2019 FMX Public Health Handouts

AAFP Clinical Practice Guidelines: Championing Science and Evidence in Your Practice
(CME241‐242)
Climate Change: Managing Health Impacts in Your Practice (CME243‐244)
Collaborative Care: State Targeted Response Technical Assistance for Opioids – How it
Works and How It Can Help You (CME245‐246)
Main Stage: Top 10: EBM Updates (CME247)
Mitigating Bias in Reproductive Health Conversations (CME256‐257)
Practice Changers: Top 20 POEMs of 2018 (CME248‐249)
Practice‐Based Research Networks: The Laboratories of Family Medicine (CME250‐251)
U.S. Preventive Services Task Force Update (CME252‐253)
Using the AAFP Office Champions Quality Improvement Model to Improve Adult
Immunization Rates (CME254‐255)

AAFP Clinical Practice Guidelines:
Championing Science and Evidence
in Your Practice
David O'Gurek, MD, FAAFP
Bellinda K. Schoof, MHA, CPHQ, CAE
Melanie Bird, PhD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

David O'Gurek, MD, FAAFP
Associate Professor, Department of Family and Community Medicine, Lewis Katz School of
Medicine at Temple University, Philadelphia, Pennsylvania; Director of Urban Community
Health, Center for Bioethics, Urban Health, and Policy, Temple University, Philadelphia,
Pennsylvania
Dr. O’Gurek earned his medical degree from the Pennsylvania State University College of
Medicine, Hershey, and completed a family medicine residency at Lancaster General Health in
Pennsylvania. He practices comprehensive outpatient family medicine, as well as coordinating
an office-based opioid treatment (OBOT) program for patients who have opioid use disorder. In
his role as Director of Urban Community Health, he coordinates undergraduate and graduate
medical education programs on social determinants of health and community health advocacy.
He also serves as the director of Begin the Turn, a community-based, trauma-informed public
health solution to address the overdose crisis. Dr. O’Gurek collaborates with Temple
University’s faculty practice and the Temple Center for Population Health on creative methods
to address the university’s community health needs assessment. Notably, he has partnered
with the City of Philadelphia and its agencies to address the overdose crisis. He is a former
chair of the AAFP’s Commission on Health of the Public and Science.
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Bellinda K. Schoof, MHA, CPHQ, CAE
Director, Health of the Public and Science Division, American Academy of Family Physicians,
Leawood, Kansas
Schoof has 20 years of experience in evidence-based clinical guideline development, clinical
and population health policy development and promotion, and implementation of evidencebased interventions at the family medicine practice level. Her previous roles in the AAFP’s
Health of the Public and Science Division have included acting director and clinical policies
manager. Prior to her career at the AAFP, she served as director of the Health Care Quality
Improvement Program at the Kansas Foundation for Medical Care in Topeka. Schoof earned
her Bachelor of Science degree in public health and her Master of Health Administration (MHA)
degree from Indiana University, Bloomington. She is certified in grant writing through the
Grantsmanship Center, a Certified Professional in Healthcare Quality (CPHQ) through the
National Association for Healthcare Quality, and a Certified Association Executive (CAE)
through the American Society of Association Executives.

Melanie Bird, PhD
Clinical Policies Strategist, American Academy of Family Physicians, Leawood, Kansas
Bird earned a Bachelor of Science (BS) degree in microbiology from Kansas State University in
Manhattan and a doctoral degree in experimental pathology from the University of Texas
Medical Branch Graduate School of Biomedical Sciences in Galveston. She completed her
postdoctoral training at the Loyola University Stritch School of Medicine in Maywood, Illinois.
Bird has more than 20 years of research experience and has participated in or led multiple
funded projects that have resulted in numerous peer-reviewed journal articles. In her current
role at the AAFP, she participates in the review and development of clinical guidelines that are
based on independent systematic reviews of the evidence and adhere to a rigorous
methodology for grading the evidence and developing recommendations. She also aids in the
development of additional clinical resources for family physicians, including policies, clinical
recommendations, quality improvement resources, and point-of-care toolkits.
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Learning Objectives
1.

Describe the process used by the AAFP to review clinical practice
guidelines for potential endorsement.

2.

Articulate key steps in the AAFP’s grading of recommendations and
development of evidence-based clinical practice guidelines.

3.

Assimilate the AAFP's practical approach to evaluating literature to
remain up to date as well as evidence-based in practice

4.

Identify best practices for implementation of key recommendations to
manage chronic conditions based on recent guidelines developed by
the AAFP.

Audience Engagement System
Step 1

Step 2

Step 3

4

Clinical Practice Guidelines (CPGs)

5

AAFP Clinical Practice Guidelines Page

Characteristics of Trustworthy* CPGs
• Informed by a systematic review of the evidence & assessment of
benefits and harms of alternative care options
• Follow sound, transparent methodology to translate evidence into
practice
• Patient-oriented outcomes are prioritized
• Feasible, measurable, and attainable
• Sound enough to consider development of clinical performance
measures from recommendations
*National Academy of Medicine (IOM) Standards for Trustworthy Guidelines
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AAFP Board of Directors

TOPIC GENERATION
Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

CPG Guideline Development in Action

Screening and Treatment of
Depression Following Acute Coronary
Syndrome
Frost JL, Rich RL, Robbins C, Stevermer JJ, Chow RT, Leon K, and Bird MD. Depression following acute coronary
syndrome events: screening and treatment guidelines from the AAFP. Am Fam Phys.2019; 99(12) online only.
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AAFP Board of Directors

TOPIC GENERATION
Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Evidence Synthesis & Review

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

Topic Generation
Subcommittee on Clinical
Recommendations & Policies (SCRP)
• The AAFP Guideline for the Detection
and Management of Post-Myocardial
Infarction Depression was reviewed
and designated for an update.
• Topic was nominated to the Agency for
Healthcare Research and Quality
(AHRQ) for an systematic
review/evidence report
• Key questions were developed to
guide the systematic review
– Informs the literature search and
eventual recommendations

TOPIC GENERATION
Relevance to family medicine
No current guideline
available
Systematic review available
or will be available

Supports strategic
objectives
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TOPIC GENERATION

AAFP Board of Directors

Relevance to family medicine

No current guideline available

Systematic review available or
will be available

Commission on Health of the Public & Science
Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
Panel

•
•
•
•

AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

Key Question Development
P

Population

age, condition, ethnicity, sex/gender, etc

I

Intervention

Treatment or diagnostic tool

C

Comparison

Placebo, no treatment, standard of care

O

Outcome

Mortality, symptoms, quality of life, diagnostic accuracy,

Disease‐oriented outcomes
•Intermediate, physiologic or surrogate end points

Patient‐oriented outcomes
•Outcomes that matter to patients
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Key Question Development
P

Population

age, condition, ethnicity, sex/gender, etc

I

Intervention

Treatment or diagnostic tool

C

Comparison

Placebo, no treatment, standard of care

O

Outcome

Mortality, symptoms, quality of life, diagnostic accuracy,

Disease‐oriented outcomes
•Intermediate, physiologic or surrogate end points

Patient‐oriented outcomes
•Outcomes that matter to patients

Poll Question #1
Which of the following would be considered patient-oriented outcomes?
A.
B.
C.
D.

Lower systolic blood pressure
Reduced blood hemoglobin A1c
Increased LDL
Increased risk of stroke
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AHRQ 2017 Evidence Report
•

•

KQ1: What is the accuracy of
depression screening
instruments or screening
strategies compared to a
validated criterion standard
in post-ACS patients?
KQ 2: What are the
comparative safety and
effectiveness of
pharmacologic and
nonpharmacologic
depression treatments in
post-ACS patients?

Treatments
• Pharmacologic
• Nonpharmacologic

Adult postACS patients

KQ 1

Instruments
Screening tools for
depression

KQ 1

KQ 1
Diagnostic accuracy
Sensitivity, specificity, PPV, NPV,
likelihood ratios, ROC curves

KQ 2

Depression
diagnosis

KQ 2
Adverse effects of treatments
• Weight gain
• GI bleeding
• Arrhythmias
• Suicidal ideation,
behaviors, or attempts

Clinical outcomes
• Total mortality
• Depression-related outcomes
o Response or remission
• Cardiac-related outcomes
o Cardiac mortality
o Repeat ACS event
o Resuscitated arrest
o Stroke
o Arrhythmias
o Revascularization
Quality of life
Cost-effectiveness
Utilization of healthcare services
• Cardiac medication adherence
• Readmission rates
• Emergency room visits
Discontinuation of depression
intervention due to adverse effects

Williams JW Jr., Nieuwsma JA, Namdari N, et al. Diagnostic accuracy of screening and treatment of
post–acute coronary syndrome depression: a systematic review. Comparative effectiveness review no.
200. Rockville, Md.: Agency for Healthcare Research and Quality; 2017.

Evidence for KQ1
• Instruments Evaluated: Beck Depression Inventory II [BDI-II],
Geriatric Depression Scale [GDS], Hospital and Anxiety Depression
Scale [HADS], and Patient Health Questionnaire [PHQ]
• Screening in post-ACS patient populations was comparable to
general populations.
– All instruments produced generally acceptable sensitivity, specificity,
and negative predictive values but had low positive predictive values.

• One or two specific items from validated screening scales (BDI-II,
PHQ) may be almost as accurate for diagnostic screening as using
the full instrument
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BDI-II

The BDI-II studies indicated a sensitivity of 90% and specificity of 80%
based on 4 studies with over 1500 patients. Strength of evidence was
rated moderate to high quality.

