishner DM: Educating Generalist Physicians for Rural
Practice: How are we doing? Journal Rural Health 2000; 16: 56-78.

Medicare Payment Advisory Commission: Report to the congress: Medicare in rural America.
Medpac, Washington, DC. June 2001 (www.medpac.gov). (Note: this document has some useful
information, although it has been criticized as being extremely timid in its conclusions).

Urban and Rural Chartbook, DHHS, 2001.

Pathman DE, Steiner BD, Jones BD, et al: Preparing and retaining rural physicians through medical
education. Acad Med 1999;74:810-820.
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School-Based Health Clinics, Guidelines
See also:

Health Education

Health Education in Schools

Children's Health

 
The American Academy of Family Physicians strongly believes that all children and adolescents
should have access to a medical home that provides high-quality health care services in a continuous
and comprehensive fashion. The American Academy of Family Physicians supports the selective
implementation of school-based health clinic programs in areas where the health care needs of the
school-age population are not being met. School-based health clinic programs should cooperate and
communicate with the medical home to assure consistent and quality care. Clinical services in
school-based clinics should be provided by a professionally prepared school nurse or similarly
qualified health professional and supervised by family physicians or other physicians trained in the
care of children and adolescents. Written policy for school health services should be formulated by a
health council consisting of school and community-based physicians, nurses, faculty, parents, and
community leaders. This policy should include a carefully prepared, well-integrated health education
curriculum emphasizing positive health practices. (1989) (2007)

School Bus Safety
See also:

Motor Vehicle Occupant Protection

 
The Academy advocates legislative and educational efforts in the promotion of safe school bus
transportation for the nation's children. These efforts may include, but are not limited to, research on seat belt
use, safety education programs, specific regulations and standards for vehicles used for school transportation, 
and mandatory special licensing and physical examination requirements for school bus drivers.(1982)(2008) 



School Nutrition
See also:

Healthy Eating in Schools

Healthy Nutrition in Health Care Facilities and Other Workplaces

Obesity and Overweight

Children's Health

The AAFP believes that sound nutrition is a cornerstone of health and should be reflected in all dietary
offerings in schools, (e.g. food service, meals, vending, outside contractors, etc.). Items of little or no
nutritional value should be replaced with healthy alternatives. (2005) (2010 COD)

Screening
See also:

Home Test Kits

 
The American Academy of Family Physicians reaffirms the principle that it is the personal physician
who must assume responsibility for advising the patient as to the nature, frequency and
appropriateness of screening tests ideally in the context of the patient's medical home. (1980) (2008)

Seal, AAFP
See also:

AAFP Mission Statement

AAFP Promotions: Print Advertorials

AAFP Public Statements

Family Physicians' Creed

Seal, AAFP, Use of

Each element of the AAFP seal helps tell the story of family medicine and its role in American health
care. By building respect and awareness for family medicine, the AAFP aims to be a guiding light for
all family physicians.

. The torch signifies enlightenment. Its flame is a guiding light that represents honor, valor,
and victory.

. The serpent encircling the staff represents healing and the renewing power of life. (The staff
encircled by the serpent is a symbol given to Apollo and his son, Aesculapius. It is the
traditional symbol of medicine.)

. The tagline Strong Medicine for America demonstrates our belief that family physicians are
the cornerstone of the American health care system. The AAFP is working to position
family physicians as foundational to a primary care, physician-based health care system;
and to ensure family physicians become tomorrow’s respected providers of vital, quality
health care delivered cost-effectively.



This Bold Champion seal was adopted by the AAFP Board of Directors in August 2007 in Beaver
Creek, Colorado. The original seal was conceived in 1947, updated in 1956, and updated again in 1971
to reflect the AAFP’s name change.

(March 2008) (B2013)

AAFP Original Seal

Seal, AAFP, Use of
See also:

Seal, AAFP

 
The AAFP Seal is a registered service mark and may not be altered in any way without permission.

As the AAFP Seal signifies endorsement by or affiliation with the American Academy of Family
Physicians, its use is strictly governed. Use of the Seal is limited to the AAFP national office, and its
constituent and component chapters. The Seal is not intended for use by individual members. In its
place, the AAFP developed the Family Medicine Symbol. (For information on the use of the symbol,
see Symbol.)

AAFP Use - The Seal may be used by the AAFP on materials such as stationery, publications and
communications; on technical and educational materials; and on resale and giveaway items which are
in good taste. Uses may be in print, electronic or in such other manner as may be appropriate.

Constituent Chapter Use - Constituent Chapters may use the Seal on materials such as stationery,
publications and communications; and on technical and educational materials. Uses may be in print,
electronic or in such other manner as may be appropriate. All uses must be in accordance with visual
standards and guidelines developed by the AAFP. Constituent Chapters may also use the Seal on
resale and giveaway items which are in good taste, provided that such use is approved in advance by
the AAFP.

External Use - No outside entity may use the Seal without written permission of the AAFP. All
requests for use shall be submitted in writing to the executive vice president, who shall oversee review
of such requests and, as necessary and appropriate, forward such requests for consideration by the
AAFP Board of Directors.

(1962) (July 2009 Board)

Shared Medical Appointments/Group Visits
See Also:

e-visits
A shared medical appointment, also known as a group visit, occurs when multiple patients are seen as
a group for follow-up care or management of chronic conditions. These visits are voluntary for
patients and provide a secure but interactive setting in which patients have improved access to their
physicians, the benefit of counseling with additional members of a health care team (for example a
behaviorist, nutritionist, or health educator), and can share experiences and advice with one another.

The American Academy of Family Physicians (AAFP) believes that group visits are a proven,
effective method for enhancing a patient’s self care of chronic conditions, increasing patient
satisfaction, and improving outcomes. Group visits are one component of the system changes needed
for the new model of care.

Shared medical appointments should be documented in each participating patient’s medical record.



That documentation should reflect the individual services provided to each patient as well as the
services provided to the group as a whole at each encounter.

Shared medical appointments include individual evaluation and management of each patient as well as
counseling with the group as a whole. This individual evaluation could take place either separately or
within the group process, depending on the setting and group needs. Accordingly, the AAFP believes
physicians who provide and document such appointments should code for the services provided using
applicable, existing, evaluation and management (E/M) codes found in Current Procedural
Terminology. Third party payers should cover and pay for submitted E/M services for shared medical
appointments. (2008)

Small Business Health Options Program (SHOP) Act (S.
2795) - AAFP Legislative Stance
The American Academy of Family Physicians supports the Small Business Health Options Program
(SHOP) Act (S. 2795). (July Board 2008)

Social Determinants of Health Policy
The mission of the American Academy of Family Physicians (AAFP) is to improve the health of
patients, families, and communities by serving the needs of members with professionalism and
creativity.

In their patient-centered practices, family physicians identify and address the social determinants of
health for individuals and families, incorporating this information in the bio psychosocial model to
promote continuous healing relationships, whole-person orientation, family and community context,
and comprehensive care.

Social determinants of health are the conditions under which people are born, grow, live, work, and
age. The factors that strongly influence health outcomes include a person's:

. Access to medical care

. Access to nutritious foods

. Access to clean water and functioning utilities (e.g., electricity, sanitation, heating, and
cooling)

. Early childhood social and physical environment, including childcare

. Education and health literacy

. Ethnicity and cultural orientation

. Familial and other social support

. Gender

. Housing and transportation resources

. Linguistic and other communication capabilities

. Neighborhood safety and recreational facilities

. Occupation and job security

. Other social stressors, such as exposure to violence and other adverse factors in the home
environment

. Sexual identification

. Social status (degree of integration vs isolation)

. Socioeconomic status

. Spiritual/religious values

The AAFP supports the assertion that physicians need to know how to identify and address social
determinants of health in order to be successful in promoting good health outcomes for individuals and
populations. In preparing students for practice, medical schools must foster core competency in this
patient-centric concept. Physicians in training must develop awareness of the potential obstacles



patients confront when following treatment plans. Without this core competency, physicians and
patients alike will be impeded by suboptimal outcomes.

Family medicine graduate medical education trains physicians to lead interdisciplinary teams to
deliver patient-centered medical care. Family medicine residents develop competencies in the bio
psychosocial model, cultural proficiency, evidence-based practice, quality improvement, informatics,
and practice-based research. Through education on the social determinants of health during residency,
family physicians learn to:

. Identify crucial social determinants of health for their community of patients

. Identify and partner with community resources that addresss social determinants of health

. Consistently individualize patient care based on the patient's social determinants of health

. Engage directly via community involvement to improve social determinants of health

. Stay informed and act on local, state, and national policies affecting the social determinants
of health of the populations that they serve.

The AAFP believes policymaking should be population based and evidence based, and should support
current and future research on social determinants of health. Research conducted on social
determinants of health should focus on effective interventions to reduce health in equities, including
family physicians' roles in ameliorating social determinants of health.

Family physicians take a leading role in addressing the social determinants of health by partnering and
collaborating with public health departments, social service agencies, and other community resources.
Family physicians are integral within the continuum of care and use their skills and expertise in caring
for patients across the lifespan to reach out to their communities, bridge health care gaps, and strive
for better health for all. (October 2012 BOD)

Specialty Hospitals
See also:

Hospital Accreditation, JCAHO

Hospital Medical Staff, Board Certification for Membership

Hospital Medical Staff, Recertification

Hospital Medical Staff, Economic Credentialing

Hospital Medical Staff, Liaison Between Governing Boards and

 
AAFP encourages the Centers for Medicare and Medicaid Services to clearly define and strictly
enforce the "whole hospital" exception to the prohibition of self-referrals by physicians for new and
existing entities with a hospital provider agreement. (2005) (2008)

Sports Medicine, Athletic Trainers for High School
Athletes
See also:

Sports Medicine, Collision Sports

Sports Medicine, Health and Fitness

Sports Medicine, Impaired Persons: Participation in Sports and Physical Activities

Boxing, Sport of

Protective Equipment for Recreational and Competitive Sports Activities

 
The AAFP encourages high schools to have, whenever possible, a National Athletic Trainers



Association (NATA)-certified or registered/licensed athletic trainer as an integral part of the high
school athletic program. (1989) (2012 COD)

Sports Medicine, Counseling About Risk of
Contact/Collision Sports
See also:

Sports Medicine, Athletic Trainers for High School Athletes

Sports Medicine, Health and Fitness

Sports Medicine, Impaired Persons: Participation in Sports and Physical Activities

Boxing, Sport of

Protective Equipment for Recreational and Competitive Sports Activities

Ultimate Fighting and Disabling Competitions

 
The American Academy of Family Physicians recommends that family physicians understand risks
associated with each contact/collision sport and advise patients about their individual risks and
benefits and how to manage and minimize any risks associated with their specific sport. (1990) (2008)

Sports Medicine, Health and Fitness
See also:

Sports Medicine, Athletic Trainers for High School Athletes

Sports Medicine, Impaired Persons: Participation in Sports and Physicial Activities

Sports Medicine, Collision Sports

Protective Equipment for Recreational and Competitive Sports Activities

Ultimate Fighting and Disabling Competitions

 
The need for fitness begins at an early age and extends well into later life. As such, the issue of sports
participation is integrally related to the patient's sense of well-being, both physically and emotionally.
The family physician is uniquely positioned to be involved across the entire age spectrum and is able
to recognize that health and fitness are dependent on a certain degree of physical activity and regular
exercise throughout one's life.

The pre-participation assessment, team physician's function, as well as diagnosis and treatment of
exercise-related injuries and diseases are best incorporated into comprehensive medical management
of the nation's public. A broad knowledge as well as experience and/or interest in sports medicine,
health, and/or fitness uniquely qualifies the family physician to be the sports medicine "doctor of
choice."

The AAFP promotes continued medical education and supports patient education products for its
members in the area of sports medicine, health, fitness and nutrition. It encourages the family
physician to be the sports medicine doctor in his or her own community.

The American Board of Family Medicine (ABFM) states that “Sports Medicine is a body of
knowledge and a broad area of health care which includes: 1) exercise as an essential component of
health throughout life; 2) medical management and supervision of recreational and competitive
athletes and all others who exercise; and 3) exercise for prevention and treatment of disease and
injury.” The ABFM has developed a Certificate of Added Qualifications to recognize excellence
among those with special expertise in Sports Medicine.

(1988) (2011 COD)



Sports Medicine, Disabled Persons: Participation in
Sports and Physical Activities
See also:

Sports Medicine, Athletic Trainers for High School Athletes

Sports Medicine, Health and Fitness

Sports Medicine, Collision Sports

Protective Equipment for Recreational and Competitive Sports Activities

The AAFP encourages participation of disabled persons in sports and physical activities to the full
extent of their abilities in the appropriate setting. Family physicians need to become informed about
the unique risks of disabled athletes and their involvement in sports and physical activity.

The AAFP recognizes that a program of regular exercise for disabled persons contributes to improved
health, rehabilitation, a sense of self-worth and improved productivity.

The AAFP recognizes that appropriate supervision, facilities and accessibility should be integral parts
of any sports and physical activities for disabled individuals. (1996) (2008)

Strategies to Address Antimicrobial Resistance - AAFP
Legislative Stance
That the Academy support The Strategies to Address Antimicrobial Resistance (STAAR) Act (HR
3697/S 2313), which was introduced by Senators Sherrod Brown (D-OH) and Orrin Hatch (R-UT) in
the Senate and Representatives Jim Matheson (D-UT), Michael Ferguson (R-NJ), Tammy Baldwin
(D-WI) and Rep. Waxman in the House. (March Board 2008)

Students, AAFP
See also:

Residents, AAFP

Commissions, Orientation Manual

 
In addition to a Committee on Resident and Student Affairs, students are appointed to most of the
commissions, as well as to appropriate committees of the Academy. Beginning in 1974 students select
two delegates and two alternates to the Academy's Congress of Delegates. A student was appointed as
an observer to the Board of Directors in 1984. In 1991, the Bylaws were changed to authorize a vote
for the student Board member.

Student Choice of Family Medicine, Incentives for
Increasing
See also:

Medically Underserved

Medical Student Debt Relief

Health Workforce Training

National Health Service Corps



Rural Practice, Keeping Physicians In (Position Paper)

The AAFP calls on entities including, but not limited to medical schools, state governments, the
federal government, and private firms to develop and support programs and incentives that encourage
student career choice of family medicine. In doing so, the AAFP recognizes the multifaceted and
complex factors leading to specialty choice. These programs and incentives could be financial,
educational, institutional, or political in nature. They include, but are not limited to:

a . Financial incentives, including scholarship programs and tuition waivers for students who
commit to family medicine, medical student educational loan forgiveness programs, and
low-interest loan programs for family medicine residents and practicing physicians.

b . Innovative educational programs for students from elementary school through medical
school that provide age-appropriate mentoring and experiential learning.

c . Resources, support, and leadership and training development for physician-mentors and
faculty.

d . Medical School admissions policies that recognize and value attributes found in successful
primary care clinicians.

e . LCME standards that require family medicine education during medical school training.
f . GME modernization proposals that protect funding for primary care residencies.
g . Preservation of full scope family medicine training and practice opportunities.
h . Payment that appropriately values payment for primary care services.
i . Innovative research for primary care at all levels including quality improvement,

comparative effectiveness, translational, and community-based participatory research
j . State and federal policies that value a primary care based physician workforce.
k . Continued opportunities for involvement in public health and advocacy efforts.
l . Training opportunities in which physicians are leaders of team-based primary care.

