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INTRODUCTION

Each family medicine residency program is responsible for its own curriculum. The AAFP
Commission on Education’s Subcommittee on Graduate Curriculum has created this
guide as an outline for curriculum development, and it should be tailored to the needs of
the program.

Through a series of structured and/or longitudinal experiences, the curricula below will
support the overall achievement of the core educational competencies defined by the
Accreditation Council for Graduate Medical Education (ACGME) and provide guideposts
to program requirements specific to family medicine. For updates and details, please
refer to the ACGME website at www.acgme.org. Current AAFP curriculum guidelines
may be found online at aafp.org/cg. These guidelines are periodically updated and
endorsed by the AAFP and, in many instances, other specialty societies, as indicated on
each guideline.

PREAMBLE

In 2007, the Joint Principles of the Patient-Centered Medical Home emphasized the
need for comprehensive and coordinated care, quality and safety, access and a personal
physician. The concept of a patient-centered medical home (PCMH) to provide high-
quality primary care supports these ideals. Organizations such as the Primary Care
Collaborative were formed to promote progression of this concept.

Residency graduates face an increasingly demanding and complex health care
environment, and care delivery models are evolving to meet patient needs. Family
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physicians are presented with various job opportunities—including group practice, direct
primary care and telemedicine—and opportunities to lead expanded care teams. Within
each practice setting, physicians may encounter accreditation and regulatory
requirements, personnel decisions, quality metrics and access standards. Accordingly,
new physicians need to possess the skills, adaptive capacity and knowledge to help
create and lead a comprehensive health care team that embodies the underlying
concepts of the PCMH. An engaged physician leader remains central to the success of
the team.

PATIENT CARE

At the completion of residency training, a family medicine resident should be able to:

1.

Understand the components of empanelment, including:

a. Determination of proper panel sizes

b. Models of risk assessment used to determine patient complexity

c. Chronic and preventive population health management through scheduled
appointments and outreach initiatives

Demonstrate proficiency in creating patient-team partnerships to advance patient

care, maintain continuity and deliver timely services

Understand the importance of prompt access to care, including template

management that involves:

a. ldentifying appointment types and the ratio of appointment types

b. Matching access to and demand for care through various appointment types,
open scheduling and same-day visits, including digital and asynchronous
options

c. Determining the equity of access to address health care disparities

d. Optimizing the care team to provide access to needed services

Understand the importance of familiarity with the communities and cultures one

serves in order to meet their needs

Make a holistic assessment of patients and their environment

a. Collect and evaluate information on social determinants of health to identify
gaps and barriers in care

b. Use the community health needs assessment (CHNA) to allocate appropriate
resources to the community

c. Assess the impact of mental health and substance use, especially in relation to
trauma-informed care

MEDICAL KNOWLEDGE

At the completion of residency training, a family medicine resident should have the
following baseline knowledge:

1.

2.

Population management strategies to assess and achieve quality care metrics,
along with their benefits in patient-centered care

Patient-specific preventive health recommendations and how to counsel patients
regarding them

Utilization of a multidisciplinary team in complex care management
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5.

Determination of patients who are high utilizers

Referral and test tracking

Care coordination and transitions of care

Behavioral component in the patient plan, including trauma-informed care
Proper utilization of medical tools, analytics and references, including ethical use of
artificial intelligence (Al)

Adverse outcomes and how to lead a root cause analysis with the multidisciplinary
team
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INTERPERSONAL COMMUNICATION

At the completion of residency training, a family medicine resident should be able to:

1.

2.

@ N

Model excellent communication with support staff, colleagues and all members of

the care team

Communicate a vision for the medical practice and empower the development of

team models that promote trust, growth and engagement in the practice

a. Foster meaningful connections with support staff and patients

b. Facilitate a culture of safety by empowering team members to speak up and
give feedback

Demonstrate the ability to independently prioritize and perform or appropriately

delegate tasks to other individuals within the team

Include the “voice of the patient” by using patient focus groups or advisory

councils and routinely practicing shared decision-making

Utilize health IT and new innovative approaches to health care delivery (See the

AAFP curriculum guideline on medical informatics.)

a. EHR options and impact on practice

b. Meaningful use measures

c. E-prescribing, virtual patient care, practice website design and online patient
education for two-way electronic communication

d. Al scribe and inbox technologies

Help patients and others involved in their care locate reputable medical

information on the internet and from other sources

Discuss internet safety and protection of health information

Discuss risks and benefits of social media use for a medical practice and for a

health care professional

SYSTEMS-BASED PRACTICE

At the completion of residency training, a family medicine resident should be able to:

1.

2.