Evidence for KQ2
•

Antidepressants alone = small positive effect of antidepressants

•

Cognitive behavioral therapy (CBT) plus antidepressants
–
–
–

•

improved depression symptoms, mental health– related function, and overall life satisfaction
No consistent difference on MACE, cardiac mortality, all-cause mortality, repeat ACS,
revascularization, or cardiac hospitalization
Other adverse events not reported

In summary = Strength of evidence was stronger for depression than for
cardiovascular outcomes, and stronger for CBT with antidepressants than for
enhanced care strategies or antidepressant treatment.
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CBT/Antidepressants vs Usual Care
Outcome

Number of Studies/ Number
of Patients

Mean difference
‐2.7 (CI ‐3.7 to ‐1.7) BDI
SMD ‐0.31
(CI ‐0.42 to ‐0.20)

High

Mean difference
2.2 (CI 1.2 to 3.2) SF‐12 MCS
SMD 0.24

High

Moderate

2,481 patients

HR 1.01
(CI 0.86 to 1.18)
for death or nonfatal MI

Not reported

–

Insufficient

1 study
Depression symptoms
2,481 patients
Mental health–related
function

1 study
2,481 patients
1 study

MACE
Adverse effects

Strength of
Evidence

Effect Estimate (95% CI)

Antidepressants vs Usual Care
Outcome

Depression symptoms

Mental health–related
function

Number of Studies/
Number of Patients
1 study
331 patients
1 study
331 patients

Strength of
Evidence

Effect Estimate (95% CI)
Mean BDI
11.0 vs 10.2
SMD 0.12
(CI ‐0.10 to 0.34)
Mean at 18 months 44.5 vs 43.4
SF‐36 MCS
SMD 0.14

Moderate

Low

1 study
MACE

OR 1.07
(0.57 to 2.0) for MACE

Low

–

Insufficient

331 patients
Adverse effects

Not reported
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AAFP Board of Directors

TOPIC GENERATION
Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

Guideline Panel Development
• Following the completion of the independent systematic
review, a guideline panel is formed consisting of a chair and
5-6 other members
– FPs
– Collaborator reps (other medical specialties)
– Patient/Patient Advocacy
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Conflict of Interest Management
• Financial COI
– Material influence that could influence, or be perceived as
influencing, an individual’s point of view

• Intellectual COI
– Activities that create the potential for an attachment to a
specific point of view that could unduly affect an
individual’s judgment about a specific recommendation

Conflict of Interest Management
• Whenever possible guideline members should not
have COI
• Chair or co-convener should not have COI and
remain free of COI for 1 year following publication
• Members with COI should not represent more than
50% of panel
• Funders should have no role in development of
the guideline recommendations
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Review & Management of COI
• Disclosures reviewed prior to placement
on panel
– Potential for exclusion from panel or limits
from discussion or voting on related
recommendations

• COI updated at each meeting

Poll Question #2
Which of the following would be considered an intellectual conflict of
interest?
A.
B.
C.
D.

Listed on a speakers bureau for a pharmaceutical company
Journal articles and editorials on the guideline topic
Stock options in a pharmaceutical company
Expert Witness Testimony
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TOPIC GENERATION
Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

Recommendation Development
• AAFP uses a modified GRADE method to
systematically examine research
– GRADE – Grading of Recommendations
Assessment, Development, and Evaluation

http://www.gradeworkinggroup.org/
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Recommendation Development
• GRADE has been adopted by many groups
including AAFP, ACP, AHRQ, and CDC.
• This is different from the Strength of
Recommendation Taxonomy (SORT) used by the
American Family Physician journal.
• Both are valid systems, but AAFP’s work in guideline
development is separate from the review articles
published in American Family Physician.

GRADE Methodology
• Provides a transparent process or framework to:
– Assess the quality of the evidence (estimate of effect)
• High quality: further research is very unlikely to change our confidence
• Moderate quality: further research is likely to have an important impact on our
confidence
• Low quality: further research is very likely to have important impact on our
confidence
• Very low quality: any estimate of effect is very uncertain

– Develop structured recommendations based on the evidence
• Strong and weak (conditional) recommendations
• Rationale for the recommendation and factors (values/considerations) influencing
the recommendation
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GRADE—Evaluating the Evidence
• RCTs start off as high quality(high
certainty) but can be lowered if
concerns:
–
–
–
–
–

• Observational studies start as
low quality (low certainty) and
can be raised for:

Risk of bias (individual study)
Inconsistency across studies
Indirectness (not relevant to PICO)
Imprecision (relative to effect estimate)
Publication bias

– Large effect
– Dose response
– Residual Confounders (see an
effect “despite” confounders)

Table 1. American Academy of Family Physicians Grading System†
Recommendation*
Definition
Quality of Evidence**
Strong
High confidence in the net benefit for patient‐ High
Moderate
The AAFP strongly
oriented outcomes. Most informed patients
recommends…
would choose recommended option.
Weak
Lower confidence in the net benefit for
Moderate
Low
The AAFP recommends…
patient‐oriented outcomes. Patient choices
may vary based on values and preferences.
Good Practice Point
A recommendation that will be helpful to a
n/a
clinician but for which there is no direct
evidence to support the recommendation
†The AAFP uses a modified version of Grading of Recommendations Assessment, Development and Evaluation
(GRADE)
*Recommendations can be either for or against an intervention or testing modality.
**The strength of the recommendation should be consistent with the quality of the evidence such that strong
recommendations are based on high quality evidence, whereas weak recommendations are based on low to
moderate quality evidence. Very low‐quality evidence should be considered insufficient for a recommendation
unless there are highly unusual circumstances and the benefits would greatly outweigh the harms.
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Recommendation Development
KQ1: What is the
accuracy of
depression
screening
instruments or
screening strategies
compared to a
validated criterion
standard in postACS patients?

Recommendation 1: The AAFP recommends
that clinicians consider screening for
depression, using a standardized depression
screening tool, in patients who have recently
experienced acute coronary syndrome (weak
recommendation, low quality evidence).

Recommendation 1
• The panel determined that the quality of
evidence was low due to the following:
• Lack of direct association of screening and
outcomes in this population (chain of evidence)
• Only BDI-II had enough data to support a strength
of evidence assessment
• While the screening tools were comparable, they
had low predictive values
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Recommendation Development
KQ 2: What are the
comparative safety
and effectiveness
of pharmacologic
and
nonpharmacologic
depression
treatments in postACS patients?

Recommendation 2: The AAFP strongly recommends that
clinicians prescribe antidepressant medication, preferably
selective serotonin reuptake inhibitors (SSRIs) or serotonin
and neurotonin reuptake inhibitors (SNRIs), and/or
cognitive behavioral therapy (CBT) to improve symptoms
of depression in patients who have a history of ACS and
have been diagnosed with depression (strong
recommendation, moderate quality evidence).

Recommendation 2
• The panel determined that the quality of evidence was
moderate due to the following:
• Moderate (SSRI alone) to high (SSRI/CBT) quality evidence
for treatment of depressive symptoms
• Consistent with previous recommendation and evidence report
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Guideline writing process
• Includes intent, rationale, and scope in all
guidelines
• Recommendations should be specific and
clear, keeping number to a minimum
• Consider implementation (at point of care
through EMR, tools/resources needed)
• Discuss updating/review practices*

Updating and Review Process
• All AAFP guidelines undergo review every
5 years
– Literature monitored routinely so updates may
occur sooner than 5 years

• Determine if systematic review needed
• Guideline can be reaffirmed or sunsetted
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TOPIC GENERATION
Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

AAFP Guideline
Review Form

Adapted from the AGREE II tool
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Endorsement of Non-AAFP Guidelines
•

Development of clinical practice guidelines is time and resource intensive,
limiting the number that are developed
Starting in 2008, the AAFP began using endorsement as a way to increase
the number of clinical practice guidelines available to members
It is important to note that guidelines endorsed by the AAFP are separate
from guideline summaries in the American Family Physician (AFP) journal.
– If a guideline or clinical recommendation is in the AFP journal, this does
not make it AAFP policy.
– The AAFP’s clinical practice guidelines are available on our website.
https://www.aafp.org/patient-care/browse/type.tag-clinical-practiceguidelines.html

•
•

Endorsement of Non-AAFP Guidelines
•

Six Domains to Assess:
–
–
–
–
–
–

•
•
•

Scope and Purpose
Stakeholder involvement
Rigor of Development
Clarity and Presentation
Applicability
Editorial Independence

Good = well described and meets
criteria/considerations
Fair = information reported but not meet full
criteria (lacking detail or insufficiently addressed)
Poor = no information or poorly reported

Endorsed = criteria met, overall rating of good
Affirmation of Value= most criteria met, some flaws, overall rating of good or fair
Not Endorsed = criteria not met, major flaws, overall rating of fair or poor
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Relevance to family medicine

No current guideline available

Commission on Health of the Public & Science

Systematic review available or
will be available

Table 1. American Academy of Family Physicians Grading
System†

Supports strategic objectives

KEY QUESTION
DEVELOPMENT

Evidence
Report

Evidence Synthesis & Review

Recommendation*

Definition

Quality of Evidence**

Strong
The AAFP strongly
recommends…

High confidence in the net benefit for patient‐
oriented outcomes. Most informed patients
would choose recommended option.

High

Weak
The AAFP recommends…

Lower confidence in the net benefit for patient‐
oriented outcomes. Patient choices may vary
based on values and preferences.