(2006) (2011 COD)

Student Education, Discrimination
See also:

Discrimination, Family Practice Residency Graduates

Resident Education, Discrimination

Discrimination, Physician

Discrimination, Patient

 
The AAFP opposes all discrimination in any form, including but not limited to, that on the basis of
actual or perceived race, color, religion, gender, sexual orientation, gender identity, ethnic affiliation,
health, age, disability, economic status, body habitus or national origin. (1996) ((2010 COD)

Substance and Alcohol Abuse and Addiction
See also:

Excise Taxes on Other Tobacco Products (OTP) (Position Paper)

Marijuana

Physicians, Impaired

Tobacco and Smoking

Alcohol Advertising and Youth (Position Paper)

. Marijuana

. Alcohol Abuse

. Alcohol Abuse in Adolescents



. Advertising

. Drinking and Driving

. Standardized Drinking Age

. Taxes

. Parity

. Pregnant Women, Substance Use and Abuse by

. Syringe Exchange Programs

. Syringe Prescribing and Dispensing

Substance abuse and addiction are complex health and societal problems. Abuse of substances is the
inappropriate and harmful use of any substance, including prescription drugs, OTC medications,
supplements and alcohol. Addiction to substances includes the element of loss of control and is
recognized as a chronic relapsing disease. The treatment and prevention of some addictive diseases are
cost-effective as confirmed by a number of scientific studies.

To better care for patients with such disorders and to effectively collaborate with substance abuse and
addiction treatment professionals in the prevention, early recognition, and treatment of substance
abuse and addiction, physicians should:

1 . recognize the gravity, extent, and broad-based nature of substance abuse and addiction in
our society;

2 . include substance abuse prevention in patient education;
3 . diagnose substance abuse and addiction in the earliest stage possible, and treat or refer for

treatment;
4 . be aware of the criteria for outpatient, intensive outpatient, partial hospitalization, and

in-patient treatment in order to recommend the appropriate level of treatment for each
patient;

5 . recognize the effects of addiction on family members, especially children, offer support and
treatment for family members, and include them in treatment for the addicted member
whenever possible; and

6 . partner with community resources in prevention, education and treatment of substance
abuse and addiction.

Marijuana
The American Academy of Family Physicians opposes the recreational use of marijuana. With regards
to the medical use of marijuana, the AAFP defers to all applicable federal and state laws ("applicable
laws") and encourages its members to abide accordingly. The AAFP
supports the rights of individual
physicians to determine patient treatment in their clinical practice.
Alcohol Abuse
A significant portion of the population is affected by alcoholism. The American Academy of Family
Physicians publicly favors a society, which is free of alcohol abuse. The AAFP strongly urges its
members to be involved in the diagnosis, treatment and prevention of alcoholism as well as diseases
related to the use of alcohol. Detoxification is only the beginning of treatment and must be followed
by adequate rehabilitation under expert guidance. Education in the treatment of all aspects of this
complex disease should be a defined part of medical school and family medicine residency curricula.

The Academy recommends that hospitals not discriminate against the admission and treatment of
patients with alcohol-related illness or injury. The Academy encourages its members to document
alcohol abuse in the medical record. It should also be recorded on the death certificates when
implicated as a contributing cause of illness, injury or death.
Alcohol Abuse in Adolescents
Alcohol abuse has increased significantly among adolescents. It impairs the development of personal
and social maturity, and seriously interferes with the development of adequate self-esteem and
attainment of life goals. Therefore, the Academy urges its members to educate themselves and the
public regarding the recognition, prevention and treatment of this medical problem in our nation's
youth.
 
Advertising
The AAFP urges strong support of a ban on the advertising of alcoholic beverages.
 



Drinking and Driving 
The Academy believes the alcohol-impaired driver is a deadly public menace. It supports all efforts to
remove this driver from our streets and highways. Significant reduction in morbidity and mortality
have been widely reported when the law provides a strong deterrent to driving while under the
influence. The Academy recommends the adoption of such laws in the interest of public safety. The
Academy also believes that drunken drivers should be recognized as having a medical problem and
should be referred to appropriate sources of treatments.

The AAFP urges strong support of the following four recommendations:

1 . Reduction of the legal blood alcohol concentration (BAC) for drivers to 0.04 gm/dl.,
2 . State legislation to fund comprehensive alcohol-impaired driving prevention and treatment

programs,
3 . State legislation to immediately confiscate drivers' licenses for those found to be above the

legal BAC (this is known as administrative license revocation),
4 . Increased enforcement of drinking and driving laws and expansion of the use of sobriety

checkpoints.

Standardized Drinking Age
Although the American Academy of Family Physicians does not recommend consumption of alcohol,
it does support a national standard minimum age for the legal purchase of alcohol.

The AAFP publicly favors age 21 as the minimum legal age to purchase or consume alcohol.

 
Taxes
The AAFP adopted as policy the following two recommendations from the proceedings of the Surgeon
General's Workshop on Drunk Driving, as presented by C. Everett Koop on May 31, 1989:

1 . Strong support for increased taxes on alcoholic beverages and tax on beer, wine, and
distilled spirits equally based on alcohol content.

2 . Support for designating a portion of the increased revenues to match the level of alcoholic
beverage advertising with an equal number of pro-health and pro-safety messages.

Parity
Substance abuse is a treatable medical illness that, if left untreated or inadequately treated, incurs
undue costs for the affected individual and for society as a whole. Therefore, the AAFP supports full
parity for substance abuse treatment in health care plans.
Pregnant Women, Substance Use and Abuse by

The AAFP recognizes that the literature does not support any lower limit of substance use at which
potential fetal harm is mitigated. As such, the AAFP supports public and individual education about
the risks of any substance use and abuse during pregnancy.

The AAFP opposes imprisonment or other criminal sanctions of pregnant woman solely for substance
abuse during pregnancy, but encourages facilitated access to an established drug and alcohol
rehabilitation program for such women.
 
Syringe Exchange Programs
The AAFP supports syringe exchange programs (SEPs) as a vital component of a comprehensive
strategy to prevent infectious diseases associated with illicit injection drug use.

The ability to establish effective SEPs may require the modification or repeal of existing drug
paraphernalia/syringe possession and syringe prescription laws. SEPs should not be subject to
regulations that diminish their overall effectiveness.

Local discretion should be permitted in the decision to establish SEPs and should take into
consideration prevalence of injection drug use and disease, overall safety to the community,
neighborhood, children, and SEP participants along with the overall risks and benefits of allocating
funds to SEPs.

Components of SEPs may include but are not be limited to:



. Drug abuse and addiction referral,

. HIV testing and counseling,

. Hepatitis B testing and immunization,

. Referral for social services, health care and reproductive health services,

. Referral for mental health services,

. Proper training of involved staff of SEPs,

. Health education, including alcohol and other substance abuse,

. Education regarding prevention of sexual and injectable disease transmission,

. Education regarding methods of further reduction of harm associated with drug use,

. Processes to assure the safe disposal of exchanged syringes and needles

. Funding adequate for continuity and consistency of syringe exchange services.

Syringe Prescribing and Dispensing
The AAFP supports dispensing and prescribing of injection equipment to patients as a means of
preventing the transmission of disease where permitted by law. The AAFP further recommends that
physicians and other health care workers counsel injection drug users who continue using these drugs
to use a new sterile syringe each time they prepare and inject drugs while also educating on the harms
of drug use and treatment options. These are essential components of a comprehensive public health
strategy to prevent infectious diseases associated with illicit injection drug use. (2003) (2009 COD)

Sugar Sweetened Beverages
The AAFP supports taxation of sugar sweetened beverages for the purpose of reducing
over-consumption as a method of both improving the health of the public and combating the obesity
epidemic. Tax monies should be directed towards programs that improve the health of the public.
(2010 COD) (2011 COD)

Surgery, Office-based
The American Academy of Family Physicians supports the delivery of office-based surgery, and
anesthesia services for this surgery (such as regional block anesthesia or moderate conscious sedation),
by family physicians based on the individual physician's documented training and/or experience,
demonstrated abilities, and current competence. In fee-for-service environments, family physicians'
surgical services should be paid using a resource-based relative value scale (RBRVS) and should
include payment for appropriate surgical supplies and either facility or equipment fees (including
direct and indirect costs attributable to providing these services). In capitated environments, surgical
services included in the family physician's capitation rate should be specified by Current Procedural
Terminology code. Surgical services not included in the capitation rate should be paid by the RBRVS
methodology. (1982) (2009 COD)

Surgery - Outreach - Policy
The American Academy of Family Physicians (AAFP) defines outreach surgery as surgery performed
by a qualified, non-local physician while a different physician provides the postoperative care and
selected aspects of the preoperative care of the patient. Consistent with their training and experience,
family physicians are able to provide high quality preoperative, intraoperative and postoperative care
as an essential component of outreach surgery.

The AAFP recognizes the importance of outreach surgery to assure access to health care where
surgical services are not otherwise available locally. Accordingly, the AAFP supports the practice of
outreach surgery as one method of providing needed services when coordinated by a team including
the patient's family physician and the physician/surgeon, with appropriate coordination of patient care
between team members during each phase of surgical care (preoperative, intraoperative and
postoperative).



In the unique setting where outreach surgery has occurred, the primary operating physician should be
paid for services actually performed. The family physician providing pre- or postoperative care should
receive appropriate payment for such care. Each physician involved in such care should charge
separately for his/her services, and should be paid separately. (2007) (2009 COD)

Symbol
See also:

AAFP Mission Statement

Seal, AAFP

The above symbol of family medicine was devised by the AAFP to serve as an instantly recognizable
identification logotype on all promotional vehicles concerning the specialty of family medicine.
(1969) (2009 COD)

The use of the logotype representative of family medicine may be used by individual AAFP members
on stationery, office buildings and in other ways conducive to the public's associating the symbol with
the family physician and excellence in medical care. A written request detailing the manner in which
the symbol is to be used must be submitted in advance to Academy headquarters. (1971) (2009 COD)

The symbol is owned by the AAFP and is a registered service mark. Control of its use is in the hands
of the AAFP's executive vice president. Many residency programs have obtained permission to use it
as an identifying sign of family medicine training centers. The symbol in no way supplants the AAFP's
official seal but is widely used as the official expression of family medicine. (1974) (2009 COD)

Teaching, Physician Responsibility
See also:

Education - Physician Reeducation

Family Medicine Faculty Training

Family Medicine, Undergraduate Training

Family Medicine Clerkship

Student Choice of Family Medicine, Incentives for Increasing

The American Academy of Family Physicians applauds the efforts of those physicians who actively
engage in physician education and emphasizes the need for all physicians to assume an active role in
teaching other physicians including resident physicians and medical students. (1997) (2010 COD)

Telemedicine
See also:

Area Health Education Centers

Guidelines on the Supervision of Certified Nurse Midwives, Nurse Practitioners and Physician
Assistants

Nurse Midwives, Certified

Rural Health Care, Access to



Rural Health Care, “First Responder” Training

Rural Health Care in Medical Education

Rural Health Care, Obstetrics/Perinatal Care

Telemedicine, Licensure and Payment

 
Telemedicine is the use of medical information that is exchanged from one site to another through
electronic communications. It includes varying types of processes and services intended to enrich the
delivery of medical care and improve the health status of patients.

Some of these processes and services include:

. Subspecialists' consultations and may involve the patient "seeing" the subspecialist during a
live, remote consult. It may also include the transmission of diagnostic images or video that
the specialist reviews later.

. Using electronic communications that collect and send information to foster remote patient
monitoring, such as vital signs or blood glucose levels. Monitoring of this nature assists
homebound patients or care-coordination between providers.

"Closely associated with Telemedicine is the term "telehealth" which is often used to encompass a
broader definition of remote healthcare that does not always involve clinical services."1

Videoconferencing, transmission of still images, e-health including patient portals, nurse call centers,
and remotely tracking vitals are all considered part of telemedicine or telehealth.

1 . http://www.americantelemed.org/i4a/pages/index.cfm?pageID=3333

(1994) (Board September 2011)

Telemedicine, Licensure and Payment
See also:

Area Health Education Centers

Non-Physician Providers (NPPs)

Nurse Midwives, Certified

Rural Health Care, Access to

Rural Health Care, “First Responder” Training

Rural Health Care in Medical Education

Rural Health Care, Obstetrics/Perinatal

Rural Health Care, Telemedicine
The delivery of healthcare services
via telemedicine should be consistent with the principles of ethical
medical practice. Regulation should not unduly restrict accessibility of telemedicine services, but
appropriate licensure should be assured to protect the patient and the referring physician. The AAFP
opposes the creation of unreasonable barriers to the practice of telemedicine across borders by state
licensing boards; however, full legal accountability for the ordering and interpreting of telemedicine
services must be maintained. Family physicians should have full discretion in selecting the most
appropriate consultants for their patients. (1994) (2010 COD)

By creating ready access to information, telemedicine can provide physicians with current medical
information that may not otherwise be available in a given setting. The AAFP believes that payment
should be made for physician services that are reasonable and necessary, safe and effective, medically
appropriate and provided in accordance with accepted standards of medical practice. The technology
used to deliver the services should not be the primary consideration; the critical test is whether the
service is medically reasonable and necessary. Care provided via telemedicine should be paid as other



physician services. A record of telemedicine interactions must be created that becomes part of the
patient's medical record. (1994) (April Board 2010)

Television, Ethics
See also:

Alcohol Advertising and Youth (Position Paper)

Advertising: Youth Products

Violence in the Media

Violence, Media (Position Paper)

The American Academy of Family Physicians supports television programming that encourages
healthier lifestyles, promotes positive social behavior, portrays social and political issues, and avoids
modeling the use of tobacco, alcohol and other abused drugs. (1989) (2012 COD)

Third Party Payer Credentialing
See also:

Health Plans

The American Academy of Family Physicians (AAFP) supports a single, nationally standardized
health care professional credentialing application as one way to support administrative simplification.