Demonstrate a basic understanding of PCMH concepts, including the Institute for
Healthcare Improvement’s (IHI's) Triple Aim

Demonstrate the ability to foster patient-centered care using a holistic approach
within the framework of the individual, family and community

Demonstrate an understanding of optimal staffing requirements, full-time
equivalent (FTE) measurements, empanelment methods and metrics for
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efficient and high-quality care
. Demonstrate basic understanding of productivity and financial management,
including:
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Billing, coding and documentation for medical necessity requirements
Relative value unit (RVU) generation
Physician compensation models
Pay for performance and CMS
Payor capitation and subcapitation models, including value-based care
Cash flow management, including payments, reimbursement and expenditures
. Scheduling
nderstand team-based care
Definition, clarification and expansion of each team member’s roles and
responsibilities, including non-physician clinicians, mental health professionals
and support staff
b. Utilization of team members to the top of their abilities, education and licenses
c. Establishment of staff involvement in quality improvement (Ql) procedures
d. Evaluation of team members and feedback from team members
e. Facilitation of routine meetings and daily huddles
f. Establishment of a foundation for office workflow based on team members’

expertise
. Apply knowledge of guidelines and resources critical to clinic operations and
accreditation
a. PCMH resources
b. American College of Physicians PCMH resource website
c. DNV, Joint Commission or other hospital-based PCMH accreditation standards
d. IHI Triple Aim
e. Agency for Healthcare Research and Quality patient-centered medical
neighborhood
f. CHNA
Have routine exposure to quality metrics
a. Access, continuity, outcomes and patient experience measures
b. Healthcare Effectiveness Data and Information Set (HEDIS) measures
c. Medicare Access and CHIP Reauthorization Act (MACRA) Quality Payment
Program: Merit-based Incentive Payment System (MIPS) and Advanced
Alternative Payment Model (AAPM)
. Have exposure to legal and personnel management topics (See the AAFP
curriculum guideline on risk management and medical liability.)
a. Quality assurance and risk management
b. Employment contracts, to include performance expectations, compensation,
benefits and liability coverage
c. Estimation of staffing requirements
d. How to work with learners in a medical practice setting
e. Strategic planning
f. Recruitment, motivation, retention and termination
. Apply education regarding facilities management
a
b
C
d

Rent, lease or own
. Location and marketing
. Inventory and supplies
. Special services: office-based procedures, vaccine storage, radiology, lab,
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financial counselors and social workers
e. Medical records

i. HIPAA

i. Chart audits

iii. Patient portals

10. Understand finances

a. Cash flow, to include billing, accounting and overhead management

PRACTICE-BASED LEARNING

At the completion of residency training, a family medicine resident should be able to:

1.

o

Recognize the importance of lifelong learning and the pursuit of improved quality
care with evidence-based best practice standards that are continuously evolving

2. Understand how to innovate in an increasingly complex health care environment
3.
4. Lead improvement initiatives in quality and patient experience metrics

Utilize data and the care team to create concrete goals and objectives

a. Develop methods for performance measurement, including care outcomes
and patient experience

b. Engage clinicians and staff in Ql activities

c. Use validated tools and evidence-based medicine to improve patient care

Foster innovative approaches to health IT and clinical care

Analyze current practice

a. Documentation, coding and RVUs

b. Collaboration with the practice’s patient advisory committee to assess and
address community health needs

PROFESSIONALISM

At the completion of residency training, a family medicine resident should be able to:

1.

2.

Model professionalism in leading the collaboration of support staff and the clinical
care team

Demonstrate an understanding of basic physician leadership attributes and skills
necessary to effectively lead a comprehensive care team

Conflict resolution

Mentorship

Self-awareness

Ability to give and receive feedback

Adaptability

Growth mindset

Demonstrate foundational knowledge of the administrative, legal and financial
processes involved in clinic operations

Demonstrate awareness of implicit bias, particularly in relation to race and
ethnicity
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IMPLEMENTATION



This curriculum guideline should be taught through both focused and longitudinal
experiences, with increasing emphasis during the latter half of residency. Integration into
conferences, group discussions, case studies and community projects is recommended.
Residents should gain hands-on experience by being involved in on-site practice
management in the family medicine practice. Additionally, residents should be involved
in practice transformation policies and workflows as a way of implementing what they
learn and integrating it with experience.

Residencies with clinical activities that are limited to only one model of practice should
make special effort to expose residents to other practice types. Each family medicine
resident should be able to demonstrate the ability to work with various individuals
involved in practice management, including demonstrating an understanding of their
relationships to practice needs, office personnel, practice management systems,
consultants and various other resources available in the community.
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