Moderate

Good Practice Point

A recommendation that will be helpful to a
clinician but for which there is no direct
evidence to support the recommendation

n/a

Moderate

Guideline

Low

Guideline Creation
•
•
•
•

Panel
AAFP Approval
Publication
Dissemination
5 year update

RECOMMENDATIONS &
GUIDELINE DEVELOPMENT

Approval Process
SCRP

CHPS

AAFP
BOD

Publication

Dissemination

5‐year review

SCRP‐Subcommittee on Clinical Recommendations & Policies
CHPS=Commission on Health of the Public & Science
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Moving Guideline to Practice
• Recommendations are written
clearly and are actionable
– Incorporation into EMRs
• Algorithms and supporting
resources provided
• Considerations for cost
• Barriers and facilitators to
implementation

Poll Question #3
Do you plan to implement screening for depression in patients with a
recent ACS event?
A. Yes
B. No
C. Will consider after further reading/discussion
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Resources
•
•
•
•

National Academy of Medicine
AAFP Guidelines
AAFP Guideline Development video
GRADE
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Questions

28

Climate Change: Managing Health
Impacts in Your Practice
Caroline Wellbery, MD
Matthew Burke, MD, FAAFP
Jonathan Temte, MD, PhD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

Caroline Wellbery, MD
Family Physician, Department of Family Medicine, Georgetown University School of Medicine,
Washington, DC; Associate Deputy Editor, American Family Physician
Dr. Wellbery earned a doctorate in comparative literature from Stanford University, California,
and earned her medical degree from the University of California, San Francisco. She
completed her family medicine residency at Community Hospital in Santa Rosa, California,
followed by a medical editing fellowship at Georgetown University School of Medicine, which
launched her multi-decade career as an editor of American Family Physician (AFP). Board
certified in family medicine, Dr. Wellbery currently holds a position that spans medical
education, residency teaching, and scholarship. She has published extensively in academic
journals, such as the Journal of the American Medical Association (JAMA), Academic Medicine,
and the New England Journal of Medicine (NEJM), on a variety of topics that include her
interest in the medical humanities, clinical medicine, and the clinical impacts of climate change.
She is co-author of the forthcoming AFP article The Changing Climate: Managing Health
Impacts and has successfully pioneered the integration of climate change modules into
Georgetown’s preclinical curriculum.
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Matthew Burke, MD, FAAFP
Faculty Physician, Inova, Arlington, Virginia
Dr. Burke earned his undergraduate degree at Dartmouth College in
Hanover, New Hampshire, and his medical degree at Albany Medical
College in New York. After completing his residency training through
Brown University at Memorial Hospital of Rhode Island in Pawtucket,
he completed a Primary Care Health Policy Fellowship at Georgetown
University, Washington, DC. He has strong interests in health policy
and public health, especially regarding social determinants and health
equity. Dr. Burke is the chair of the AAFP’s newly formed Climate
Change and Environmental Health Member Interest Group (MIG). From
2016 to 2017, he served on the AAFP Board of Directors as a new
physician representative.

Jonathan Temte, MD, PhD
Professor, Madison Family Medicine Residency Program, University of Wisconsin (UW)
Dr. Temte earned his medical degree from the UW School of Medicine and Public Health (formerly UWMadison Medical School) and completed his family medicine residency at the Madison Family Medicine
Residency, where he is now a professor. He teaches family medicine residents and provides full-spectrum
primary care for an underserved, diverse community at Wingra Family Medical Center in Madison, Wisconsin.
In 2015, he completed his tenure as chair of the U.S. Advisory Committee on Immunization Practices (ACIP),
being the first family physician to serve in this capacity. From 2004-2008, he served as AAFP liaison to the
ACIP. He was appointed twice to a four-year term as a voting member of the ACIP and chaired ACIP working
groups on MMRV safety, evidence-based recommendations, and the MMR vaccine. Dr. Temte represented
the AAFP at the Centers for Disease Control and Prevention’s (CDC’s) Measles Elimination Meeting in 2000
and the Rubella and CRS Elimination Meeting in 2004, and he chaired the AAFP Commission on Science in
2008. He currently chairs the Wisconsin Council on Immunization Practices (WCIP) and is the principal
investigator for the Wisconsin Acute Respiratory Infection Epidemiology and Surveillance (ARIES) project; the
Oregon Child Absenteeism due to Respiratory Disease Study (ORCHARDS); and the Rapid Assessment of
and Prophylaxis for Influenza in Dwellers of Long-Term Care Facilities (RAPID-LTCF) project. In addition, he
has participated on pandemic influenza and bioterrorism working groups for the state of Wisconsin. His
current research interests include viral disease surveillance in primary care and communities, seasonality and
epidemiology of influenza, and attitudes toward immunization.
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Learning Objectives
1.

Recognize the causes and impacts of climate
change and their implications for health.

2.

Implement clinical strategies to prevent and
treat morbidities caused, or exacerbated by
climate change-related conditions.

3.

Implement ameliorative strategies at the
patient, practice and policy level.

Audience Engagement System
Step 1

Step 2

Step 3
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Six Americas Quiz
• Go to shorturl.at/lKOU3
• Once you have answered the 4 questions, you will be entered
into one of 6 categories. Remember your category for later in
this presentation! You will be asked to enter your category in a
poll question.

Climate change is one of the greatest
threats to health America has ever
faced—it is a true public health
emergency.
--U.S. Call to Action on Climate, Health and Equity: A
Policy Action Agenda
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Section 1 What is climate change?
Recognize the causes and impacts of climate
change and their implications for health

It was a very hot day
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So what? What does this have to do with
climate change?
Athletes are a population vulnerable to heat
• Logan: “August of 2010 proved to be a record-setting
summer of heat”
• Richard: “heat and blistering sun on race day”
• Mark: “I was not prepared for 70+ minutes of burning

sunshine”

Many causes: dehydration, lack of conditioning,
coaching culture
But: without hot days, no heat injury

Individual Impact: Heat Exhaustion and Heat
Stroke
• Exhaustion (37-40C)
Symptoms: nausea, headache, dizziness,
weakness, anorexia
Signs: anxiety, confusion cutaneous flushing,
oliguria, tachycardia, vomiting
• Stroke (40C+) Symptoms: (same)
Signs: mental status changes, arrhythmia,
pulmonary edema, hepatic failure, DIC,
hyperventilation
Source: AAFP, J Glazer, 2005. https://www.aafp.org/afp/2005/0601/p2133.html
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System impacts: heat has broad reach
• Air pollution
• Increased energy consumption
• Water quality; impact on aquatic life
• Warming oceans
• Ice melt
• Adverse effects on agriculture
• Drought
• Extreme weather events

Individual health to climate health:
connecting the dots
lndividual factors, contextual factors, environmental
factors
• Individual: vulnerable(and even healthy) persons
• Contextual: where you live, how many resources you
have
• Environmental: the changing climate
Climate-related illnesses: can’t tease out from other factors, BUT…
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Hot days are coming to a reality near you

Source (accessed 6/9/19): https://statesatrisk.org/pennsylvania/extreme‐heat

Poll Question 1
Most planetary warming has occurred during our lifetime.
A. True
B. False
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True!

Should we be worried?

Heat Wave Season
(days)

70

Heat Wave Season Length in
50 Large U.S. Cities, 19612017
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Adapted from:
https://www.globalchange.gov/browse/indicators/us-heat-waves

Change in length of season, in days
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Heat Wave Frequency in 50
Large U.S. Cities, 1961-2017

Average Number of Heat
Wavs
(per year)
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https://www.globalchange.gov/browse/indicators/us-heat-waves

Year

Change in number of heat waves per
year

Degrees Above Baseline Temperature
(F)

10 Hottest Years since 1880
2

1.5

1

0.5

0
1998

2009

2013

2005

2010

2014

2018

2017

2015

2016

Year
Adapted from: http://www.climatecentral.org/gallery/graphics/the‐10‐hottest‐global‐years‐on‐record (accessed 6/17/19)
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Global temperature change 1880-2018
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Source (Accessed on 07/08/19): https://www.climatecentral.org/gallery/graphics/co2‐and‐rising‐global‐temperatures

12

We Just Breached the 415 PPM
Threshold for CO2

• https://climate.nasa.gov/vital‐signs/carbon‐dioxide/

Climate change: Big picture
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Greenhouse effect: CO2 & other gases

Greenhouse gases trap heat. More GHG=more heat
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US Greenhouse Gases 2017
• C02—82%
• Methane 10%
• Nitrous oxide 6%
• Fluorinated gases 3%

Sources of Greenhouse Gas Emissions in the
United States (2017)
• Largest source of
emissions comes from

Agriculture
9%
Commercial and
Residential
12%

Transportation
29%

burning fossil fuels for:
• Transportation
• Electricity

Industry
22%

• Heat
Source (Accessed on 06/18/19): https://www.epa.gov/ghgemissions/sources‐
greenhouse‐gas‐emissions

Electricity
28%
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Total GHG Emissions including
LUCF Per Capita (tCO2e per
capita, 2011)
GtCO2e,2011
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Health Care Emissions per Expenditure Category (2013)
Hospital Care
Physician and Clinical Services
Other Professional Services

Top 5 Categories:
1. Hospital Care
4%

2. Physician and
Clinical Services
3. Prescription Drugs

2%
3%

4. Structures and
Equipment
5. Nursing Care
Facilities &
Continuing Care

Dental Services

11%
2%
1%
2%

36%

Other Health, Residential, & Personal
Care
Home Health Care
Nursing Care Facilities & Continuing
Care Retirement Communities
Prescription Drugs

10%

Durable Medical Equipment

6%

3% 2%
4%

12%

2%

Other Non‐Durable Medical Products
Government Administration
Net Cost of Health Insurance
Government Public Health Activities

Source: Eckelman MJ, Sherman J. Environmental Impacts of the U.S. Health Care System and Effects on Public Health. Plos One. 2016;11(6).