The AAFP believes that payers:

1 . who require board certification as a requirement should permit physician participation for
residents who have evidence of completing the required training and are actively pursuing
meeting the requirements for certification by the American Board of Family Medicine
within its specified time frame;

2 . should make final physician credentialing determinations within 45 calendar days of receipt
of a completed application;

3 . should grant provisional credentialing, pending a final credentialing determination, if the
credentialing process exceeds 45 calendar days;

4 . should retroactively compensate physicians for services rendered from the receipt date of
physicians’ completed credentialing application upon final, successful credentialing
determination.

(2007) (2012 COD)

Tiered and Select Physician Networks
See also:

Data Stewardship

Pay-For-Performance

Performance Measures Criteria

Payment, Physician

Physician Profiling, Guiding Principles

Transparency



Physician Performance Reporting, Guiding Principles
 
Since the American Academy of Family Physicians (AAFP) supports quality improvement activities
that focus on improving the health of patients, families and communities, it is the AAFP position that
these networks must provide patients sufficient access to health care, support the physician-patient
relationship, and focus on improving patient care.

The long-term value of a Patient-Centered Medical Home with patients having a personal relationship
with a Family Physician will outweigh the short-term financial benefits of frequent switching of
primary care physicians due to tiering. Therefore, substantial caution should be exercised when using
tiering systems that may disrupt the medical home and may cause patient access issues. This would be
the end result of steering patients to high quality and/or efficient-designated physicians who are
already operating at their practice capacity, which will be exacerbated by any primary care physician
workforce shortage. Thus, mechanism in the health insurers' program(s) must be in place to ensure
patient access to a primary care physician.

Tiering methodology and policies are often proprietary and may vary among payers. However, payers’
data methodology used to rate/designate family physicians should be transparent and align with AAFP
policy on Physician Performance Measurement policy.

Attributes of steering may also vary, but should maintain the continuity of existing physician patient
relationships whenever possible and adhere to the AAFP policy on Performance Measures Criteria,
Physician Profiling, and Transparency. Steering and tiered network programs should adhere to the
following principles:

1 . Tiering should not be exclusively based on the cost-of-care delivered by the physician.
2 . Programs should provide full, adequate access to necessary physicians and non-physician

providers.
3 . Quality-of-care assessments should be a prominent feature of steering programs and based

on accepted national standards using evidence based medicine clinical guidelines whenever
possible.

4 . Programs should provide educational and reference materials to assist patients in making
informed health care decisions.

5 . Programs should fully disclose to a patient or employer the participation and availability of
primary care physicians, sub-specialty physicians, and health care facilities prior to making
decisions regarding a payer's steering program.

6 . Cost data used in steering programs must be accurate and specific to the identified
physician.

7 . All data used to evaluate a physician should be age, sex, and severity adjusted, including
adjustments for socioeconomic factors.

(2007) (2010 COD)

Tobacco and Smoking
See also:

Excise Taxes on Other Tobacco Products (Position Paper)

Substance and Alcohol Abuse and Addiction

Marijuana

Tobacco Use, Prevention and Cessation
Tobacco use (cigarettes, cigars, snuff, chewing tobacco, and other tobacco products) is documented as
the leading preventable cause of death and illness in our nation. The number of deaths (more than
400,000 annually) caused by tobacco use is greater than the combined number of deaths due to AIDS,
alcohol, automobile accidents, murders, suicides, drugs and fires.



Nicotine, a key ingredient in tobacco products, is an addictive drug. Tobacco use by and around
children and adolescents is of particular concern due to increased risk for addiction and passive
exposure. Smoking is a known cause of cancer, heart disease, stroke and chronic obstructive
pulmonary disease. Special dangers exist for specific subpopulations of smokers such as pregnant
women who suffer higher rates of spontaneous abortions, stillbirths, premature births and low birth
weight babies.

The American Academy of Family Physicians strongly encourages all of its members and staff to
personally avoid tobacco use. The AAFP urges its members to:

. save lives by working toward elimination of all tobacco use;

. document use of tobacco products in patient charts;

. work cooperatively with other health professionals to provide cessation counseling and
other treatments;

. discourage tobacco use in all public and workplace settings; and,

. list tobacco as a cause on death certificates when appropriate.

The AAFP acknowledges that some religious practices involve the ceremonial use of tobacco.

The AAFP has no direct association with organizations involved in the manufacture of tobacco
products and urges its members to avoid such association.

The AAFP supports this policy by prohibiting the use of tobacco products in all AAFP buildings, at all
meetings sponsored by the AAFP, and by physicians and staff representing the AAFP. The AAFP
encourages constituent chapters to prohibit the use of tobacco products in their offices, and at
constituent chapter sponsored meetings. Finally, the AAFP encourages the use of smoke free meeting
and conference space whenever possible.

The Framework Convention on Tobacco Control (FCTC): Because of the devastating shift in
tobacco-related morbidity, mortality, and health care costs projected to fall upon the world's
developing nations, the AAFP joins WONCA and other healthcare organizations in support of the
FCTC, the World Health Organization health treaty on tobacco control, and urges its ratification by
the US Senate and signature by the President.

Tobacco Advertising: The AAFP opposes all forms of advertisement of tobacco products for human
consumption especially the direct or indirect marketing of tobacco products to children. It commends
sources that provide information on the hazards of smoking and tobacco products to the public,
including the direct or indirect marketing of tobacco products to children. Whenever possible, the
AAFP will place advertising material and develop relationships with publications that do not accept
tobacco advertising. If advertising must be placed in publications that carry tobacco advertising, the
publication must assure that adjoining page(s) do not promote tobacco or alcohol. The AAFP also
urges removal of corporate tax deductions for the advertising of tobacco products.

The AAFP strongly supports labeling of all tobacco products warning potential users of health hazards
and believes such labeling should be prominently displayed on packaging and advertisements with
clear wording.

Community Education: The Academy recommends tobacco prevention and cessation programs, such
as TAR WARS that discourage tobacco use, counter tobacco advertising, and teach skills to resist
those influences, for all elementary and secondary students. The Academy urges members to become
involved in teaching tobacco prevention and cessation programs within their schools and community.

Treatment of and Payment for Tobacco Use: The AAFP supports health plan coverage and
appropriate payment for evidence-based physician services for treatment of tobacco use. The AAFP
recommends that all tobacco users in the United States be aware of the existence of and have
barrier-free access to all evidenced-based FDA-approved therapies and counseling as described in the



US Public Health Service's 2008 update of the Clinical Practice Guideline: Treating Tobacco Use and
Dependence, released May 2008.

Distribution and Sales: The AAFP recognizes that the majority of states have laws restricting the sale
of cigarettes to minors and commends those states. It urges the federal government or all states to
enact laws restricting the sale of tobacco products to individuals under the age of 18 and these laws be
strictly enforced. The AAFP further urges legislation raising the legal age for the purchase of tobacco
products from 18 to 21 years of age and requiring active enforcement of age-at-sale for tobacco
purchases. The AAFP supports requiring that all tobacco products be placed behind sales counters in
retail stores. It opposes the sale of cigarettes and tobacco products via the Internet and vending
machines and supports legislation to ban such sales. Further, the Academy strongly opposes the
promotional distribution of free cigarettes and tobacco products, supports legislation designed to
prohibit such distribution, and urges that such laws be strictly enforced.

Sales of Tobacco Products by Facilities that Provide Health Care Services: Facilities that provide
direct health care services, pharmacies, and related institutions are integral parts of our healthcare
system, with the overt and/or implicit goal of improving the health of their patrons. The sale of
tobacco products is an inherent conflict of interest for such facilities, given that tobacco use represents
the leading cause of death in the United States and contributes greatly to the nation’s excess healthcare
costs. Several Canadian provinces and the cities of San Francisco and Boston have banned the sales of
tobacco products in retail pharmacies. The AAFP supports a ban on the sale of tobacco products in
facilities that provide clinical patient care services, pharmacies, and retail outlets housing health
clinics. The AAFP urges its constituent chapters to support state and local laws to this end, and the
AAFP will advocate for federal legislation on this issue.

Food and Drug Administration (FDA) Regulation of Tobacco Products: Given that nicotine is an
addictive drug, the FDA must have full jurisdiction over all tobacco products and nicotine delivery
devices and be permitted to use the same procedures to regulate tobacco. Further, FDA decisions
should be subject to the same standard of review that generally applies under the Food, Drug and
Cosmetic Act. The tobacco industry should respond to the same regulatory forces that govern other
similar industries and should not be able to choose the amount of regulation they accept. Further, the
FDA should have authority to regulate the manufacture, sale, labeling, distribution and marketing of
tobacco products and nicotine delivery devices including products such as nicotine water.

Health Care Facilities: The AAFP calls on its members to act in their local areas and hospitals to
implement and enforce restrictions on tobacco use on hospital premises and other health care facilities
making them tobacco-free premises with no designated smoking areas.

Medical Education: The AAFP strongly encourages all family physicians to participate in CME
activities/programs related to prevention or cessation of tobacco use and provides current educational
materials to members at www.askandact.org. All medical school and residency training programs
should provide in-depth, effective education in prevention and cessation of tobacco use.

Passive Smoking: The AAFP strongly supports the prohibition of the use of tobacco products in all
public places. Family physicians should advise their patients, especially those with cardiovascular
diseases or other chronic disease, to avoid establishments that permit smoking and to request that
family members do not smoke in the patient's home or vehicle. Family physicians should specifically
address the problems of exposure of children to tobacco smoke, as well as encourage cessation of
adult household members. The AAFP will urge all employers to provide smoke-free work and
breaktime environments for their employees and incentives for employees who participate in cessation
programs.

Smoking in Movies: The AAFP supports efforts to reduce the impact of smoking in movies on youth
tobacco initiation, and calls on the film industry to adopt the following voluntary steps:

a . Require movies containing scenes depicting smoking to have an “R” rating. The only
exceptions should be when the presentation of tobacco clearly and unambiguously reflect



the dangers and consequences of tobacco use or is necessary to represent the smoking of a
real historical figure.

b . Require producers to certify on screen that no one on the production received anything of
value in consideration for using or displaying tobacco.

c . Require strong anti-smoking ads before any movie with tobacco use, regardless of rating.
d . Stop identifying tobacco brands.

Taxation and Subsidies: The AAFP recognizes that most states and the federal government tax
cigarettes and believes that increasing taxes on tobacco provides a major disincentive to potential
buyers, especially youth. The Academy encourages the development of health education programs
funded by a dedicated tax on cigarettes. Further it strongly opposes all federal price support of the
tobacco industry. The AAFP supports its state chapters as they seek to ensure that funds from the
Master Settlement Agreement and/or excise taxes on tobacco products be used for tobacco prevention,
cessation, education, and other elements of comprehensive tobacco control. Suggested spending levels
from the Centers for Disease Control and Prevention’s “Best Practices for Comprehensive Tobacco
Control Programs” should be followed in funding of these activities across the nation. (2003) (2009
COD)

Tobacco-Use Prevention and Cessation (Position
Paper)
Excise Taxes on Other Tobacco Products (OTP) (Position Paper)

Background
Smoking or exposure to secondhand smoke causes nearly 440,000 deaths in the United States each
year, making tobacco use the leading preventable cause of death.1 Each year, more people in the
United States die from smoking than from acquired immunodeficiency syndrome, alcohol, cocaine,
heroin, homicide, suicide, motor vehicle crashes, and fires combined.2

The Centers for Disease Control and Prevention (CDC) estimates that tobacco addiction costs the
nation $193 billion annually in health-related costs and lost productivity.3 Despite progress in
educating the public on the harms of tobacco use, it remains a deadly and costly health threat due, in
part, to low utilization of cost-effective, evidence-based treatments.

The Family Physician's Role
Tobacco dependence is a chronic disease that often requires repeated intervention and multiple
attempts to quit.4 Family physicians have a tremendous opportunity to make a significant impact on
the tobacco use behavior of Americans because nearly 70 percent of tobacco users see a physician
each year.5

The American Academy of Family Physicians (AAFP) strongly encourages its members to:

. Save lives by working toward elimination of all tobacco use

. Document use of tobacco products in patient charts

. Work cooperatively with other health professionals to provide cessation counseling and
other treatments

. Discourage tobacco use in all public and workplace settings

. List tobacco use as a cause of death on death certificates when appropriate6

Recent evidence reinforces the impact primary care physicians can have by addressing tobacco use
with their patients. A 2007 National Commission on Prevention Priorities report indicates that only 28
percent of smokers receive advice from their physician to quit plus medication or other assistance. If
physicians would advise 90 percent of smokers to quit and offer them medication or other assistance,
42,000 lives could be saved each year.7

Of the 46 million current U.S. smokers, 70 percent say that they would like to quit, but without



assistance only 5 percent are able to quit.4 Fewer than one half make a quit attempt each year. Most
smokers who try to quit do so on their own, without evidence-based programs; more than 95 percent
relapse2. Using evidence-based programs can more than double success rates.2 The 2008 Update of the
U.S. Public Health Service (USPHS) Clinical Practice Guideline, Treating Tobacco Use and
Dependence, calls on physicians to change clinical culture and practice patterns to ensure that every
patient who uses tobacco is identified, advised to quit, and offered scientifically sound treatments.4

The AAFP encourages its members to Ask their patients about tobacco use, then to Act to help them
quit.

Why Ask and Act?
In the early 1990s the National Cancer Institute developed the publication: How to Help Your Patients
Stop Smoking: A National Cancer Institute Manual for Physicians. The guide recommended that
physicians Ask, Advise, Assist and Arrange follow-up to help smokers quit. These four A’s were
expanded to five in the 1996 Agency for Health Care Policy and Research guidelines. The USPHS
guideline also encourages five A’s (i.e., Ask, Advise, Assess, Assist, and Arrange) as a “brief
intervention” for patients who want to quit. Many physicians have found the five A’s cumbersome,
hard to remember, and not practical for every patient at every visit.

Several medical specialty organizations have integrated components of the five A’s into an
abbreviated intervention: Ask, Advise, Refer. In this model, health professionals ask patients about
tobacco use, advise them to quit, and refer them to quitlines or web-based and local cessation
programs.

The AAFP encourages its members and their practice teams to Ask all patients about tobacco use, then
to Act to help them quit. This easy-to-remember approach, Ask and Act, provides the opportunity for
every member of a practice team to intervene at every visit. Interventions can be tailored to a specific
patient based on his or her willingness to quit, as well as to the structure of the practice and each team
member’s knowledge and skill level. Interventions can include:

. All five A’s

. Advice to quit

. Referring a patient to a quitline, a web-based program, off-site counseling, or other
community resources

. Providing self-help materials

. Brief, intermediate, or intensive counseling with or without follow-up visits

. Pharmacotherapy

. Group visits

The 2008 update of the USPHS guideline specifically recognizes Ask and Act as an alternative format
to deliver a brief tobacco cessation intervention. It is consistent with the AAFP policy on tobacco use
and smoking, which was updated by Ask and Act advisors and approved by the AAFP Congress of
Delegates in 2008.

Barriers
Health care professionals often lack systems to:

. Track patients to determine who needs preventive services

. Contact those patients to remind them to get the services

. Remind themselves to deliver preventive services when they see their patients

. Ensure services are delivered correctly and that appropriate referrals and follow-up occur

. Make certain that patients understand what they need to do7

Barriers to successful interventions include:

. Lack of patient motivation (63 percent)

. Limited coverage for interventions (54 percent)



. Limited reimbursement (52 percent)

. Limited time with patients (41 percent)

. Limited availability of cessation programs (39 percent)8

System Changes
The 2008 update of the USPHS guideline calls for systems-level interventions to ensure that tobacco
use is systematically assessed and treated at every clinical encounter. The current rates of
comprehensive intervention by physicians is well below what is desirable and effective.4 To ensure
comprehensive intervention, medical practices need to establish a system with the following integrated
components:

. Smoking status as a vital sign

. Chart markers or computer prompts to remind clinicians of the need to discuss smoking

. A clearly-defined, time-limited role for clinicians to assess interest in quitting, encourage
quitting for those not currently interested, and encourage use of cessation medications and
follow-up

. Systematic ways, which do not require physician time, to provide patients with more
information about and support for quitting, such as having an office nurse or educator
provide this information, or referral to a quitline or other counseling resource

. Automatic follow-up phone calls by a nurse or educator for those who have set a quit date

. A flow sheet in the chart or computer record so the clinician can see a summary of past
smoking discussions and quit attempts9

The transformation of primary care offices from condition- and treatment-centered practices to
patient-centered medical homes offers a significant opportunity to improve the rate of interventions for
tobacco dependence. This new model of care is based on a continuous relationship between patient
and physician, where a team takes collective responsibility for the patient's ongoing care.

Electronic health records (EHRs) allow for integration of the USPHS guideline recommendations into
the practice workflow, facilitating system-level changes to reduce tobacco use. The AAFP and the
American Academy of Pediatrics developed a joint statement advocating that:

. EHRs include a template that prompts clinicians or their practice teams to collect
information about tobacco use, secondhand smoke exposure, cessation interest, and past
quit attempts

. EHRs include automatic prompts that remind clinicians to encourage quitting, advise about
smoke-free environments, and connect patients and families to appropriate cessation
resources

. The automated prompts and template appear when patients present with complaints such as
cough, upper respiratory problems, diabetes, ear infections, hypertension, depression,
anxiety, and asthma, as well as for well-patient examinations

Tobacco Use in Rural Areas
Within nearly all age, income, and racial and ethnic groups, household smoking rates are higher in
rural areas than in metropolitan areas. Exposure to secondhand smoke in the household is considerably
more common in rural areas.10 Family medicine is the specialty most likely to be found in rural
communities. Family physicians constitute nearly 90 percent of all primary care rural physicians and
are the only source of medical care in many remote rural communities.11

Tobacco Use Among Special Populations
In certain populations, the prevalence of tobacco use is higher than that in the general population.
Tobacco use poses an immediate, increased health threat to:

. Smokers who are human immunodeficiency virus-positive

. Hospitalized smokers

. Lesbian, gay, bisexual and transgender smokers

. Smokers of low socioeconomic status and/or those with limited formal education



. Smokers with comorbid conditions including cancer, cardiac disease, chronic obstructive
pulmonary disease, diabetes, and asthma

. Older smokers

. Smokers with psychiatric disorders, including substance use disorders

. Racial and ethnic minority populations

. Pregnant smokers4

Family physicians are often the primary health care providers for these patients who often want to
quit. The AAFP encourages its members to Ask these patients about tobacco use and Act to provide
evidence-based treatments to help them quit.

Tobacco Use Prevention
Each day, more than 3,500 children in the United States try their first cigarette; another 1,000 become
new regular, daily smokers.12 About one third of all youth smokers will eventually die prematurely
from smoking-caused disease.13 In addition to the well-known, long-term health effects, children who
smoke may immediately experience increased heartbeat and blood pressure, respiratory problems,
reduced immune function, increased illness, tooth decay, gum disease, and precancerous gene
mutations.14

The tobacco industry spends more than $13.1 billion each year to promote use of their products. Much
of that marketing directly reaches and influences children.15, 16

The AAFP encourages its members to talk to children and adolescents about the risks of tobacco use
and to participate in community prevention programs, such as Tar Wars. Tar Wars is a tobacco-free
education program for fourth and fifth grade students. It teaches children about the short-term
consequences of tobacco use, the cost associated with using tobacco products, and the advertising
techniques used by the tobacco industry to market their products to children. This massive state and
national initiative culminates in an annual national poster contest in Washington, DC, where state
winners network with family physicians, constituent chapter staff, Tar Wars coordinators, and other
national tobacco control advocates. The children also visit their legislators, share their winning
posters, and advocate for tobacco control and prevention issues.

Tar Wars provides an opportunity for family physicians, residents, and medical students to introduce
family medicine to their community. These health professionals serve as role models in their
communities as volunteer presenters in elementary schools. Tar Wars is the only tobacco prevention
program for children offered by a medical specialty organization in the United States, and has reached
more than 8 million children. It has been active in all 50 states, several territories, and 16 other
countries.17

Reimbursement/Payment
Repeated clinical tobacco-cessation counseling is one of the three most important and cost-effective
preventive services that can be provided in medical practice.9 The AAFP strongly advocates for health
plan coverage and appropriate reimbursement for evidence-based physician services for treatment of
tobacco use. The AAFP recommends that all tobacco users in the United States be aware of the
existence of and have barrier-free access to all evidenced-based U.S. Food and Drug Administration
(FDA)-approved therapies and counseling as described in the USPHS guideline.

The Centers for Medicare and Medicaid Services (CMS) has paid physicians for smoking cessation
counseling provided to Medicare beneficiaries since 2005.

Research and Development
The available budgets in the public and private sectors for development of new technologies and
approaches to treatment are not commensurate with the size of the tobacco use epidemic. The AAFP
encourages increased funding for the pursuit of innovative approaches to helping people quit,
including medications, counseling, policy change, and improvements in primary care clinic systems.



Medical Education 
Few health care professionals know the guidelines for treating tobacco dependence.18 The World
Health Organization (WHO) Framework Convention on Tobacco Control (FCTC) and the 2008 update
of the USPHS guideline recommend that all health care professionals, including students in health care
training programs, receive education in the treatment of tobacco use and dependence.4,19 Despite these
recommendations, students in the health professions receive inadequate training for treating tobacco
use and dependence. In an international survey assessing the tobacco-related content in medical school
curricula, only 34 percent of schools reported that they provide training on smoking cessation
techniques.20

The AAFP strongly advocates in-depth, effective education in prevention and cessation of tobacco use
in medical schools and residency programs, and encourages family physicians to participate in
continuing medical education (CME) activities and programs related to prevention or cessation of
tobacco use. The AAFP also strongly encourages organizations involved in the creation of CME to
integrate tobacco use treatment. Organizations involved in the ongoing credentialing of primary care
physicians, such as the American Board of Family Medicine, should include questions about tobacco
dependence treatment in examinations and test preparation materials. The AAFP provides educational
materials for members at www.askandact.org.

Secondhand Smoke
The AAFP strongly supports prohibiting the use of tobacco products in all public places. Family
physicians should advise their patients, especially those with cardiovascular diseases or other chronic
conditions, to avoid establishments that permit smoking and to request that family members not smoke
in their home or vehicle. Family physicians should specifically address the problems of exposure of
children to tobacco smoke, as well as encourage cessation for all adult household members. The
AAFP urges all employers to provide smoke-free work environments and incentives for employees
who participate in cessation programs. Family physicians and AAFP constituent chapters are
encouraged to work with local governments and agencies to advocate for clean indoor air ordinances
and regulations.

Taxation and Subsidies
The AAFP recognizes that most states and the federal government tax cigarettes and believes that
increasing taxes on tobacco products provides a major disincentive to potential buyers, especially
youth. The AAFP encourages the development of health education and other tobacco control programs
funded by the taxes collected on cigarettes, and it strongly opposes all federal price support of the
tobacco industry.

The AAFP supports its constituent chapters as they seek to ensure that funds from the Master
Settlement Agreement or excise taxes on tobacco products be used for tobacco prevention, cessation,
education, and other elements of comprehensive tobacco control. Suggested spending levels from the
CDC’s “Best Practices for Comprehensive Tobacco Control Programs” should be followed in funding
of these activities across the nation.

FDA Regulation of Tobacco Products
The AAFP believes the FDA should have authority to regulate the manufacturing, sale, labeling,
distribution and marketing of tobacco products and nicotine delivery devices, including products such
as nicotine water. FDA decisions should be subject to the same standard of review that generally
applies under the Food, Drug, and Cosmetic Act. The tobacco industry should respond to the same
regulatory forces that govern other similar industries and should not be able to choose the amount of
regulation they accept.

FCTC Health Treaty
Across the world, tobacco use claims more than 5 million lives each year, with projections that by
2030, the toll will rise to about 8 million annual deaths.21 Because of shifts in consumption trends
away from developed nations like the United States, most of this pandemic will occur in developing
nations in Asia, South America, and Africa, where health care systems are inadequate for addressing
prevention, cessation, and disease management issues.22

The FCTC is the world’s first global public health treaty that requires nations to adopt a



comprehensive range of measures designed to reduce the devastating health and economic impact of
tobacco use. Work on the treaty began in 1999 at the WHO, and in 2003 was unanimously adopted by
the World Health Assembly and opened for signature.23 Among many other medical and health care
organizations, the FCTC is supported by the American Medical Association, the American Cancer
Society, the American Thoracic Society, and the American Society of Clinical Oncologists. The World
Organization of Family Doctors added its support to the FCTC in 2004.24

The FCTC demand reduction provisions are:

. Price and tax measures to reduce the demand for tobacco products

. Non-price measures to reduce the demand for tobacco products address:

. Protection from exposure to tobacco smoke

. Regulation of the contents of tobacco products

. Regulation of tobacco product disclosures

. Packaging and labeling of tobacco products

. Education, communication, training, and public awareness

. Tobacco advertising, promotion, and sponsorship

. Demand reduction measures concerning tobacco dependence and cessation

The core supply reduction provisions address:

. Illicit trade in tobacco products

. Sales to and by minors

. Provision of support for economically viable alternative activities to tobacco farming and
production19

The United States signed the treaty in 2004, but it has yet to be sent to the Senate for ratification. The
AAFP supports the FCTC, and urges Senate ratification and presidential signature of the treaty.

Call to Action
The AAFP urges all state, federal, and private sector institutions involved in tobacco prevention and
cessation treatment to increase and coordinate their efforts. Bold new initiatives to dramatically and
rapidly decrease the harm caused by tobacco use are called for. The AAFP and its individual members
will work in partnership to help stem the epidemic of tobacco-related death and disease.
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Transparency
See also:

Data Stewardship

Pay-For-Performance



Performance Measures Criteria

Physician Profiling, Guiding Principles

Payment, Physician

Tiered and Select Physician Networks

Physician Performance Reporting, Guiding Principles

 
The American Academy of Family Physicians (AAFP) believes that transparency in health care refers
to reporting information which can be easily verified for accuracy. Both data and process should have
transparency and an explicit disclosure of data limitations. Transparency in health care includes, but is
not limited to, easy availability of:

. payers' payment policies

. payers’ claims adjudication software logic edits

. payers’ fee schedules

. payers’ clinical policies

. payers’ data analysis methodology and performance measures used in rating

. physician performance

. reporting of physician health care cost and quality information

(2007) (2012 COD)

Ultimate Fighting and Disabling Competitions
Boxing, Sport of

Physical Activity

Fitness

Sports Medicine, Collision Sports

Sports Medicine, Health and Fitness

 
The AAFP recommends to it members that physicians discourage their patients from participating in
competitions between two or more persons designed with the intent to cause concussion or disabling
injury in order to be proclaimed the winner.

(2008)

Ultrasonography, Diagnostic in OB/GYN (Position
Paper)
See also:

Maternal/Child Care (Obstetrics)

Reproductive Decisions

Women's Health Specialty

Women's Health Care, Family Physicians Providing

Women's Health Care

TRAINING AND CREDENTIALING OF FAMILY PHYSICIANS IN
DIAGNOSTIC OB/GYN ULTRASONOGRAPHY

OVERVIEW AND JUSTIFICATION
Maternal/child care is integral to the discipline of family medicine, and the American Academy of



Family Physicians strongly advocates that every family medicine residency training program train
physicians in maternal/child care. Even those family physicians who do not deliver babies are faced
with clinical questions for which diagnostic ultrasonography is indicated. Modern family medicine
requires access to diagnostic ultrasonography to properly manage and treat women's health care issues.

There are a number of positive reasons for family physicians to perform diagnostic ultrasonography in
women's health.

1 . The need for clinical information at the time of patient contact in a remote setting.
2 . Immediate assessment of urgent clinical problems.
3 . Higher specificity of obstetrical ultrasonographic information obtained by clinicians who

know the patient.
4 . Significant reductions in time and cost.
5 . Comprehensive women's health care skills are desired by many family physicians.
6 . The cost of equipment and development of office skills can be easily justified in family

practices that deliver more than 100 patients per year.
7 . Improved continuity of care.
8 . More time for an education interaction between patient and provider.
9 . Improved patient access.

There are a number of negative effects that can also be identified.

1 . There is a potential for misuse of this technology, particularly in the area of recreational
viewing and information acquisition for non-medical uses.2

2 . There is the risk of over-utilization because of ease of availability.
3 . Unrealistic societal expectations may develop. These may relate to the power of the tool, the

skill of the provider and outcome expectations of the patient.
4 . There have been, and will continue to exist, significant inter-specialty conflicts regarding

the utilization of this technology.
5 . As the complexity of the technology increases, providers will be required to expand their

knowledge base beyond their time commitment capabilities.
6 . As volumes increase, physicians may delegate these interventions to ultrasound

technologists resulting in distancing between physicians and patients.
7 . Examination of patients is most productive in real time. It requires practice time that

frequently competes with other clinical duties.