Emissions in the clinical workplace
• Health care contributed 9‐10% of the total greenhouse gas emissions in the
US in 2013 (Eckelman and Sherman 2018)
• A majority of the emissions are from suppliers of energy, goods, and services
(Eckelman and Sherman 2016)
• Hospital care(36%)
• Physician and clincial services services (12%)
• Prescription drugs (not including anesthetic gases) (10%)
Sources: Eckelman MJ, Sherman J. Environmental Impacts of the U.S. Health Care System and Effects on Public Health. Plos One. 2016;11(6).
Eckelman MJ, Sherman JD. Estimated Global Disease Burden From US Health Care Sector Greenhouse Gas Emissions. American Journal of Public Health. 2018;108(S2).
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Thinking outside of the box

Everything is connected but complex!
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The role of the (family) physician
• Citizen: climate change includes health sector
but also many other disciplinary dimensions
• Advocate: trusted individual
• Expert: can address intensified respiratory,
allergic, mental health and preventive
strategies
• Healer: Focus on well-being and healthy
communities

Section 2 Human Health Harms of a
Changing Climate: What Family Physicians
Should Know

Matthew Burke, MD, FAAFP
Inova – GIMG
AAFP ‐ Family Medicine Experience
September, 2019
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Learning Objectives
• Recognize the causes and impacts of climate change and their
implications for health
• Implement clinical strategies to prevent and treat morbidities
caused, or exacerbated by climate change-related conditions

Human Health Harms
• Climate is changing
NOW
• Negative impacts for
human health
• Few positive ones
• Effects are
disproportionately
felt by the vulnerable
(children, elderly,
sick, poor)
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Respiratory/Allergy

Source: PhillyMag, 2012, accessed 6/9/19: https://www.phillymag.com/be‐well‐philly/2012/04/25/tenth‐polluted‐city/

Spring Coming Sooner (everywhere)
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Asthma Rates

Source: CDC (accessed 6/9/19): https://www.cdc.gov/vitalsigns/asthma/index.html

Air Quality

London, 1952

Air pollution is a major threats to
human health, posing immediate and
delayed effects on the respiratory,
cardiac and other systems.
‐

‐

Donora, PA, 1948

In 1948, 28 people died outside
Pittsburgh from a 5 days smog event
requiring the shutdown of the local plant
(albeit for 1 day)
In 1952, 4,000 people died in the London
Fog, a combination of fossil fuel burning
and meteorological conditions. 8,000
more would die in the subsequent
months
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Air Quality
• Investigations of the Donora smog lead to the Clean Air Act
(1963) a precursor to the formation the EPA in 1970.
Regulatory authority given over
•
•
•
•
•
•

Carbon dioxide
Ozone
Lead
Nitrogen dioxide
Sulfur dioxide
Other particulates

• By 2020, EPA estimates suggest $65B cost to industry but save
$2T in health costs

Air Quality
• CO2 is harmless to human health (at atmospheric
concentrations) but is not the only gas produced by fossil fuel
burning
• Nitrous oxide, sulfur based chemical and ozone are all direct
irritants to human respiratory epithelium
• Particulate Matter directly affects cardiopulmonary systems

Source: Circulation, AHA, 2004
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Air Quality- Ozone
• Ozone is a powerful oxidizing agent, combines with a host of
particulate and organic gases to cause respiratory damage
(mediated through inflammatory responses)
• Exacerbated during warm weather
• Asthmatics, elderly and preexisting pulmonary disease are risk factors

Source: CDC, EPH Tracking Data, 2014

Clinical Intervention
• Be aware of high risk patients advise outdoor exposure and
exertion on high risk days1
• Have action plans for all asthmatics
• Empower patients with up to date air quality information2
• AFP has articles with great resources3

1.
2.
3.

AAFP. 2001. https://www.aafp.org/afp/2001/0315/p1221.html
Air Now. https://www.airnow.gov/
3. AAFP. C. Wellbury and M. Sarfaty. 2017. https://www.aafp.org/afp/2017/0201/p146.html
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Poll Question 2
• Climate Change threatens to worsen the impacts of all of the
following natural disasters EXCEPT:
• a. Earthquakes
• b. Coastal flooding
• c. Hurricane strength
• d. Both increased drought and precipitation

Natural Disasters
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Natural Disasters
• Highly destructive, difficult to fully prepare for (though effects can be
mitigated)
• Flooding more common with changes in precipitation1
• Hurricanes more powerful with warming waters, more destructive with sea
rise2
• Earthquakes unaffected
• Tornadoes are possibly affected but link unclear3
• Wildfires
Advise patients to have disaster plans,
especially if in prone areas4
1. EPA. https://www.epa.gov/climate‐indicators/climate‐change‐indicators‐coastal‐flooding
2. NASA. https://earthobservatory.nasa.gov/Features/RisingCost/rising_cost5.php
3. Center for Climate and Energy Solutions. https://www.c2es.org/content/tornadoes‐and‐climate‐change/

4. https://www.aafp.org/patient‐care/emergency/disasters.html

Source: Tableau Public

Infectious Disease
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Arthropod Borne Disease
• Expansion of mosquito borne disease
• Yellow Fever
• Dengue
• Zika
• West Nile
• Malaria

• Expansion of tick borne disease
• Lyme
• Rickettsial disease
Source: CDC, accessed 6/3/19: https://www.cdc.gov/ncezid/dvbd/vital‐signs/pdfs/State‐Profile‐MD‐P.pdf

Water Borne Disease
Many water borne disease are
temperature and salinity
dependent, factors that will be
exacerbated with warming climate
(Vibrio sp, salmonella,
campylobacter, etc.)

Source: Nature. 2012.
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Clinical Intervention
• Have a heightened sense of suspicion about for previously rare
infectious diseases
• Be familiar with lab processes for ordering tests, testing
parameters (e.g., Lyme)
• Recommend common sense measures
• Long sleeves
• Avoid outdoor exposure at dusk/dawn
• Remove standing water sources around the home

Agriculture
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Source: Lockwood, AH. Heat Advisory. MIT Press. Pg 20‐27. 2016.

Agriculture
•
•
•
•
•

But CO2 is plant food, right?
$400 billion in productivity annually in US1
C4 to C3 exchange happens (corn would get edged out by less nutritious grasses)
Reduced total biomass
Studies show a -10% precipitation results from 1.5-2.5°C temp increase, causing -3040% crop yield2

• Plants grow faster but are less nutritious (lower protein contents)
• Drought, flood are perturbations from natural cycles that alter or retard plant growth
• Food shortages exacerbated by low crop yields have been implicated as a contributor to
the Arab Spring (and political turmoil across an entire region of the globe)

• Plant based diets are increasingly linked to longevity and smaller carbon footprints
1.
2.

Farm Flavor (accessed 6/9/19): https://www.farmflavor.com/united‐states‐agriculture/
UW Milwualkee (accessed 4/2/18): http://uwm.edu/centerforwaterpolicy/wp‐content/uploads/sites/170/2013/10/Colorado_Agriculture_Final.pdf

Psychologic
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Psychologic
• Climate change has the potential
for increasing frequency and severity of
depression and anxiety
• Univ. of AZ study has categorized domains of psychogenic
stress1
• Egoistic: concern for self (worsening asthma, home lost in flood)
• Altruistic: concern for others (grandparent in a heat wave, refugees)
• Biospheric: concern for planet, other species (loss of biodiversity)

1. Science daily (accessed 3/29/18): https://www.sciencedaily.com/releases/2018/01/180117164010.htm

Psychologic
• Numerous studies link heat to violent crime and intergroup violence
• Increased heat and reduced precipitation have been implicated in
•
•

•
•
•

numerous major world events (Mongol raids, fall of Ming dynasty, Arab
Spring, ISIS expansion in sub Saharan Africa)
1°C temp rise linked to 0.7% (US) and 2.1% (Mexico) rise in suicide
rate1
1SD +/- in rainfall resulted in 6.1/9.2% violent events in African study2
Regularly screen patients for depression and anxiety
Empower individuals to take action to combat climate changecollective action offers optimistic vision of future
1. M. Burke, et al. Higher temperatures increase suicide rates in the United States and Mexico. Nature Climate Change. July 2018. Accessed 7/26/28.
https://www.nature.com/articles/s41558-018-0222-x

• 2. Journal of Peace Research (49)1, 2012
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Section 3 Clinical Responses to
Climate Change Health Effects
Jonathan L. Temte, MD/PhD
Associate Dean for Public Health and Community Engagement
Professor of Family Medicine and Community Health
University of Wisconsin School of Medicine and Public Health

Learning Obejectives
• Implement clinical strategies to prevent and treat morbidities caused,
or exacerbated by climate change‐related conditions
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Subjective: XXXXXXX is a 34 year old male who presents today for follow‐up on weight
loss medications, skin eruptions, and chronic pain issues. Please refer to our previous
visit from 4/15/2016 for additional details. At our last visit, we discussed lichen simplex
chronicus and continued on phentermine.
Today, XXXXXXX reports that he is starting to lose weight again and that the phentermine
helps in this. He is consuming less salt and fat, and despite fatigue, is getting activity.
His skin is doing better after seeing a Native American medicine man. He is using a
combination of aloe vera and activated charcoal on his skin and the lesions are all
healing. There are still lesions to the buttocks and to a lesser extent, on his forehead. He
uses 90% rubbing alcohol, then washes with tea tree oil body wash daily. He dries his skin
carefully and uses gauze in gluteal cleft. He also tries to have a lot of exposure to open
air.
He expresses significant stresses: (1) girlfriend's illness, (2) his parents are moving into his
house in XXXXXXX, (3) recent flooding in SW Wisconsin
Clinic Note: 9/27/2016 – J. Temte M

Assessment:
(1) Anxiety with depression
Family, business, social, climate change
(2) Low WBCs and platelets
(3) Colon cancer screening

Clinic Note: 5/28/2019 – J. Temte M
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First and Foremost:
Be a Family Doctor
•
•
•
•
•
•
•
•
•
•

Acute Care
Chronic Disease Management
Preventive Care
Maternal Care
Child and Adolescent Care
Geriatric Care
Behavioral Health
Education
Community and Public Health
Advocacy

Rosenblatt, R. Family medicine in four dimensions: developing an ecobiopsychosocial perspective. Family medicine 1977; 29:50‐3.

Capitalize in Trust
• 2001 Study
• Evaluating family practice
patient attitudes toward
environmental issues
• HIGH Trust in Doctor
• LOW Utilization of Doctor

Temte JL, McCall JC. Patient attitudes toward issues of
environmental health. Wilderness and Environmental
Medicine 2001; 12, 86‐92.
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Low

• 2017 Study
• Evaluating family practice
patient attitudes toward
climate change
• HIGH Trust in Doctor
• LOW Utilization of Doctor

UTILIZATION High

Capitalize in Trust

Boland TM, Temte JL. Family medicine patient and
physician attitudes toward climate change and health in
Wisconsin. Wilderness and Environmental Medicine 2019
[in revision]

News Media

Social Media

Activists

Politicians
Church

Low

TRUST

Friends & Family

Scientists

Doctor

High

Poll Question 3
• Compared to walking, how much more CO2 is produced by driving a
typical car?
• a. 2 times more
• b. 4 times more
• c. 10 times more
• d. 20 times more
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Transportation
• Driving 1 mile: 404‐440 gms of CO2
• www.epa.gov/greenvehicles/greenhouse‐gas‐
emissions‐typical‐passenger‐vehicle
• www.globe.gov/explore‐science/scientists‐
blog/archived‐
posts/sciblog/index.html_p=186.html

• Walking 1 mile: 20 gm CO2

• www.globe.gov/explore‐science/scientists‐
blog/archived‐
posts/sciblog/index.html_p=186.html

• Biking 1 mile: 9 gm CO2

• www.globe.gov/explore‐science/scientists‐
blog/archived‐
posts/sciblog/index.html_p=186.html

Benefits from Movement
• Reliance on private motorized vehicles can also be
a major contributor to sedentary lifestyles, obesity
and an 3.2 million deaths a year
• Increased active travel could reduce CO2 emissions and reduce:
•
•
•
•
•
•
•

ischemic heart disease
cerebrovascular disease
depression
Alzheimer’s disease
Diabetes
breast cancer
colon cancer

Woodcock J, Edwards P, Tonne C, et al. Public health benefits of strategies to reduce
greenhouse‐gas emissions: urban land transport. Lancet 2009; 374:1930‐43. World
Health Organization. Global health risks: mortality and burden of disease attributable to
selected major risks. WHO, 2009.
www.who.int/healthinfo/global_burden_disease/GlobalHealthRisks_report_full.pdf.
Haines, A., Dora, C., 2012. How the low carbon economy can improve health. BMJ 344,
e1018.
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Poll question 4
• The elimination of which dietary products most significantly
LOWERS your carbon footprint:
• a. Dairy
• b. Poultry
• c. Red Meat
• d. Seafood
• e. Vegetables

Consumption
• Eating all locally grown food for 1 year
• saves the equivalent of driving 1,000 miles

• Eating a vegetarian meal 1 day a week for 1 year
• saves the equivalent of driving 1,160 miles

• Switching to less carbon intensive meats can major impacts
• Replacing all beef consumption with chicken for one year reduces CO2 by 882 lbs

• Organic food typically requires 30‐50% less energy during production
• one‐third more hours of human labor, making it more expensive.
Weber, C. and H. Matthews (2008) “Food miles and the Relative Climate Impacts of Food Choices in the United States.” Environmental Science & Technology
42(10): 3508‐3513. Fiala, N. (2009) How Meat Contributes to Global Warming. Scientific American. Ziesemer, J. (2007) Energy Use in Organic Food Systems
Natural Resources Management and Environment Department, Food and Agriculture Organization of the United Nations.
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Relative CO2 Cost per Serving

Choice of Foods

Data source: University of Michigan Center for Sustainable Systems – Carbon Footprint Factsheet: http://css.umich.edu/factsheets/carbon‐
footprint‐factsheet Photo: Creative Commons

Food in the Anthropocene:
EAT–Lancet Commission on healthy diets from sustainable food systems
“The Commission’s definition of a healthy reference diet was calculated through
analysis of food groups, with appropriate ranges proposed for essential daily intake
that would lead to optimal health and wellbeing and to reducing premature deaths
worldwide by 19–23%. The dietary shift that is needed requires a dramatic reduction
of consumption of unhealthy foods, such as red meat, by at least 50%, with a
recommended daily combined intake of 14 g (in a range that suggests total meat
consumption of no more than 28 g/day), with variations in the change required
according to region. At the same time, an overall increase in consumption of more
than 100% is needed for legumes, nuts, fruit, and vegetables, with the changes
needed again varying according to region.”
Lucas T, Horton R. The 21st‐century great food transformation. The Lancet. 2019; S0140‐6736(18)33179‐9
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Benefits from Diet
• Livestock products are a source of saturated fat
• a known risk factor for cardiovascular disease

• A 30% reduction in livestock production is needed
• for 50% reduction in CO2 by 2030

• Modeling the potential benefits of reduced consumption of livestock
products on the burden of ischemic heart disease
• decreased by about 15% in the UK
• decreased by about 16% in São Paulo city

• Although likely to yield health benefits
• this will encounter cultural, political, and commercial resistance
Friel S, Dangour AD, Garnett T, et al. Public health benefits of strategies to reduce greenhouse‐gas emissions: food and agriculture.
Lancet. 2009;12;374:2016‐25.

Greening the Medical Practice
• Healthcare buildings are among the most energy intensive of facilities
• LEED, or Leadership in Energy and Environmental Design, certification
• Location near population centers / neighborhoods
• Walking and biking

• Alternative energy sources

• e‐Visits
• Home visits
• School‐based clinics
Barrett B, Charles JW, Temte JL. Climate change, human health, and epidemiological transition.
Prev Med. 2015;70:69‐75.
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Twelve Actions for Family Physicians
(ranked by level of impact on climate)
• #4 Plant Rich Food
• #6 Educating Girls
• #7 Family Planning
• #37 Mass Transit
• #44 LED Commercial Lighting
• #45 Building Automation
Patients

Workplace

• #54
• #56
• #57
• #59
• #70
• #75

Walkable Cities
Industrial Recycling
Smart Thermostats
Bike Infrastructure
Paper Recycling
Ridesharing

Community

Globally

Hawken, Paul. Drawdown: The Most Comprehensive Plan Ever Proposed to Reverse Global Warming. New York, New York: Penguin Books,
2017.

Section 4 Getting Involved: The big picture
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Learning objectives
• Implement ameliorative strategies at the patient, practice and policy
level

Part 1. Climate change communication: the
challenge (Dr. Wellbery)
Climate change and partisanship
Economics
Threat to personal autonomy
Conspiracy theories

40

SASSY Quiz
• How important is the issue of Global Warming to you
personally?
• How worried are you about GW?
• How much do you think GW will harm you personally?
• How much do you think GW will harm future generations?
https://climatecommunication.yale.edu/visualizations-data/sassy/

“Six americas”
• Alarmed=29%
• Concerned=30%
• Cautious=17%
• Disengaged=5%
• Doubtful=9%
• Dismissive9%
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Top 10 Voter Priorities for 2010
90

83

81

80

80

% Rating as a "Top Priority"

70
60
50

66

65

63

60

57

53

49

49

49

40
30

49

45

45

44

42

40

36

32

28

20
10
0

Priority Topic

42

Voter’s Policy Priorities for 2019
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Who worries most about climate change?
• 61% registered voters
• 93% of liberal Democrats
• 81% of moderate/conservative Democrats
• 54% of liberal/moderate Republicans
• 21% conservative Republicans
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Physician-scientists as communicators
• Physician surveys suggest higher degree of
belief in climate change & concern about
climate change health effects
• Medical students: higher belief, interest in
learning more
• High rate of trust: trust in doctors higher than
other sources

Finding the right words
AVOID

Instead

Climate change, climate crisis, climate risk, global
warming

Damage to our environment

Renewable energy, green energy, domestic energy

Homegrown; renewable clean energy

Good for the country

Better for our families, our children

Today, we rely on fossil fuels/We have relied on dirty
energy

Dirty fossil fuels; dirty energy
We use…

Scientists agree

We need rules and fines

Don't endanger our health by burning fuel

Care for ourselves; care for our health

Stop/mitigate/slow down climate change

Our prosperity depends on [our action]

We can

We should
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Telling the right story
• Minimal emphasis on all the dangers and
threats (people will tune out)
• Major emphasis on patients and families in the
here and now (make it personal)
• Positive messages outlining local solutions
• Use of trusted sources (such as respected
health care organizations)

Messaging Building blocks
• Start with people stay with people
• Connect around common values
• Acknowledge ambivalence
• Make it real
• Emphasize solutions
• Inspire and empower
• End with advice/ask
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Messaging Examples
• When the American Lung Association tells us that toxic
pollution in the air we breathe is affecting the health of
nearly half of all Americans, we need new solutions.
• We can walk or bike more often to improve our fitness
while cutting down on pollution.
• Kids seem to carry inhalers almost as often as lunch
boxes. We can use safe, clean energy, like wind and
solar, that helps make every breath we take a healthy
one.

Advocacy: from language to action
• It’s not all doom and gloom!
• Docs can recognize signs of these illnesses, be prepared for increased
incidence and burden of disease
• Physicians have a strong voice, especially when advocating for
patients and the public health

Barrett B, Charles JW, Temte JL. Climate change, human health, and epidemiological transition. Prev Med.
2015;70:69‐75.
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Part 2: Advocacy & Policy
US Renewable Energy (Dr. Burke)
US remains dependent on non
renewable sources at present

‐ 82,000 MW installed wind
capacity (2.7% total, but more ¼
of installed capacity in 2017)
‐ 50,000 MW installed solar
capacity (1.7% total)

Ways to Get Involved with AAFP
• State academy lobby days
• Propose action based on existing bills or make your own; focus on the public
health benefit

• State Legislative Conference
• Request to present successes achieved from above or through other work

• Influence national Advocacy Summit
• Petition for more public health agenda items

• Join the new Climate Change and Environmental Health MIG
• https://www.aafp.org/membership/involve/mig/environmental-health.html
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Family Medicine Interest Groups
• AAFP: Climate Members Interest Group

• Building out the AAFP's climate education materials
• Prepping resolutions on:
• divestment
• expanding AAFP climate policy

• NAPCRG

• Climate Change and Health Special Interest Group
• Research agenda

• STFM

• Primary Care and Public Health Integration Collaborative

“Health care systems are composed of numerous individuals, all of whom have
the opportunity and perhaps the moral obligation to act.”
Barrett B, Charles JW, Temte JL. Climate change, human health, and epidemiological
transition. Prev Med.