SECTION I - SCOPE OF PRACTICE FOR FAMILY PHYSICIANS
Diagnostic ultrasonographic examination by family physicians is an appropriate skill that enhances the
diagnostic and therapeutic capabilities of family physicians. There are varied applications of this
intervention in family medicine. These interventions can be divided into the following general areas:

1 . First trimester diagnostic pregnancy care ultrasound scans
2 . Second or third trimester diagnostic pregnancy care ultrasound scans
3 . Gynecologic scans
4 . Emergency scans performed for acutely ill patients in labor and delivery, the emergency

department and the office
5 . Ultrasound guided procedures (e.g., amniocentesis, external cephalic version, paracentesis,

thoracentesis, organ biopsy, mass biopsy, dilation and curettage, intrauterine contraceptive
device retrieval and insertion)

6 . Specific small parts and surface anatomy ultrasonographic scans

A number of continuing medical education courses presented by family physicians extensively review
the clinical applications, indications and clinical settings in which diagnostic ultrasonography in the
hands of family physicians is useful. Obstetrical ultrasound courses organized and presented by family
physicians and sponsored through the American Academy of Family Physicians have been presented
since 1989.
 
SECTION II - CLINICAL INDICATIONS3

Maternal factors:



a . Evaluation of pelvic mass
b . Evaluation of hydatidiform mole
c . Evaluation for ectopic pregnancy
d . Evaluation for uterine anomaly

Prenatal diagnosis:

a . Evaluation of patient risk for fetal anomaly
b . Adjunct to such procedures as genetic amniocentesis, ceroscopy, fetal transfusion, and

chorionic villi sampling
c . Evaluation of abnormal alpha-fetoprotein levels

Estimation of fetal age (accurate to within 1 week under 20 weeks, + 2 weeks at 20 to 28 weeks, and +
4 weeks after 28 weeks):

a . Prior to repeat cesarean section
b . Preterm labor
c . Irregular menses
d . Post dates
e . Premature rupture of membranes
f . Prior to induction (if presentation is uncertain)
g . Adjunct to amniocentesis for fetal maturity
h . Uncertain last menstrual period

Growth Abnormalities:

a . Evaluation of growth when at risk, such as pregnancy-induced hypertension, diabetes
mellitus, macrosomia, twins, or chronic maternal disease

b . Evaluation of size/dates discrepancy
c . Evaluation of poor weight gain

Fetal assessment:

a . Biophysical profile
b . Evaluation of decreased fetal movement
c . Confirmation of fetal death

Antenatal hemorrhage:

a . Confirmation of intrauterine pregnancy
b . Exclusion of placenta previa
c . Evaluation of suspected abruption

Intrapartum:

a . Confirmation of presentation
b . Evaluation of cord position
c . Evaluation of abnormal fetal heart rate
d . Evaluation of abnormal patterns in labor
e . Assistance in delivery of multiple gestations, including fetal assessment, presentation and

version

SECTION III - TRAINING METHODOLOGY
There are various complementary training methodologies for this procedure. These may include:
programmed reading combined with didactic lessons; incremental introduction to equipment and
patients; and scanning of patients followed by supervised practice. The acquisition of skills by these
methodologies have been tested by direct examination of scanning capabilities, written tests, objective
measurements of acquired basic data, compared patient outcomes and matching family physicians to
other practitioners.



In the ideal situation, physicians wanting to obtain this skill would engage in a preliminary period of
extensive reading, followed by a basic course that includes didactic and experiential activities. The
provider would then engage in a supervised practice either through auditing of recorded scans or direct
supervision. Following this period, there is a continuous lifelong incremental learning curve strictly
dependent on the learner's enthusiasm.2

SECTION IV - TESTING, DEMONSTRATED PROFICIENCY AND DOCUMENTATION
The standard content of examinations by organ systems and clinical conditions has been defined, with
very little disagreement, by the American Institute of Ultrasound in Medicine(AIUM), ACOG, and the
American College of Radiology (ACR). There exists tested training methodology to meet the standard
exam content.

The AIUM has guidelines available for performance of abdominal and retroperitoneal, antepartum
obstetrical, breast, female pelvis, pediatric neurosonology, prostate and surrounding structures, scrotal,
thyroid and parathyroid, and vascular/Doppler ultrasound examinations. The American Society of
Echocardiography has guidelines and standards for the performance of cardiovascular examinations.

The documentation of experience and proficiency needs to incorporate an understanding of the
technology, ability to actually perform the procedure and interpret the information obtained in the
context of the clinical question. Documentation of obtained skill falls into four categories: (1) formally
organized coursework; (2) minimum number of supervised patient studies; (3) clinically performed
scans in the presence of an examiner; and (4) cognitive examination.

For family medicine residents, longitudinal curricula in diagnostic ultrasonography will allow for
acquisition of skill, but is dependent upon time, patient volumes and enthusiasm. For practicing
physicians who are currently performing this procedure, there are a myriad of continuing medical
educational courses and clinical journals that allow for expansion of skill.

SECTION V - CREDENTIALING AND PRIVILEGING
Current Status and Systems
The issues of privileging is probably best viewed in two segments: (A) office practice; and (B)
hospital practice.

A. Office Practice

Office practice is currently unregulated in the sense that if an office-based physician has ultrasound
equipment, he or she can use it as he or she sees fit. However, the AIUM has developed a system of
accreditation for obstetric and gynecologic "ultrasound practices." This mechanism is similar to a
system in use for vascular ultrasound laboratories. This accreditation system is open to any physician
regardless of specialty and is based on meeting standard exam content, documentation, procedure
volume and maintenance standards. AIUM accreditation is now required by some payers before
payment is issued.4

B. Hospital Credentialing/Privileging

The range of obstetric ultrasound services provided in hospitals varies from complete, standard
examinations to emergency department applications and labor and delivery applications. For that
reason, these three segments should be viewed separately.

Radiologic Department Privileges - Complete or standard ultrasound examinations are usually
performed in the department of radiology by technical personnel and interpreted and "validated" by
radiologists (sonologists). Radiology departments generally guard their control of these studies. A
variety of procedural, medical, legal and financial arguments are raised against allowing
nonradiologists access to the radiology department equipment. This, therefore, becomes an
interspecialty issue involving OB/GYNs, family physicians and radiologists.

Since most family physicians who perform obstetric ultrasound would be doing so in their offices, this



might not often be a significant issue. However, in practice settings where the office practice and
equipment are owned by a hospital, radiology departments might try to assert their sovereignty over
office imaging practice including plain x-rays and diagnostic ultrasound, and thus infringe on family
physicians' office-based practices. This may include residency training situations in which residencies
are denied ultrasound equipment based on a radiology department's objections. However, in a 1998
AAFP survey, 10.2% of OB-capable family physicians reported having hospital privileges for
diagnostic OB/GYN ultrasound.5

Emergency Department Privileges - Use of diagnostic ultrasonography in the emergency department is
becoming recognized as clinically important within the scope of care of the physicians who practice
there. Courses developed by family physicians in general ultrasonography have been attended by
emergency department physicians. Family physicians conducting these courses have been asked to
conduct similar courses specifically for emergency physicians. Training and credentialing in
emergency department ultrasonography is currently an issue that faces some of the same challenges as
are being addressed in this document.

Labor and Delivery Unit Privileges - Essentially every physician who delivers babies can make use of
diagnostic ultrasonography for a limited number of applications that often arise suddenly and can have
significant impact on patient care.2 These applications include the diagnosis of:

a . fetal life
b . fetal number
c . fetal presentation
d . assessment of amniotic fluid
e . assessment of placental location

These applications are widely recognized as being readily learned by family physicians and are
included as an option in the AAFP-sponsored Advanced Life Support in Obstetrics courses. Modern
obstetric care supports the availability of ultrasound equipment in, or readily accessible to, the labor
and delivery area for these purposes. Accessibility of this equipment to all physicians who practice and
the acquisition of these basic skills by all physicians who deliver babies is highly desirable.
Numbers and Outcomes
Any family physician desiring to perform obstetric ultrasound would be best advised to keep a record
of the following:

A . Specific courses and number of hours of formal learning
B . Number of directly supervised scans
C . Total number and types of scans performed, including standard examinations, labor and

delivery scans, emergency department scans and sonographically guided procedures
performed

Documentation of outcomes is acknowledged as important in demonstrating proficiency and
supporting credentialing. In the case of obstetric ultrasonography, the specific outcomes that are most
likely to be scrutinized include:

A . Accuracy of gestational age assessment by correlation of eventual delivery date and
gestational age at birth

B . Accuracy of fetal anatomic survey by follow-up of infants suspected of having fetal
anomalies or those in whom fetal anomalies were missed.

SECTION VI - MISCELLANEOUS ISSUES

1 . Quality assurance of courses is important and can be fostered through the AAFP prescribed
credit mechanism using expert physicians within the AAFP or in other professional
organizations.

2 . The public health implication of expanding family physicians' use of diagnostic ultrasound
is improved access to care for patients.

3 . The financial implications of expansion of obstetric ultrasound skills for family physicians
include the cost savings inherent in improved access. The implications for practicing
physicians include the revenue generated by this procedural skill and enhanced



attractiveness to managed care providers of practices that can provide more complete
services.

4 . The main educational research agenda item is clear definition of competency-based
measures required for profiles in ultrasound, and analysis of outcomes would be equally
important.
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Urban/Inner-City Training Program in Family Medicine
See also:

Medically Underserved

Rural Residency

Health Workforce Training

Medical Schools, Service to Minority, Vulnerable and Underserved Populations

An "Urban/Inner-City Training Program in Family Medicine" may be defined by any one of the
following three criteria:

1 . A program with at least 80% of training based at an inner-city location, or
2 . A program that includes all of the following components in addition to the longitudinal

experience of clinical practice in the urban/inner-city environment:

a . A mission statement that includes a commitment to care of the urban underserved.
b . A Family Medicine Center located in and serving an urban/inner-city patient

population;
c . Training to provide culturally effective community-responsive primary care;
d . At least one month of significant educational experience (may be longitudinal) of

clinical experience in an urban community health center, homeless shelter or similar
facility;

e . At least one month of significant educational experience (may be longitudinal)
experience in an urban public health department setting;

f . At least 200 hours of clinical hands-on experience in the Emergency Department of
an urban/inner-city Level II or higher trauma center;

g . At least one month of significant educational experience (may be longitudinal) of
clinical hands-on experience in an HIV/AIDS clinic or similar setting;

h . A required structured educational experience in occupational health;
i . A required structured educational experience in adolescent medicine;
j . A required structured educational experience in the care of patients with acute and

chronic mental illness;
k . A required clinical hands-on experience in a substance abuse treatment facility or

program;



The current federal definition for an urban/inner-city metropolitan area is one with a population of
500,000 persons or more. There may be many family medicine residency programs that can meet the
elements of A. above in a metropolitan area of less than 500,000 persons. (2004) (2011 COD)

Value-Based Purchasing
Value Based Purchasing (VBP) is a concept by which "purchasers" of healthcare (government, health
plans, employers, and consumers) hold the healthcare system (physicians, hospitals, health plans, etc)
accountable for both quality and cost of care. VBP begins with data models to support continuous
healthcare quality improvement as well as to educate healthcare consumers. Also inherent in VBP are
incentives to reward and encourage better decision making by providers and consumers.

The American Academy of Family Physicians (AAFP) recognizes the urgency to improve both
efficiency and quality in the delivery of medical care, including VBP as one approach. However, given
the technical, legal and ethical challenges in designing and implementing VBP, it is imperative that
physician measurement processes used in VBP should be transparent and adhere to the AAFP policies
on "Performance Measures Criteria," "Physician Profiling," "Data Stewardship," and "Transparency."

The AAFP supports VBP programs that adhere to these principles:

1 . Focus on improved quality of care
2 . Support the physician/patient relationship
3 . Utilize performance measures based on evidence-based clinical guidelines
4 . Involve practicing physicians in program design
5 . Use reliable, accurate, and scientifically valid data
6 . Provide positive physician incentives
7 . Offer voluntary physician participation

Based on these principles, the AAFP will use its influence to support and encourage the utilization of
the following guidelines:

1 . The purpose of VBP should be to improve quality of care to patients and their communities.
2 . VBP should enhance adherence to evidence-based practice guidelines and measures

endorsed by the National Quality Forum.
3 . VBP should be based on reliable, valid, verifiable, and transparent data.
4 . VBP should be flexible in the following ways:

a . Responsive to community needs, preferences and resources
b . Adaptable to different practice organizational models, structures of care, and

physician specialties
c . Responsive to individual preferences and socio-cultural backgrounds
d . Respectful of differences in adoption of health information technology (HIT) while

encouraging its effective spread

5 . VBP should be accountable to purchasers, consumers, and providers.
6 . VBP should encourage the establishment of robust patient-centered medical homes,

including the systems and HIT that are structurally necessary.
7 . VBP should involve multidimensional and comprehensive measurement.
8 . VBP should advance knowledge of effective and efficient episodes of care.
9 . VBP should recognize explicitly the tradeoffs in value decisions.
10 . VBP should be sensitive to issue of health disparities.
11 . VBP should create alignment of incentives among clinicians, systems, patients, and

communities.
12 . VBP should recognize, disclose and balance the administrative burden and costs to

clinicians and the health systems of measurement and participation in VBP with the
incentives of the program.

13 . VBP should recognize the path of quality improvement in the medical practice and system,
and not solely the outcome. (2009 COD)



Violence, Harrassment, and School Bullying Among
Children and Adolescents
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Firearms, Handguns and Assault Weapons

Hate Crimes

Violence (Position Paper)

Violence, Media (Position Paper)

Family and Intimate Partner Violence and Abuse

Child Abuse

Violence, Illegal Acts Against Physicians and Other Health Professionals

Violence in the Media

Violence as a Public Health Concern

 
Violence, harassment, and bullying that takes place in any venue, including electronic media, for any
reason including, but not limited to ethnicity, socioeconomic status, religion, sexual orientation,
physical status, disability, or other personal characteristics, has significant and harmful physical and
psychological effects and should not be tolerated. (2006) (2012 COD)

Violence, Illegal Acts Against Physicians and Other
Health Professionals
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Violence in the Media

Violence as a Public Health Concern

The AAFP condemns violence or other illegal acts against physicians and other health professionals
and urges prompt enforcement of laws prohibiting such activities.

The AAFP encourages all physicians to have a security manual/protocol in place and to include
security issues when orienting and training new staff. Physicians and other health professionals should
be aware of their surroundings and alert to potentially threatening situations or individuals at all times.

The AAFP deplores any illegal activity that interferes with patient welfare or harms those who are
providing patient care. To those ends, physicians and other health providers are encouraged to build
working relationships with their local law enforcement agencies to ensure community safety. (1993) (2011 COD) 



Violence in the Media
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Violence as a Public Health Concern

The AAFP is strongly opposed to the fictional portrayal of violence in all media formats when
attention is not paid to the consequences of injuries, injury prevention practices or historical context.
Clinicians and researchers have warned that exposure to media violence may stimulate children and
adolescents to use aggressive behavior to achieve goals or resolve conflicts. The AAFP encourages its
members to become knowledgeable about the problems associated with exposure to violence and
educate their patients accordingly.