Outside Organizations
• Citizens Climate Lobby
• Non partisan
• Major goal currently to move to carbon dividends
• Organized by local chapters
• https://citizensclimatelobby.org/

• Physicians for Social Responsibility
•
•
•
•

DC based
Focused on nuclear weapons and climate change
“prevent what we cannot cure”
Also organized by local chapters

• https://www.psr.org/issues/environment-health/
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State Based Work
• Can come in many forms (AAFP, state AFP chapters, Citizens
Climate Lobby, etc.)
• May be most fruitful given national political climate (several
states have aggressive action currently in play)
• Often easier to get the ear of state officials with whom you may
share a small/better known geography

Medical Society Consortium on Climate
and Health
• Led by Dr. Mona Sarfaty, family physician from Bethesda, MD
• Based out of George Mason University in Fairfax, VA
• >20 signatory medical membership societies, incl. AAFP,
AMA, ACP, AAP (>500,000 MDs)

• Promotes MD awareness of the public health threats of
climate change; supports efforts to mitigate these health
threats
•

https://medsocietiesforclimatehealth.org
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Summary
• Climate change is real, it’s happening now and it’s affecting
patients now
• It presents few novel clinical challenges, but is likely to exacerbate
numerous conditions (heat related, infections, cardiopulmonary
conditions and psychiatric concerns)
• Physicians should have heightened index of suspicion for these
events, add to patient awareness (and thereby preparedness)
• Interested physicians would make great advocates for broader
changes to enhance the public health

Practice Recommendations
Address climate change-related health impacts as citizen,
clinician, advocate and healer
Educate patients on air pollution monitoring, disaster response,
heat avoidance, new & emerging infections, allergic disease &
advocacy
Use established communication tools in making clinical and
community-based health recommendations
Counsel patients on health and environmental co-benefits of
active transport/plant-based diets
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Questions

Contact Information
• Caroline Wellbery MD PhD
wellberc@georgetown.edu
@wellberc

• Matthew Burke MD mattdotburke@gmail.com
@mattdotburke
C: 518.331.8545

• Jon Temte MD Jon.Temte@fammed.wisc.edu
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Resources
•
•
•
•

National climate assessment https://nca2014.globalchange.gov/
The changing climate: Managing Health Impacts American Family Physician
The medical society consortium on climate and health
Check your diethttps://medsocietiesforclimatehealth.org/
https://www.nytimes.com/interactive/2019/04/30/climate/your‐diet‐quiz‐global‐warming.html?smid=nytcore‐
ios‐share

•
• Practice Green Health: sustainability solutions for healthcare https://practicegreenhealth.org/
•
•
• Healthcare without harm
• https://noharm.org/
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Collaborative Care: State Targeted Response
Technical Assistance for Opioids – How it
Works and How It Can Help You
Kathryn Cates-Wessel
Molly Rossignol, DO, FAAFP, FASAM

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

Kathryn Cates-Wessel
Chief Executive Officer, American Academy of Addiction Psychiatry, East Providence, Rhode
Island
Cates-Wessel has more than 30 years of background and experience in the substance use
disorder field, including administration, medical education, and policy. In addition to her role at
the American Academy of Addiction Psychiatry (AAAP), she is principal investigator and project
director for both the Provider’s Clinical Support System (PCSS) and State Target ResponseTechnical Assistance (STR-TA) grants. Prior to her work at the AAAP, Cates-Wessel was
associate director of Brown University's Center for Alcohol and Addiction Studies for more than
19 years. She also previously served as executive director of Physicians and Lawyers for
National Drug Policy, a think tank of leaders from law and medicine advocating for prevention
and treatment of individuals with substance use and opioid use disorders instead of
incarceration. Before that, she was associate director of a residential treatment center for
adolescents who had substance use disorders and co-occurring mental disorders.

2

Molly Rossignol, DO, FAAFP, FASAM
Addiction Medicine Physician, Catholic Medical Center, Manchester, New Hampshire
Dr. Rossignol earned her medical degree from the University of New England College of
Osteopathic Medicine, Biddeford, Maine. She completed a family medicine residency at Central
Maine Medical Center in Lewiston and a fellowship in addiction medicine at the University of
Wisconsin-Madison. For 14 years, she worked as a community family physician and as faculty
at NH Dartmouth Family Medicine Residency, Concord. In her role with Catholic Medical
Center, she has been developing outpatient and inpatient addiction consult services. Dr.
Rossignol has been on the New Hampshire Governor’s Healthcare Task Force for Substance
Use Prevention, Treatment and Recovery since 2008. She is a contributing author of Guidance
Document on Best Practices: Key Components for Delivering Community-Based Medication
Assisted Treatment Services for Opioid Use Disorders in New Hampshire. In addition, she is on
the New Hampshire Medical Society Council, represents the Northern New England Society of
Addiction Medicine as an advocacy chairperson in New Hampshire, and is the immediate past
president of the New Hampshire Academy of Family Physicians.

Learning Objectives
1.

Participants will be become familiar with the STR-TA initiative and its
role in addressing the opioid epidemic.

2.

Participants will learn how to interact with their local STR-TA team and
options for requesting assistance.

3.

Participants will understand how to locate resources that are available
to them in their area to gain training and education in opioid use
disorder prevention, treatment and recovery.

4.

Participants will identify most common and challenging issues related
to opioid use disorder and receive information and key tips for
addressing these issues.

3

Audience Engagement System
Step 1

Step 2

Step 3

Clinical Case
42 yo male presents with general malaise, muscle aches, abdominal
cramping and nausea. He denies fever. States he has been using illicit
opioids intravenously for past two years. Decided to stop ‘cold turkey’ when
his wife left him and his family refuses to talk to him.
Last use: 1 g IV approximately 18 hours prior to presentation
– Temperature = 98.7 HR=100 R=14 BP=138/88
– Gen: face appears moist, makes little eye contact, wears hoodie
over head, moving lower extremities consistently in up and down
motion
– Abdomen: soft, general discomfort to palpation, no masses
– Skin: evidence of vein bruising in linear patterns on upper
extremities; goose bumps, no evidence of erythema or swelling
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Poll Question 1
Based on your current office setting and resources what would you do
for this patient?
A) Send him to the ED
B) Give him clonidine, ondansetron, ibuprofen, dicyclomine,
immodium and ask him to follow up if worsening symptoms
C) Prescribe buprenorphine for withdrawal management, medications
for symptoms and discuss ongoing treatment
D) Call the local Community SUD “Hub” to arrange for evaluation

Valley News 2015 copyright permission
from Artist, Mike Marland
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Family Medicine: Our Role
•
•
•
•

Prevention
Treatment
Recovery
This is our time!
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2017 CDC Data
• 2013-2016: 12% opioid death
increase
• 2016-2017: Increase 45.2%
fentanyl deaths 59.8% of all
opioid related OD deaths
• Remained stable for deaths
involving Rx opioids and
heroin

• 2016-2017: death rates
involving cocaine and
stimulants increased 34.4%
from 3.2- 4.3 per 100K

MMWR, 2018 Scholl

My First Patient
• 39 yo male, contractor, using oxycodone 30 mg tabs up to 6
tablets daily; “sniffing”; suicidal
• Brought in by his wife, an ICU RN
• Last use was several hours prior to visit.
• Feeling anxious, irritable, generalized muscle aches; nausea
and abdominal cramping
• PE: 98.8 – 138/84 – 102 - 16; appears anxious, sweaty face,
nasal stuffiness, no evidence of IVDU on exposed skin
surfaces (hands, arms, neck) rubbing legs, able to sit still for
short time then shifts on the exam table; rocking self
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Clinical Case
Continued

• Diagnosis: Opioid Withdrawal; Opioid
Dependence
• Is this Addiction?
• What can I offer this patient?

Opioid Use Disorder
•
•
•
•
•

Craving
Tolerance
Withdrawal
Social ~ change
Occupational ~ failure to
fulfill home/work
• Interpersonal problems
DSM 5 2013

• Using more than intended
• Control
• Use in hazardous
situations
• Time spent getting/using
recovering
• Continued use despite
knowledge of phy/psy
effect

8

ADDICTION
Dysfunction of circuits in the brain leading to:
– Characteristic biological, psychological,
social and spiritual manifestations
– Dysfunctional emotional response
– Problems of behavior
– Progressive disability and premature death
– Control, cravings, compulsion, consequences
U.S. Department of Health and Human Services (HHS), Office of the Surgeon General, Facing Addiction in America: The Surgeon
General’s Report on Alcohol, Drugs, and Health. Washington, DC: HHS, November 2016.

• The World Health Organization has
identified nicotine, alcohol and illicit
drug use as top 10 contributors of
morbidity and mortality
• Collectively single greatest
contributor to poor health, family
dysfunction and social problems in
U.S. and elsewhere
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citation

NYT Sellye, K Jan 21, 2018; Concord Monitor 7/13/2017 AP
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Lethal doses of illicit opioids

New Hampshire State Police Forensics Laboratory copyright permission obtained

Vivolo-Kantor, A et al Vital Signs: Trends in ED Visits for Suspected Opioid Overdoses-US July 2016-Sept 2017 MMWR 67(9); 279-285 Mar 2018 citation
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Stigma
• “Why would you treat her?”
• “You can’t prescribe that here”
• “You are just replacing one
drug for the other”
• “He will just use the medication
for currency”
• “You should have thought of
that when you used heroin”
• “Lay down!”