The AAFP supports community and legislative efforts focusing on the reduction of children's exposure
to violence in the media such as the media rating system already used in many states. Parents are
encouraged to:

. set limits on TV and Internet use,

. screen the programs their children view to assure appropriateness for age and maturity,

. employ parental controls on media devices whenever possible, and

. seek alternatives for using the media for babysitting and entertainment.

(2000) (2011 COD)

Violence as a Public Health Concern
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The American Academy of Family Physicians recognizes violence as a major public health concern.
Members are best able to adequately counsel patients when they are aware of the various
manifestations of violence (including sexual violence), both risk and protective factors related to
violence and of available services for survivors of violence in their community.

Experts suggest that violence is related to a plethora of environmental factors including pervasive
media images that violent responses are acceptable means of addressing problems. Another factor is
the remarkable availability of handguns and ammunition. The Academy believes it is important to
address these factors by supporting the efforts of those attempting to reduce the level of all violence
and encouraging members to become actively involved with such activities. (1987) (2011 COD)
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Family violence permeates our society. It affects us as individuals, family physicians, parents, spouses,
educators and citizens. The breadth of the problem is staggering. Public health officials identify family
violence as a public health issue of epidemic proportions.1

Prevalence
Domestic violence occurs in one in four American families. In the United States, 2 to 4 million women
are abused by an intimate partner each year.2 Of those, 2,000 to 4,000 die of their injuries. Several
studies have reported that, regardless of the initial complaint, 22 to 35 percent of women presenting to
emergency departments are there for problems related to domestic violence.3-8 One in three female
trauma patients is a victim of abuse. Women in the United States are more likely to be assaulted,
injured, raped or killed by a current or previous male partner than by assailants of all other categories
combined.9 Given that, statistics concerning assaults against women in general are indirect indicators
of the degree to which domestic violence permeates our society. It has been reported that 20 percent of
adult women, 15 percent of college-age women and 12 percent of adolescent girls have experienced
sexual or physical assault in their lifetimes.2 However, the available data underestimate the magnitude
of the problem because many cases of assault and domestic violence are not reported. For instance, the
Federal Bureau of Investigations (FBI) estimates that less than 37 percent of rapes are actually
reported, with the U.S. Department of Justice estimating that only 26 percent are reported. In 1996, the
FBI reported 72 per 100,000 women were raped that year, and the National Victim Center estimated
that 1.1 million rapes occurred in 1992.

Violence toward children and adolescents is especially disturbing. In 1996, the U.S. Department of
Health and Human Services (HHS) and the National Committee to Prevent Child Abuse reported the
investigation of more than 3 million reports of child abuse by child protective services agencies.
Almost 1 million of these cases were substantiated, reflecting an 18 percent increase since 1990. The
same HHS report estimates that each year more than 300,000 children are sexually abused and
approximately 1,077 child fatalities occur from maltreatment or abuse.10,11 In 1990, 208,000 crimes
against adolescents were reported as child abuse; this is thought to be a low estimate because
adolescent abuse is less likely than child abuse to be reported to child protective service agencies.12



And enough crimes are committed against adolescents annually to make this under-reporting a
potentially significant factor. In 1992, the Office of Juvenile Justice and Delinquency Prevention
reported that an estimated 1.55 million crimes had been committed against adolescents 12 to 17 years
of age.13 In addition, the impact of witnessing violence is profound. Between 3.3 and 10 million
children witness domestic violence each year, and 50 to 70 percent of the mothers of abused children
are themselves abused.14,15

The National Center on Elder Abuse (1996) estimates that 1 to 2 million elderly persons experience
abuse and/or neglect. The center also estimates that elderly women make up 58 percent of victims and
that approximately two thirds of perpetrators are family members.16

Background and Context
Traditionally, family violence has been considered a private matter. Only in the past 20 years have
state and federal officials dealt with domestic violence through the justice system, with punishment
and incarceration. Violence has now become a widespread social problem. Violence is also a medical
problem, resulting in physical injury, as well as emotional and psychologic harm such as substance
abuse, depression, suicide, anxiety, somatizing disorders, eating disorders and chronic pain.17

In addition to its substantial human cost, family violence consumes government and health care
dollars. In 1990, the U.S. Department of Justice estimated the aggregate cost of domestic violence to
be $67 billion per year, with losses due to child abuse exceeding $164 billion per year. Reports
indicate that family violence accounts for at least 21,000 hospitalizations, 99,800 hospital days, 28,700
emergency department visits and 39,000 physician visits each year.10 The family violence program at
Rush-Presbyterian Hospital in Chicago reported that, in one year, 708 patients were treated as acute
victims of family violence generating charges equal to $1,156,408, or $1,633 per patient.18

Definition
Family violence can be defined as the intentional intimidation or abuse of children, adults or elders by
a family member, intimate partner or caretaker to gain power and control over the victim.10 Abuse has
many forms, including physical and sexual assault, emotional or psychologic mistreatment, threats and
intimidation, economic abuse and violation of individual rights:

. Physical violence refers to rape, battering, assault and neglect. Battering includes hitting,
punching, slapping, pushing, kicking and choking. The definition of rape in most states is
"the nonconsensual sexual penetration of an adolescent or adult (female or male) obtained
by physical force, by threat of bodily harm or when the victim is incapable of giving
consent by virtue of mental illness, mental retardation or intoxication."2

. Psychologic or emotional abuse is not as easily identified. It includes shouting, insulting or
berating, demeaning language or treatment, controlling or threatening behaviors, isolation,
sleep deprivation, stalking, harassment and the destruction of personal property. Emotional
abuse can also include constant or recurring exposure of the victim to violence,
dysfunctional behavior or substance abuse in the home. Psychologic abuse often reflects the
pattern of assaultive and controlling behaviors inherent in violent domestic relationships.

. Economic abuse can include the misuse, withholding or theft of funds by a guardian, refusal
to pay child support or not allowing a victim to work or have access to household money.
The primary victims of economic abuse are older persons and those less able to manage
their financial affairs, such as mentally challenged individuals. Many women in domestic
violence relationships suffer economic abuse as well.

. Violation of individual rights can include isolation of a victim from friends or family, denial
of access to medical care or the refusal of a caregiver to provide adequate nutrition or
shelter. The victim may be of any age group and either gender.

Origins of Violent Behavior
Violent behavior derives from many sources. Biology can contribute in the form of mental illness in
perpetrators and victims. The environment in which children are raised plays a role. Children who
grow up in violent homes are more likely to become victims or perpetrators of family violence in
adulthood.19,20



The presence of violence or neglect in one's family, the lack of effective parenting by caregivers, the
prevalence of violence in society and the media, and the absence of positive role models to
demonstrate and teach nonviolent conflict resolution can all contribute to a predisposition to violence.
Gender and unequal power are factors in family violence as well. The overwhelming majority of
physical domestic violence involves aggressive, assaultive behaviors by men toward women.

Family violence crosses all socioeconomic lines and can affect anyone regardless of race, age, culture
or sexual orientation.21 However, the societal ills of poverty and community violence may also play a
role in the spreading of the epidemic of violence--and the effects of that epidemic are visible
throughout society:

. Television. The American media portray family and community violence as commonplace,
if not normative. There is growing concern regarding the impact the media may have on the
spread of violent behavior in the United States. One report estimates that a child who was
two years old in 1993 will have witnessed 7,000 murders on television by seven years of
age. That same child will have been exposed to 100,000 televised acts of interpersonal
violence by high school graduation.9 This repeated exposure to violence desensitizes the
viewer to the seriousness of the problem because the pain and other effects of violence are
minimized or not shown.

. Firearm violence. Many believe that the prevalence of firearms in American society
increases the risk of deadliness in family and community violence. It is estimated that 200
million firearms are owned by private citizens in the United States.22 Assaults involving
firearms are three times more likely to result in death than those with knives and 23 times
more likely to result in death than assaults with other weapons.23 Household members are
18 times more likely to be injured or killed by firearms kept in the home than are
intruders.24

. School violence. Weapons in school also have become more prevalent, as devastatingly
exhibited by recent school shootings. A national survey conducted in 1990 found that 4.1
percent of students reported carrying a firearm to school. By 1995, that number had
increased to 7.6 percent.13 A study in Seattle public schools, which included 50 percent of
the district's 11th grade students, revealed that 6 percent of students had carried a handgun
to school on at least one occasion.25 A similar study in Illinois indicated that one third of
students had taken weapons to school.26 In the Seattle study, 34 percent of students reported
they had easy access to handguns and 6.4 percent reported that they owned guns. Of the
handgun owners, 33 percent reported that they had fired at someone. Almost 10 percent of
the female students reported that firearms had been used in homicides or suicides of family
members or close friends.25

. Adolescent violence. The data on violence among adolescents are devastating. In 1994, the
FBI reported that 11 percent of all homicide victims were younger than 18 years and that
almost one half of these victims were 15 to 17 years of age. The risk of death from
interpersonal violence is greater for male than for female adolescents and greater for black
males than for any other racial group. The homicide rate for black males between 15 and 19
years of age increased 293 percent, from 45.9 per 100,000 in 1985 to 134.6 per 100,000 in
1994. This is eight times the rate of homicide for white males of the same age group.13 In 70
percent of these cases, victims were murdered with a handgun. Homicide by gunshot is the
leading cause of death for black and white males 14 to 17 years of age.13,26

. Children witnessing violence. Children who witness violence far outnumber those who are
directly victimized. A 1993 study by the National Institute of Mental Health conducted in
Washington, D.C., revealed that 19 percent of first- and second-graders and 32 percent of
fifth- and sixth-graders had been victimized, while 61 and 72 percent had witnessed
violence, respectively.27

At the University of Maryland, a study of 168 teenagers attending an inner-city clinic reported that 24
percent of those questioned had witnessed a murder and 72 percent knew someone who had been shot.
In Los Angeles, it has been estimated that children witness 10 to 20 percent of homicides.28 Although
most studies have involved inner-city children, it is clear that suburban and rural children also are
witnessing violence in their homes, schools and communities. Fifty-seven percent of sixth-graders
from a suburban Pennsylvania school had witnessed some form of violent crime.27



The Family Physician's Role 
These statistics give a clear picture of the size of the problem, but they may not connect it clearly
enough with the practices of family physicians. Family violence will affect at least one third of the
patients cared for by family physicians, and the impact of family violence may become evident in the
one-on-one relationship of the family physician and the patient. It is imperative that physicians be
aware of the prevalence of violence in all sectors of society and be alert for its effects in their
encounters with virtually every patient.

Violence against women will be the form of family violence most frequently seen in family medicine.
Physicians need to recognize that women who are victims of domestic violence will be patients in
every family medicine practice in this country because one in every four women has been a victim of
domestic violence at some point in her life, and one in seven women has been victimized in the past
year.29 Pregnancy confers no protection. In fact, abuse often begins or escalates during pregnancy. One
in six pregnant women is abused during pregnancy and 17 percent of physical or sexual abuse of
women occurs during pregnancy.30,31 One study31 reported abuse in 37 percent of obstetric patients
and showed that class, race and educational level made no difference.

Domestic violence is not only directed by men toward women. In less than 5 percent of cases, women
do assault male partners. Studies have shown that 12 percent of murdered men are killed by their
wives or girlfriends. Most of these cases involve women defending themselves in violent relationships.
Twenty-four percent of students in one survey reported that they had seen their mothers physically
assault their fathers.32

Domestic violence occurs in same-sex relationships at about the same rate as in heterosexual
relationships. Between 22 and 46 percent of all gays and lesbians report having been in a physically
violent same-sex relationship. Batterers in same-sex relationships may use societal homophobia as a
weapon. It may be easier for victims to stay in an abusive relationship than be "found out" by parents
or coworkers.33,34

Family physicians see children for well-child care and sick visits and provide much of the adolescent
health care in this country. Therefore, family physicians need to recognize that all young patients are
at risk for violence, abuse and neglect.

In 1988, a study of elder abuse conducted in the Boston metropolitan area indicated 32 cases per 1,000
older adults.35 The national prevalence of elder abuse is thought to be 2 to 5 percent. Again, this
number may be falsely low as many cases are not reported and older persons are frequently socially
isolated, making abuse or neglect less likely to be detected.36 Given the number of elderly patients
cared for by family physicians, there is a good chance that the typical family physician sees several
patients a year who are victims of elder abuse.

Barriers to Recognizing Victims of Violence
Given the statistics discussed, there is no doubt that all family physicians see victims of violence,
abuse and neglect regularly as they care for men, women and children of all ages, races, sexual
orientations, socioeconomic, ethnic and cultural backgrounds. But, do they recognize the effects of
family violence as often as would be desirable? The data are not encouraging.

Despite the large number of battered women seeking medical care for problems related to battering, it
has been estimated that health care professionals correctly diagnose only one in 35 cases.21

Fewer than 15 percent of female patients report being asked about violence or abuse by health care
professionals.37-39 This occurs despite several studies indicating that women would disclose abuse to
their health care professional if asked directly.39,40 A recent study of how primary care physicians
screen for intimate-partner abuse and how they intervene when they identify abuse reported that an
estimated 10 percent of physicians routinely screen for domestic violence during new-patient visits
and 9 percent screen during periodic visits. Where patients presented with physical injuries from
abuse, only 79 percent of physicians asked patients direct questions about domestic violence.
Seventeen percent of obstetrician-gynecologists routinely screen, compared with 10 percent of family
physicians and 6 percent of internists.38 Despite of training and an increased awareness of this national



epidemic, family physicians are missing many opportunities to identify and intervene in cases of
family violence.

Many barriers impede the recognition of problems with violence in patients and their families. Several
myths about family violence exist: the misconception that victims are poor, inner-city women and
children; the belief that violence is rare or does not occur in families that seem normal; the feeling that
family violence is a private matter; and the notion that victims are in some way responsible for their
own abuse. For example, contrary to the classic concept that child abuse is a poor, inner-city epidemic,
adolescent abuse is more likely to occur when a child's parents have an above average income and
educational level. These parents are even less likely to have a history of abuse by their own parents.41

Identified barriers to screening in primary care practices include the patients' fear of retaliation from
an abusive partner, the patients' lack of disclosure during history-taking, the patients' fear of police
involvement and cultural differences.38 In addition, the subject of family violence may be too
uncomfortable in the physician's own life because 12 to 15 percent of physicians have witnessed
domestic violence in their childhood or experienced physical abuse by an intimate partner at some
point in their lives.38

Physicians may be reluctant to discuss domestic violence with patients for fear of getting overly
involved in personal issues. They may feel they do not have enough time to deal with the issue.
Physician concerns about screening for domestic violence include a lack of comfort with the subject, a
fear of offending a patient, a sense of powerlessness or loss of control, and insufficient time or
knowledge to appropriately or fully address the problem.42

Another barrier, and perhaps the most amendable, is insufficient training in working with victims of
domestic violence.41 Not only may the physician lack experience or expertise in screening for abuse
but there may also be a lack of knowledge of community resources available for collaboration to
address this major public health threat.