• Expectations of self
• Expectations of healthcare
community
• Shame over inability to stop
• Doubt of ability to stop
• Discrimination
• Incarceration

Hope for Our Patients
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• NIH and HHS Goals
– Increase access to treatment and recovery
services
– Promote use of OD reversal agent
– Strengthen understanding through public health
surveillance
– Support for research in addiction and pain
– Advance better pain management practices

AMA: Tangible Actions by Policy Makers
to Address Opioid Epidemic
• Access to MAT without prior authorizations from all
third party payers
• MCH: access to treatment without punitive policies
• Justice Reform: treatment options expansion
• Mental Health: Parity Law enforcement
• Comprehensive Pain Care
https://www.end-opioid-epidemic.org/policymaker-recommendations/
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What is Best Treatment for
Opioid Addiction?
• Medical System/Provider
– Medication/counseling/wellness promotion

• Behavioral Health
– Residential Services
– Varying levels of outpatient services

• Supports
– Mutual Help
– Family/Friends
– Social Determinants (housing, transportation,
avoidance of toxic environments)

FDA Approved Medications For
Treating Opioid Use Disorders
• Methadone
• Buprenorphine
• Naltrexone
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Source: https://www.drugabuse.gov/publications/effective-treatments-opioid-addiction/effective-treatments-opioid-addiction

Evolving Evidence, Evolving Management
• Low Threshold
Medication treatment
• ED initiation with f/u
• Home induction/initiation
• Buprenorphine in setting
of other substance use

• Not mandating
counseling while on
medication
• No arbitrary lengths of tx
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Management Tools
Drug testing
PDMP
Self Report
Models of care set up to create success

Poll Question #2
Of the following, which strategy has been suggested to reduce the risk
of OD from illicit opioids by the AMA?
A) Training in pain management to keep mme </= 50 mg per day
B) Treating addiction only and ignore psychiatric disease
C) Increase punitive policies for pregnant women (ie, negative
consequences)
D) Demand insurance companies decrease administrative burden
and prior authorization requirements for ALL medication for
addiction treatment
E) Continue to incarcerate drug users and only address the drug use
when they are released
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Opioid Response
Network: Helping
to Overcome
Barriers

Substance Abuse and Mental Health
Services Administration (SAMHSA)
• February 1, 2018 SAMHSA awarded the American
Academy of Addiction Psychiatry (AAAP) and a
coalition of 22 national healthcare organizations a twoyear grant to provide technical assistance to U.S.
states and territories to address the opioid crisis.
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Overall Mission
To provide training and technical assistance
via local experts to enhance prevention,
treatment (especially medication-assisted
treatment like buprenorphine, naltrexone, and
methadone), and recovery efforts across the
country addressing state and local - specific
needs.

Approach: To build on existing
efforts, enhance, refine
and fill-in gaps when needed while
avoiding duplication and not
“re-creating the wheel.”
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Our Team
•

The American Academy of Addiction Psychiatry (AAAP) is the lead agency for the STR-TA Grant.

•

The following CORE Team organizations are responsible for the project’s strategic planning and
oversight of the project activities.

Treatment


American Academy of
Addiction Psychiatry



Addiction Technology
Transfer Center National
Coordinating Center



Columbia University’s
Division on Substance Use
Disorders

Recovery

Prevention




Boston Children’s
Hospital – Adolescent
Substance Use and
Addiction Program
CADCA - Community
Anti-Drug Coalitions of
America



C4 Innovations – working
with FAVOR and Young
People in Recovery

Evaluation


Research Triangle
International

Collaboration
is Key
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Partner Organizations and Individuals


American Academy of Family Physicians (AAFP)



Coalition of Physician Education (COPE)



Council on Social Work Education (CSWE)



National Association for Community Health Centers
(NACHC)



National Association of Drug Court Professionals
(NADCP)



National Alliance for HIV Education and Workforce
Development (NAHEWD / AETC)



American Association for the Treatment of Opioid
Dependence (AATOD)



American College of Emergency Physicians (ACEP)



American College of Physicians (ACP)



American Medical Association (AMA)



American Pharmacists Association (APhA)



American Psychiatric Nurses Association (APNA)



National Council for Behavioral Health (NCBH)



American Osteopathic Academy of Addiction
Medicine (AOAAM)



Physician Assistant Education Association (PAEA)



National Judicial College (NJC)



The Police Assisted Addiction and Recovery Initiative
(PAARI)



Strengthening Families



Individuals: Holly Echo-Hawk, MS, Karen Oliver, PhD and
Roger Chou, MD



American Psychiatric Association (APA)



Association for Multidisciplinary Education and
Research in Substance use and Addiction
(AMERSA)



Boston Medical Center (BMC)

Opioid Response Network
• American Academy of Addiction Psychiatry (AAAP) is
the lead organization for the STR-TA grant. AAAP and
the coalition of 27 national professional organizations
formed the Opioid Response Network to provide
training and technical assistance via local consultants
across the country and nine territories.
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STR-TA
Guiding
Principles

Overarching Message
• Language Matters. Words have power. Use affirmative
language to advance prevention, treatment and
recovery.
• Provide developmentally and culturally appropriate
prevention, treatment and recovery. Implement
evidenced-based prevention, treatment and recovery
practices.
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Guiding Principles:
Effective Treatment is Key
• SUD/OUD is a treatable chronic brain disorder.
• Standard medical practice includes identifying,
diagnosing and treating patients for SUD/OUD.
• FDA indicated medications are the standard of care and
are effective for treating OUD and saving lives.
• All patients with OUD must be offered FDA indicated
medications as part of their treatment.

Effective Treatment is Key
(continued)
• Evidence-based psychosocial interventions in
combination with MAT improve outcomes.
• Address stigma to increase access to care.
• People can and do recover from OUD and other SUDs.
• Effectively treating adolescents and young adults with
SUD and OUD starts with seeking, identifying and
assessing them for these conditions.
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ORN- It’s As Easy As 1-2-3
• Step 1: Those seeking technical assistance submit a request
form: https://opioidresponsenetwork.org/SubmitTARequest.aspx
• Step 2: The request will be forwarded to the designated
Technology Transfer Specialist (TTS) for each state/territory.
• Step 3: Once the request form is submitted, the individual
submitting the request will be contacted within one business day to
initiate a call to discuss the process and needs of the requestor to
move forward.

Top Three TA Topics by Focus Area
Prevention

# of Related TA Activities

School/Education Programs

21

Media/Public Awareness Campaigns

10

Naloxone Training/Distribution
Treatment
General Medication Assisted Treatment (MAT); Including Clinical Mentorship
and Implementation Facilitation
Other
Implementation TA/Systems Change

Recovery

9
# of Related TA Activities
77
60
59

# of Related TA Activities

Recovery Coalition/Community Building

27

Implementation TA/Systems Change

28

Peer Support/Recovery Coach Models

16

Data in these analyses are as of 11/27/2018.
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TA Focus Areas

Top 10 TA
Implementation Strategies
Strategy

TA Delivery Method

Number of TA
Activities

Organize Clinician Implementation Team Meetings
Provide Ongoing Consultation (mentoring or coaching sessions)

Virtual
Virtual

70

Conduct Local Consensus Discussions/Stakeholder Engagement/Strategic Planning

Virtual

46
42
Virtual
Distribute Educational Materials or Resources (dissemination)
Hold a Training (build skills)
Facilitate Implementation (interactive problem solving and support at the
organizational level)
Develop a Formal Implementation Plan
Provide Ongoing Consultation
Other Implementation Strategy
Conduct Consensus Meeting/Strategic Planning

Face-to-face
Virtual
Virtual
Face-to-Face
Virtual
Face-to-Face

34
27
24
22
20
14
13
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Examples of Active TA Requests
Rhode Island: Grandmother wants help to build necessary network and infrastructure to initiate
12-week support program for grandparents raising grandchildren due to the opioid crisis.
Pursuing establishment of website and nonprofit.
New Jersey: Implement culturally appropriate SUD/OUD prevention curricula in 13 private
schools in the Orthodox Jewish Community.
North Carolina: Support the creation of sustainable community OUD prevention programs
across ten counties in rural North Carolina. Increase the implementation of MAT across all
counties through physician-to-physician peer training.
Multiple States: Learn about and implement the nurse care manager model for OBAT.
California: Training for pediatric dental residents in opioid prevention to help mitigate the
national opioid crisis.

Examples of Active TA Requests
(Continued)
Arkansas: Guide the development of a peer recovery support center to support patients after discharge with
both mental health and substance use disorders.
Missouri: Assistance toward the establishment of a recovery high school.
Colorado: FQHC in rural Colorado seeking support in integrating MAT services, including staff training,
developing policies and procedures, ongoing mentorship, and marketing of services.
Alaska: Strategic planning to develop model to encourage MAT and psychosocial services among grantees,
training and outreach to waivered providers, and marketing plan to promote services and reduce stigma.
Kentucky: Learn how other states are using STR/SOR funding to support recovery housing in order to explore
what might be adopted in Kentucky.
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Impact Thus Far

Take Aways…
• Lessons learned from prior work are vital.
• Local is key to support successful implementation of evidence-based
practices.
• Systems are essential.
• Stigma is everywhere and MUST be addressed at all levels—from the
front desk, administration, clinical staff up to CEO in all healthcare
settings.
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Practice Recommendations
• Implement screening for
non medical opioid use or
illicit opioid use
• Recognize opportunity
(responsibility) we have as
family doctors to care for all
• Create a committee to develop this care
• Call on the resources that are available at ORN!!

Together We
Can Make a
Difference
www.opioidresponsenetwork.org

(401) 270-5900
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CDC/NCHS
National Vital Statistics System, Mortality.
CDC WONDER, Atlanta, GA: US Department of Health and Human Services
CDC; 2018. https://wonder.cdc.gov.

Contact Information
Kathryn Cates-Wessel
kcw@aaap.org
Molly Rossignol
Molly.E.Rossignol@gmail.com
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Questions
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Mitigating Bias in Reproductive Health
Conversations
Michelle Quiogue, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

Michelle Quiogue, MD, FAAFP
Assistant Clinical Professor, Kaiser Permanente School of Medicine,
Bakersfield, California
Dr. Quiogue is an AAFP Health Equity Fellow and former president of
the California Academy of Family Physicians. She earned both her
bachelor’s degree in medical anthropology and her medical degree
from Brown University in Providence, Rhode Island. Upon fulfillment of
her service obligation as a National Health Service Corps (NHSC)
Scholar, she joined Kaiser Permanente Kern County Medical Center,
Bakersfield, California, where she has championed culturally
responsive care programs and physician wellness. In addition to being
on faculty at Kaiser Permanente School of Medicine, she serves on the
Equity, Inclusion and Diversity Advisory Committee.
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Learning Objectives
1.