The Role of the Family Physician in the Identification and Treatment of
Family Violence
Despite barriers to the diagnosis and treatment of victims of family violence, family physicians are in
an ideal position to take on this challenge and are compelled to do so by the sheer magnitude of the
problem. Family physicians are better able to identify those at risk because they are trained to care for
the whole family and for the individual as a part of the larger community. Because of the continuity of
care family physicians provide, they can gain patient confidence over time and can serve as
sympathetic listeners and patient advocates. Family physicians can provide early intervention to break
the cycle of violence through routine screening and the identification of abuse. They can help by
teaching parenting skills and counseling patients on the stress of caring for children or elderly parents.
Physicians can talk with women and men about their experiences of previous abuse and can be a
central referral source for other resources in the community.

AAFP Initiatives to Decrease Family Violence
Among activities for the American Academy of Family Physicians (AAFP) to consider are the
following:

1 . Developing or adapting teaching modules for members to present to medical students,
residents, hospital staff and community groups43,44;

2 . Creating an ongoing education program for members on screening, recognition and
treatment of violence, including distribution of the American Medical Association's
guidelines for history-taking around issues of violence and abuse;

3 . Supporting or developing university-, hospital- or office-based protocols and policies about
family violence43,45;

4 . Publicizing to members the hot-line numbers for organizations that help physicians and
patients deal with abuse;

5 . Offering continuing medical education for members to increase their skills in screening for,
identifying and treating cases of domestic violence;

6 . Participating in public policy initiatives and legislative reform to protect victims and



rehabilitate batterers and partnering with other organizations committed to decreasing
family violence;

7 . Promoting reasonable and responsible control of firearms and other weapons.

Conclusion
All women, men and children are at risk for family violence. Abuse is a common and complex public
health issue that requires the attention of family physicians dedicated to improving the health of this
nation's families. Family physicians have a unique opportunity to help break the cycle of violence by
working with families to prevent abuse. To do this, physicians can teach parenting and conflict
resolution skills that promote respectful and peaceful personal relationships. Ultimately, by working in
collaboration with others in the community, the family physician can help accomplish social change.
So, too, can the AAFP by continuing its leadership role in organized medicine as it supports and trains
its members in ways to effectively address the epidemic of family violence in America.
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Public outcry followed the 1999 shooting in a Littleton, Colo. school that left 15 students dead and 23
injured. In truth, however, homicides that occur at school, or on the way to and from school, represent
only 1 percent of total homicides among youth aged 5-19.1

One can begin to appreciate the true toll of violence in the United States when comparing it with
violence in other industrialized nations. In 1998, for instance, the United States experienced 35 times
as many gun deaths per capita as England and 285 times as many as Japan.2 Overall, a US child is
about 300 times as likely to die from a firearm as a child from a typical industrialized nation.3

Among Americans aged 15-34 years, two of the top three causes of death are homicide and suicide.4 In
a given year, more US children will die from gunfire than will die from cancer, pneumonia, influenza,
asthma, and HIV/AIDS combined.5 Other forms of violence, such as beating, stabbing, and rape also
contribute significantly to US morbidity and mortality.

Media Violence in the United States
Violence is ubiquitous in American mass media. An average American youth will witness 200,000
violent episodes on television alone before age 18.6 Violence is often considerable, even in programs
which are not advertised as violent. Overall, weapons appear on prime time television an average of 9
times each hour.7 An estimated 54 percent of American children can watch this programming from the
privacy of their own bedrooms.8

Children’s shows are particularly violent. Saturday morning cartoons contain 20-25 violent acts per
hour, about 6 times as many as prime time programs.9 Overall, 46 percent of TV violence occurs in
cartoons.8 Additionally, these programs are more likely to juxtapose violence with humor (67 percent)
and less likely to show the long-term consequences of violence (5 percent).8 Although some claim that
cartoon violence is not as “real” and therefore not as damaging, cartoon violence has been shown to
increase the likelihood of aggressive, antisocial behavior in youth.10 This makes sense in light of
children’s developmental difficulty discerning the real from the fantastic.11

A Skewed Sense of Violence
Media violence presents a picture significantly different from that of true violence. First, the sheer
volume of violence is exaggerated; 66 percent of television programs contain violence.8 More
significant, however, are the skewed contexts in which media present violence. In media portrayals, 75
percent of violent acts are committed without remorse, criticism, or penalty; 41 percent are associated
with humor; 38 percent are committed by attractive perpetrators; and 58 percent involve victims who
show no pain.8

This inappropriate presentation of violence leads to inappropriate expectations of youth with regard to
true violence. In particular, three major attitudes are learned: aggression, desensitization, and



victimization. Statistical analyses show what type of media violence most likely teaches each attribute:
violent episodes associated with humor, weapons, and attractive perpetrators increase real-life
aggression; humor-associated violence and graphic violence lead to real-life desensitization; and
graphic violence and realistic violence tend to generate fear and a sense of victimization in viewers.8

1. Aggression

That media violence leads to increased actual violence has been borne out by amassive body of
literature. More than 1000 lab experiments, cross-sectional analyses, longitudinal studies, and
epidemiologic studies support this hypothesis, as do meta-analyses.7,12-14

Many of these studies have additionally shown that certain populations are particularly sensitive to
media violence. These include males, emotionally labile children, delinquent children, and children
with developmental disabilities.10,15

2. Desensitization

Media violence has also been shown to desensitize humans to violence. In one study, portrayals of
violence against women in sexual contexts fostered callous attitudes toward victims of sexual and
spousal abuse. Subjects viewed “slasher” films and were then asked, in a seemingly unrelated study, to
observe and comment on a videotaped rape trial. After repeated viewing of the “slasher” films,
subjects showed less sympathy toward victims of rape, perceived less violence in the films, perceived
films as less violent toward women, and showed decreases in anxiety and depression due to the rape
trial.16

3. Trauma and Victimization

Media violence also leads to fear and a feeling of victimization. In one study, 75 percent of high
school students reported media violence at moderate to high levels, and 10 percent sought counseling
due to nightmares, anxiety, and fear associated with media violence.17 Another study of 3rd to 8th
graders confirmed the relationship between trauma symptoms (such as nightmares) and increased
television viewing.18

After the events of September 11, 2001, many Americans developed symptoms of post-traumatic
stress disorder (PTSD). One study determined that increased television viewing for the few days after
the event was a stronger predictor of PTSD than living in New York City, having had a friend or
relative involved in the event, or even having actually been inside the World Trade Center that day.19

The Cost of Media Violence in the United States and Worldwide
In spite of the wealth of data connecting media and actual violence, the extent of damage on our
society remains in question. One researcher explored epidemiologically the introduction of television
into various societies. He found that the homicide rate consistently doubled in different societies
(United States, Canada, and South Africa) during the 10-15 year period after the introduction of
television, whenever that happened to be. He extrapolated that, had TV never been introduced, each
year the United States would have 10,000 fewer homicides, 70,000 fewer rapes, and 700,000 fewer
injurious assaults.20

With American media quickly spreading across the world, the problem has become global.
Researchers believe that, as of 1993, media violence was responsible for about 5-15 percent of total
actual world violence.21

Other Media
Although most research on media violence has involved television and film, other types of media
violence likely contribute to societal violence as well. Violent video games have been shown to
increase aggression and delinquency.22 The two youths responsible for the killings in Littleton, CO
avidly played Doom, a violent video game used to train soldiers to kill. They created a customized



version of the game involving two shooters with unlimited ammunition, extra weapons, and
defenseless victims—a fantasy which they later brought to reality in their high school.22 More research
needs to be done on the potential of computerized video games, the Internet, and other media to
increase violence.

Future Directions
Limiting exposure is one method of lessening the impact of violent media on youth. This can be
achieved informally or through the use of technology which “locks out” certain channels or amounts
of television. This does not, however, affect the amount of film violence or other types of media
violence consumed. Although film ratings and advisory labels can help parents decide on programs to
be avoided, there are two major problems with relying on this system. First, certain labels, such as
“parental discretion advised” and “R” have been shown to attract children, especially boys.8 Second,
as has been noted, violence is present is many programs not considered to be violent, such as
children’s cartoons.

In addition to limiting exposure to violent media, educational efforts should be developed to help
children understand the divide between real and fictionalized violence. Such media literacy programs
have been shown to be effective, both in limiting the negative effects of media as well as in exploring
the potential positive and pro-social uses of media.23-26

In summary, the following measures are recommended:

1 . Physicians should become involved in media education by

a . learning about the potential health risks of media consumption;
b . questioning patients about excessive exposure to media violence;
c . incorporating warnings about the health risks of violent media consumption into

their preventative services; and
d . limiting video and television use in waiting rooms and substituting educational

materials.

2 . Families should limit and monitor media consumption.

a . Children under 2 years of age should be discouraged from watching television.
Before this age, direct social interaction is critical to brain development, and
television has been shown to interfere with such interaction.23

b . Other children and adults should limit media consumption to less than an average of
1-2 hours a day.

c . Adults should monitor the various media to which their children are exposed,
including TV, films, video games, music videos, and the Internet.

3 . Policy changes should accompany our newfound understanding of the impact of media
violence on public health.

a . Federal, state, and local restrictions on media violence should be increased.
b . Physicians and community members should partner with media producers to limit

the amount and type of violence produced.

4 . Media education and media literacy programs should be encouraged.

a . Whenever possible, adults should watch with their children and help them process
media violence. Taping programs beforehand enables pausing for discussion or
processing.

b . Media education programs that focus on demystifying and processing media
violence should be developed and implemented. Emphasis should be placed on the
inappropriate, unrealistic nature of violence on television and in films, and the
consequences, responsibility, and complexity involved with true violence.
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That the AAFP support a J-1 VISA fast track process similar to the Premium Processing service
available to H-1B VISA applicants. (2003) (2009 COD)
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(AAFP Reprint No. 305b)

Mission

1 . To speak with a unified and cohesive voice regarding the development of the family
medicine workforce on state and national levels.

OBJECTIVES
2. Identify the appropriate proportion of the nation’s physician workforce that should be family
physicians to ensure efficient healthcare delivery with attention to access and value, effective
healthcare addressing quality and cost, and equitable care with regard to disparities and distribution.

3. Review demographic changes in the U.S. population and adjust workforce projections accordingly.

4. Review demographic changes in the family physician workforce, such as physician disengagement
from clinical practice, part-time practice, and clinical reentry.

5. Identify needed changes in healthcare financing and medical education funding to meet stated
priorities.

6. Address the ongoing and significant changes in medical school class size and graduate medical
education funding policies, and their anticipated impact on family medicine workforce.

7. Review trends in general internal medicine, general pediatrics, nurse practitioner and physician
assistant workforce and identify how those trends influence family physician workforce and
distribution.

8. Discuss the impact of increased healthcare coverage on family physician demand, utilization, and
access.

9. Provide data that will be accessible to state chapters, medical schools and other constituents.
BACKGROUND

10) The current AAFP Policy “Family Physician Workforce Reform” as approved by the Congress of
Delegates in September 2006 states that the AAFP should regularly assess and report on the family
physician workforce. Accessing reliable health care is a major concern of the American public, and
consistently ranks high on national surveys.1

11) Updating AAFP Workforce Policy is not only timely but also necessary because of the national
discussion about health care delivery, physician practices, and patient access. Other important
considerations include a rise in medically underserved populations, a new federal administration with
an agenda to address health system reform and a new model of enhanced health care delivery. These
changes require a workforce policy with greater specificity in its recommendations and present an
opportunity to positively impact both national and state health policy. Addressing the national health
workforce is a recognition of health care as a public good and that maintaining a sufficient number of
well-trained and appropriately deployed family physicians is in the public’s best interest.2

12) Projecting the appropriate family medicine workforce composition and distribution must be part of
the discussion of high-quality and efficient health care delivery; it also must be part of an agreement
on the population health outcomes goals to be achieved. The AAFP has most recently commissioned
studies of the health workforce,3,4 which have resulted in policy statements. The need to have a sound,
data-driven workforce plan with clearly articulated policy recommendations is critical to advocacy
initiatives during times of health system change.

SITUATION ANALYSIS

13) There are approximately 269,000 primary care physicians currently in the United States. Of those,



about 38 percent are family physicians.5 Adequate workforce projections are a key piece of the
development of advocacy priorities if the AAFP is to meet its goal of ensuring access to care in a
patient-centered medical home for everyone. Accurately projecting the health workforce is
challenging, due to the complex nature of the many variables involved, the assumptions which
underlie each variable, the methodology used, and the lack of a national workforce policy or model.
For this reason, accurate health workforce projections remain elusive and controversial.

14) Recruitment, training, and retention constitute the longitudinal progression of the development of
the family physician workforce. Differing factors influence each of these three components. Similarly,
institutions with different missions influence various aspects of the overall physician workforce
pipeline. Other variables that influence workforce include workforce trends of other healthcare
disciplines and socioeconomic trends that influence the public’s ability to access healthcare resources.

15) The U.S. health care system is characterized by excessive cost and substandard population health
outcomes. There are multiple calls for health system reform. A condition for any meaningful reform is
a clearly articulated health workforce policy.

16) One durable finding is that primary care is essential to any efficient health care system. In order
for the United States to control costs, reduce health disparities and deliver high-quality care, the
primary care workforce must be strengthened and deployed in a manner consistent with the health
needs of the population. Health reform without systematically strengthening the primary care base is
unlikely to succeed.6

17) This policy statement goes beyond projecting a specific number of physicians, but rather describes
key issues of national workforce coordination, fiscal reform, and delivery systems that are essential to
contain health care spending and improve health outcomes.

DISCUSSION
18) In 1961, half of U.S. physicians were generalists, primarily general practitioners. Since then, the
percentage has dramatically declined.7

19) The demographics of the U.S. population will continue to change. Along with an increase in the
overall population, the number of older Americans will continue to increase as people live longer, and
they will have more chronic diseases. Cultural and ethnic changes will continue as the population
becomes increasingly diverse. The U.S. physician workforce must be prepared to care for a larger,
increasingly diverse and older population with an increasing number of chronic medical conditions.

20) The health care systems of countries now dedicated to universal coverage for and access to health
care are based on a foundation of generalist physicians, usually family physicians, at a higher
proportion than is now present in the United States. These countries, as well as the more cost-efficient,
closed-panel health maintenance organizations (HMOs) in the United States, tend to use fewer
subspecialist physicians and a higher proportion of generalist physicians.8

21) The increasing generalist-specialist imbalance in the United States undermines the nation’s ability
to achieve universal health care access and limits its ability to meet needs of underserved rural and
urban populations. Primary care services provided by limited specialists and sub-specialists who have
had little or no primary care training or continuing education can be expected to be both costly and
inefficient, because limited specialists tend to use technologies and procedures of their specialties
more than generalists. Furthermore, because of their narrower educational focus, limited specialists
will more frequently seek consultation for patients who have common acute and chronic illnesses.
Services may be fragmented and duplicated by visits to multiple specialists, and preventive services
may not be provided adequately.9-11

22) Many nationally recognized groups, including the Council on Graduate Medical Education, the
Association of American Medical Colleges, the Robert Wood Johnson Foundation and the Pew Health
Professions Commission, have called for 50 percent of U.S. medical graduates to enter generalist
careers.12-15 In 2006, the AAFP completed a comprehensive workforce study that identified the ideal



ratio of family physicians to population calculated from a needs-based model.3 However, many other
factors, such as the demographic changes of the U.S. population, new models of healthcare, achieving
recommended health screenings, aging physician demographics and practice patterns, and health
reform measures that may include expanded insurance coverage will affect the workforce need.

23) As an example, in April 2006 Massachusetts passed a state bill designed to provide health
coverage for its 600,000 uninsured. Despite being the state with the highest ratio of primary care
physicians to population (125.6 physicians per 100,000), the act resulted in an immediate crisis of
health care access.16 Significant delays in care have resulted with some patients waiting more than a
year for a simple physical examination.17

24) Recent projections from multiple workforce reports and publications predict major shortages in
primary care providers, especially for the adult population. The American College of Physicians has
expressed overt concern regarding the decline in the number of general internists.18 In 2008, a study in
JAMA revealed that only 2 percent of medical students planned to pursue general internal medicine.19

The AAMC reports an impending “crisis” in provider access, and even the organizations of mid-level
providers are struggling with trends toward specialization and away from primary care.20 Recent
trends in graduate medical education suggest that the number of general pediatricians, general
internists and even AOA trained family physicians produced by their training programs is dropping.21

With the declining numbers of other providers of primary care, the number of ACGME trained family
physicians must be increased to meet the public’s needs.

25) The results of the 2006 AAFP Workforce Study found that, in order for all in America to achieve
adequate access to a primary care physician, 139,531 family physicians will be needed by the year
2020. The results of the 2006 AAFP Workforce Study reported that the nation will need approximately
39,000 more family physicians by 2020 in order for all Americans to achieve access to a primary care
physician. In 2008, Colwill and others have predicted that population growth and aging will result in a
deficit of up to 44,000 adult care generalist physicians by 2025.22 Subsequent analysis and the
more-rapid-than-expected decline in the production of general internists suggest that shortages of adult
care generalists will be even worse than predicted, and that family physicians will be relied upon to
close the bulk of that gap.23

26) A determined number of training positions in U.S. health professions education outside of
residency pathways to certification should be available annually for exchange visitors whose costs are
paid by their home countries and who return to practice in their home countries upon graduation.

27) Both allopathic and osteopathic medical schools are rapidly increasing the pipeline of physicians
both through expanding class sizes and opening new medical schools. Attention also must be paid to
ensure that the increasing number of graduates will provide the kind of care most needed.

28) Federal funding for graduate medical education should reflect physician workforce policy, with
preferential funding for training primary care physicians, particularly family physicians, and
concomitantly less funding for the training of other physicians. All payers of health care services
should contribute to paying the costs of medical education. A public-private entity should be
established to allocate funding for residency positions among training programs based on the nation’s
workforce needs. Preferential funding should be given to residency programs that have a track record
of producing generalist physicians, physicians located in and or serving rural and inner-city
populations, or physicians from underrepresented minorities.

29) The physician workforce is dynamic and changes in physician work patterns can be anticipated.
Increasing numbers of physicians choosing to leave practice, return to practice after periods of clinical
inactivity, part-time practice, and other factors will affect the number of physician FTEs (full-time
equivalents) providing patient care.24

30) A critical issue central to the AAFP’s current recommendations is the identification of the family
physician as the provider of choice for primary care services for Americans, rather than abdicating the
role of primary care provider to others, as it appears other adult primary care specialties are doing.



Given the extent and breadth of training, the quality outcomes and cost efficiency of practice, as well
as the demands of delivery systems and satisfaction of patients, family physicians will be at a
competitive advantage and will fill critical roles in the health care marketplace. Current
recommendations are intended to support efforts to ensure health care access for all in America and to
meet the needs of underserved rural and urban populations.

31) The delivery of emergency medical care in the US is an essential public service that requires a
cooperative relationship among a variety of health care professionals. The Institute of Medicine Report
on Emergency Care and others confirm the critical role of family physicians along with emergency
medicine specialist in the emergency care workforce. The AAFP supports family physicians as
essential and qualified providers of emergency care in a variety of settings, especially in rural and
remote communities.

32) The annual number of Nurse Practitioners (NP) graduating is declining by 4.5 percent every
year.25 The number of Physician Assistant (PA) graduates, on the other hand, continues to rise
(http://content.healthaffairs.org/cgi/reprint/21/5/174.pdf); however only a third are now entering
primary care practice (www.aapa.org). While PAs and NPs remain important contributors to the
primary care workforce and are an important part of the team-based approach within the
Patient-Centered Medical Home model of care, their contribution will be affected by the decline in the
number of graduates from NP programs as well as an increase in the percentage of PAs and NPs who
practice in subspecialty disciplines rather than primary care will.25

SUMMARY RECOMMENDATIONS

National Workforce Planning:
33) A commission addressing national health workforce issues should be established. This body will
represent the multiple stakeholders and report to Congress and the Executive Branch as appropriate.
The charge of this commission will be to establish a national workforce database and to develop a
strategic plan to align graduate medical education policy with the needs of the country.26

34) There should be established a public-private entity to allocate funding for graduate medical
education positions in accordance with the national health workforce commission priorities.

35) The AAFP should regularly assess and report on the family physician workforce, including
attention to GME positions, the number of family physicians, their geographic distribution,24

demographic information (including racial and ethnic diversity), practice patterns, and market share.*

Specialty Distribution of the Physician Workforce:
36) The evidence for the efficiency of health systems based on robust primary care is compelling. The
percentage of U.S. primary care physicians is low and falling. A ten-year national plan should target
50 percent of the total number of U.S. physicians to practice in true primary care specialties (Family
Medicine, General Pediatrics, and General Internal Medicine).26 True primary care practice should be
measured by the clinical practice of family physicians, general internists, and general pediatricians
five years after residency completion.

37) In a changing health policy landscape, the future contribution of general pediatrics and general
internal medicine to primary care remains unclear. To support efforts to ensure health care access for
all Americans, to meet the needs of underserved populations, and to meet the increasing demands for
heath care services of an aging population, at least 30 percent of ambulatory patient care in the United
States will need to be provided by family physicians. This will require an expanded workforce of
40,000 or more family physicians by 2020.

Funding/New Financial Models:

38) Funding for Title VII, Section 747 of the Public Health Service Act should be increased to support
departments of family medicine. Medical schools that produce more primary care physicians should
receive preferential funding.



39) The United States should increase payments to family physicians for clinical services in order to
attract them to and sustain them in the new model of family medicine, and to promote improvement in
health care delivery outcomes.*

40) New physician payment models must be immediately developed, tested, and implemented in order
to remedy the unsustainable income gap between primary care physicians and other specialties. State
and federal insurance programs should immediately undertake a series of demonstration projects in
payment reform that emphasize primary care, underserved and rural practice. Care coordination fees
should be developed, tested, and implemented.

41) All payers of health care services should be contributing to the costs of medical education.*

42) High-quality ambulatory practice will be a major pathway to reducing overall health care
expenditure. Approximately two-thirds of family medicine training takes place outside of the hospital.
Two-thirds of CMS Graduate Medical Education funding should track directly to residency programs
to support training in the ambulatory setting.27

43) Collaborative rural training sites should be prioritized under expanded Title VII funding.
Physicians trained to provide care in collaborative clinical training practices that include nursing,
mental health providers, social workers and pharmacists, among others, will result in improved
multi-disciplinary team-based care that is essential to delivering high quality preventive and chronic
care services. Rural sites have unique challenges to developing these models, and federal funding
should assist with eliminating barriers to the development of collaborative, multidisciplinary training
programs.

44) Training programs that produce physicians from underrepresented minorities, or those whose
graduates practice in underserved communities or serve rural and inner-city populations should be
preferentially funded.*

45) National funding for graduate medical education should reflect population health needs in the
United States, preferentially funding training for needed generalist physicians, particularly family
physicians, with concomitantly less funding for the training of other physicians. Specifically,
additional training positions will need to be funded for family medicine rather than for other
specialties.*

Medical School Expansion:
46) Medical school expansion must be developed in ways that target primary care rural and
underserved practice. Medical school expansion without realigning incentives will add more specialty
physicians, largely in areas where they are not needed, thereby increasing cost to the health system
without improvement in population health outcomes.

47) Loan repayment programs for primary care careers should be significantly increased to eliminate
medical school debt as a barrier to choice of careers in primary care.28

48) Medical schools must be funded with appropriate incentives to address the public’s physician
workforce needs. Financial incentives to medical schools that consistently produce higher numbers of
primary care physicians should be developed. Understanding the time it takes to adjust a teaching and
training model, the incentives should be modified on a five-year needs-based model.

49) Medical schools should be encouraged to develop admissions policies that identify and recruit
those students most likely to pursue careers in primary care.28

50) All medical schools should manage their recruitment efforts to attract students most likely to select
career paths and practice locations that will improve the current state of geographic, demographic, and
specialty mal-distribution of both types and numbers of physicians across the nation.



51) As medical schools expand their class sizes, a portion of the new slots should be dedicated to
students who plan to choose family medicine or other primary care careers.

Delivery Systems:
52) The AAFP should continue development and implementation of the Patient-Centered Medical
Home as defined by the Joint Principles of the Patient-Centered Medical Home.29

53) Family medicine residencies should prepare family physicians for the evolving demography of the
U.S. population, with special attention to care of the older adult, health disparities, and the
management of complex patients with chronic illness. The Patient-Centered Medical Home model
should be implemented in all family medicine residency programs.*

Access:
54) Community Health Center’s (CHC’s) are a major delivery system in rural and underserved areas
of the United States which have a significant problem with access to primary care services. As the
uninsured are increasingly brought into the system, CHCs are likely to be critically important for
health access. If 30 million patients are to be served by 2015, 15,585 additional family physicians will
be needed. If 69 million are to be served — as some have projected — an additional 51,299 primary
care physicians will be needed.30 CHCs should be better utilized as teaching and training sites for
physicians and funded to do so.28

55) Strategies to improve access to health care for the 56 million people who live in geographic Health
Professional Service Areas (HPSA’s) and Medically Underserved Populations (MUP) areas must be
employed. Elimination of HPSAs will require a comprehensive approach that includes training more
family physicians in rural settings, expanding opportunities for students to trade medical school debt
for service, expansion of the National Health Service Corps (NHSC), and improving physician
payment for rural practice.

56) The AAFP supports policy that acknowledges the role of family physicians as providers of
emergency medical care, especially in rural and other community hospital settings that depend upon
family physicians as part of a comprehensive approach to addressing the nation's need for access to
emergency care.

57) Physician compensation models for underserved practice locations (HPSAs, MUPs and Medically
Underserved Areas) should be developed, tested, and implemented.

58) Primary care nurse practitioners and physician assistants should be practicing in integrated
practices with primary care physicians utilizing the team-based Patient-Centered Medical Home
model.

Community Health Centers:
59) In order to provide a pipeline of physicians for the nation’s expanding CHC programs, the NHSC
should be increased from 3 to 4 percent of physicians in the current program to provide opportunities
for 6 to 12 percent of physicians.28

60) Develop a Senior NHSC program. In addition to training new family physicians, retaining existing
senior physicians and redeploying them to areas of need is an understudied strategy. This special
program would retain experienced physicians who would otherwise retire, and employ them in areas
of need.

61) Streamline linkage of Graduate Medical Education (GME) funding to the development of
“Educational Health Centers” in association with CHCs to ensure that higher proportions of family
physicians complete training in rural and underserved sites. Family Medicine residents who train in
CHCs are more likely to continue to care for underserved populations.27



Geriatrics: 
62) Title VII funding should be expanded to encourage improved geriatrics training and care through
support of Academic Departments of Geriatrics, geriatric fellowship programs, and incorporation of
geriatric education throughout the training of all adult primary care providers.

63) New physician payment models for providing geriatric care under the Medicare program should be
developed, tested, and implemented.

64) There should be an increased emphasis on the recruitment of a diverse student population
reflecting those most likely to care for rural, underserved, and elderly populations, and who more
closely resemble the racial and ethnic make-up of the U.S. population.*

International Medical Graduates

65) International medical graduates will continue to be important contributors to the U.S. physician
workforce. Care must be taken to avoid the recruitment of physicians from countries with shortages of
health care providers and the creation of a “brain drain” that will worsen the health care needs of their
home countries.* 31

66) A determined number of training positions should be available for exchange visitors who plan to
return to practice in their home countries upon graduation.* The national health workforce
commission (reference paragraph 32 above) should study and make recommendations on this issue.

* Current AAFP policy
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Women in Family Medicine, Proportionate
Representation in Leadership Roles
See also:

Diversity in the Workplace

Diversity, Assuring Sensitivity to Diversity in AAFP Education Activities

Medical Schools, Minority and Women Representation in Medicine

The American Academy of Family Physicians confirms its policies on women in family medicine by
encouraging women to: (a) continue to enter the specialty of family medicine; (b) participate actively
in all Academy programs and activities, and (c) participate at all levels of leadership, and ensuring that
the personal and professional development of women family physicians is addressed. (B1983) (2010
COD)

The AAFP and its constituent chapters strive for proportionate representation for women in leadership
roles in the Academy. (1988) (2010 COD)

Women's Health Specialty
See also:

Women's Health Care

Women's Health Care, Family Physicians Providing

The American Academy of Family Physicians supports excellence in the health care of women, but
opposes the creation of a separate medical specialty or subspecialty in women's health. (1999) (2010
COD)

Women's Health Care
See also:

Women's Health Care, Family Physicians Providing

Women's Health Specialty

Maternal/Child Care (Obstetrics)

Reproductive Decisions

Female Genital Mutilation

The AAFP affirms the concept that a sufficient family physician workforce is essential in order to
adequately meet public needs for appropriate women's healthcare. (1993) (2010 COD)

Women's Health Care, Family Physicians Providing
See also:

Maternal/Child Care (Obstetrics)

Reproductive Decisions

Women's Health Care

Family physicians are well trained, qualified and involved in providing comprehensive, continuing 

care of women throughout their lifecycle. (1993)(2010COD) 
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