Describe the effects of implicit bias in conversations about
reproductive health, contraception and family planning

2.

Identify situations where personal implicit biases may influence
patient-doctor relationships, diagnostic differentials, and
preventive health services.

3.

Apply specific bias mitigation techniques that can be used to
create an inclusive clinical environment

4.

Practice self-awareness strategies to mitigate bias in clinical
practice.

Audience Engagement System
Step 1

Step 2

Step 3
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Self Awareness
• Understand
• Decide
• Take Action

Definitions
• Reproductive justice
• Nonbinary, cisgender and transgender
• Transmasculine, transgender man, assigned
female at birth (AFAB)
• Mistrust vs distrust
• Implicit bias vs explicit bias
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Who’s symptoms are psychosomatic?
The Pill in Puerto Rico story
https://www.pbs.org/wgbh/americanex
perience/features/pill-puerto-rico-pilltrials
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Reproductive Justice
• Who’s children become
available for adoption?
• How does infertility impact
men’s lives?
• Who’s fertility is worth
preserving?
• Who decides when a person
has enough children?
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https://www.bwhi.org/

https://www.naccho.org/uploads/downloadable‐resources/Fact‐Sheet_Reproductive‐Health.pdf
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http://www.nativeshop.org/programs/reproductive‐justice.html

https://www.napawf.org/
reproductivejustice.html

8

https://latinainstitute.org/

Poll Question #1
Birth control is contraindicated in
transmasculine people while on testosterone
A. True
B. False
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Current ACOG recommendations for
transmasculine persons
•
•

•
•

•

All forms of contraception should be offered
same as cisfemale persons
Fertility preservation prior to starting
transgender hormone therapy should be
offered
Transmasculine persons have achieved
pregnancy while on testosterone
There are no contraindications to concomitant
use of estrogen or progesterone with
testosterone
Testosterone is not a form of birth control

10

11
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Poll Question #2
What percent of pregnancies in the U.S. are
unintended?
A.
B.
C.
D.

11%
22%
34%
45%

References: https://www.cdc.gov/reproductivehealth/contraception/unintendedpregnancy/index.htm
NARGES FARAHI, MD, and ADAM ZOLOTOR, MD, DrPH, Am Fam Physician. 2013 Oct 15;88(8):499-506

Truly Shared Decision Making
• Many patients currently feel they can’t participate in shared
decision making
• Power imbalances in the clinical encounter are a key barrier
even when patients have the required knowledge
• Patients need to know that disagreement won’t damage your
relationship or impact their care
• The implicit attitudes of both patients and clinicians need to
change to enable shared decision making
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Self Awareness
• Understand
• Decide
• Take Action

Check for blind spots
• Watch the AAMC
Unconscious Bias module
• Take a few of the Harvard
Implicit Association Tests
• Read Neuroleadership
Institute SEEDS article
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Poll Question #3
Patient requests birth control pills during her post partum visit. You
grant her request even though she had an unintended pregnancy while
on BCPs last year.
This is an example of which type of implicit bias?
A. Similarity
B. Expedience
C. Experience
D. Distance
E. Safety

Similarity Bias = Inaccurate
• People like me make better life
choices
• People like me know how
many kids we can handle

• They have different family
values than me
• They probably don’t need any
more pregnancies/kids
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Expedience Bias = Missed opportunity
• There is never enough time
• It takes too long to explain the
risks, benefits and instructions
for fertility preservation

• They want what they want
• Reviewing all of the options is
a waste of time

Experience Bias = Not patient centered
• I don’t counsel patients about
some options because I
haven’t been trained
• Efficacy is the most important
feature for all

• I don’t offer same day start for
LARC options because I
haven’t been trained
• You are not having side effects
because I have
not seen
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Distance Bias = Disparities
• We haven’t gotten pregnant so
we don’t need birth control
• Institutional barriers to
switching methods when a
patient is dissatisfied

• Only give information about
methods that patients explicitly
mention
• Neglect to give anticipatory
guidance about teratogenic
medications, fertility, missed
doses, irregular menses, etc.

Safety Bias = Uninformed choices
• Less controversy to avoid
mention of all available options
for unintended pregnancy
• Safer not to screen for intimate
partner violence or coercion

• Higher discontinuation rates
when patients report feeling
pressured
• Disproportionate level of
concern for side effects & risks
over potential benefits
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Self Awareness
• Understand
• Decide
• Take Action
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SCARF Neuroleadership Model
Status

Relative importance to others

Certainty

Ability to predict outcomes and
consequences

Autonomy

Sense of control over my choices

Relatedness

Sense of acceptance of who I am

Fairness

Treatment without discrimination
or favoritism

Communicate Respect
• Thank patients for waiting; acknowledge respect
for their time
• Address new patients more formally at first
• Listen to concerns without interruption
• Regard patient as expert about their
experiences, values and preferences
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Partner Discussion
Which of the following SCARF model
strategies is demonstrated?

Communicate Safety
• Warn patients prior to asking invasive or potentially
upsetting questions
• Ask permission before initiating touch
• Explain what you are doing
• Use caring, sensitive language
• Assure patients that any information they share will
be kept confidential
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Partner Discussion
Which SCARF model strategy does this
demonstrate?

Communicate Kinship
• Make note of unique stories or reminders
• Discover common experiences, membership,
community or interests
• Fill in knowledge gaps with facts instead of
inferences and assumptions
• Establish shared treatment goals
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Partner Discussion
Which SCARF model strategy does this
demonstrate?

Breaking the habit
• Sentinel work by P. Devine, et al. in Madison, WI
• Premise that cognitive biases are habits that can be
reduced through a combination of awareness of implicit
bias, concern about the effects of that bias, and teaching
of strategies to reduce bias
• Multi-faceted bias mitigation curriculum will produce
behavior change by promoting the use of strategies to
inhibit automatic responses
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Strategy

Mindfulness

Background

Cognitive shortcuts are used inappropriately more often when
we feel pressured. By engaging in mindful, deliberate processing
our implicit biases are prevented from kicking in and influencing
our behaviors. (A. Harris, et al, 2007) (Y. Kang et al., 2004)

Activity

1. Before an interaction with a member of a stigmatized group,
take a few moments to a practice mindfulness technique
2. Intentionally and deliberately process your observations
3. Rely less on instinct
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Strategy

Stereotype response &
replacement

This strategy involves replacing stereotypical interpretations for non‐
stereotypical ones. Practice this exercise before or after an interaction
Background
with someone from a stereotyped group or when observing media
stereotypes (Monteith, 1993).
1. Familiarize yourself with prevalent stereotypes
2. Label an attribute as based on a stereotype
3. Reflect on why the characteristics of a group were attributed to an
Activity
individual
4. Consider how the stereotype could be avoided in the future
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Strategy

Background

Positive Exemplar
One way to learn more about building an inclusive and
equitable climate is to talk with role models and seek
experiences outside your comfort zone.
1.
2.

Activity

3.
4.

Plan to attend AAFP NCCL
Develop meaningful connections with leaders who
seem to come from different world views
Seek opportunities to engage in positive face‐to‐face
interactions with people in real life
Read novels, watch documentaries, and listen to
podcasts created by artists of marginalized groups

Black Women’s Health Imperative
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Strategy

Counterstereotype imaging
This strategy makes positive exemplars cognitively salient and accessible

Background when challenging a stereotype’s validity (Blair et al., 2001)

Activity

1. Find images of members a stereotyped group which counter
negative attributes and reflect complex authentic diversity
2. Imagine vividly detailed images: can be abstract (e.g., friendly
Black people), celebrity (e.g., Oprah Winfrey), or non‐famous
(e.g., your child’s teacher)
3. View AAFP videos of us family doctors on the Facebook page
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Strategy

Perspective taking

This strategy involves taking the perspective in the first person of
a member of a stereotyped group. Perspective taking increases
Background psychological closeness to the stigmatized group, which
ameliorates automatic group‐based evaluations (Galinsky &
Moskowitz, 2000).
1. Ask questions to show you’re listening "What are some
examples?" "Can you be a little more specific?"
2. If you sense a there is a lack of engagement, pause and ask,
Activity
"What are you thinking or feeling right now?"
3. Elicit the patient’s goals
4. Aim to accept each other as we really are

Make necessary accommodations
• Hold programs in accessible
facilities provide educational
materials in Braille, large print,
audio, etc.
• Educate staff about providing
reproductive health programs
to people with disabilities
• Engage people with disabilities
in program planning.
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Strategy

Individualization

Background

This strategy relies on obtaining specific information about group
members (Brewer, 1988; Fiske & Neuberg, 1990). Using this
strategy helps people evaluate members of the target group
based on unique personal attributes, rather than group‐based.

Activity

1. Document unique stories or reminders in each patient’s chart
2. Find shared experiences, membership, community and
interests
3. Fill in knowledge gaps with facts instead of inferences and
assumptions
4. Relate individual’s uniqueness as additive to the diversity of
the group (rather than as an exception that proves the rule)

Our patients
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•
•
•
•
•
•
•

“Would you like to have a child in the next year?”
Yes, no, ok either way, not sure
Non-judgmental
Frames perspective from what they desire
Feasible within a 15-minute primary care visit
Improves patient communication
Increases appropriate care (e.g. Rx for PNV, Emergency
Contraception or Birth Control method)

OHSU Family Medicine
Richmond Clinic
•
•
•
•
•

6-week pilot conducted in 2011 (N=154).
None of the providers thought the clinic slowed or patient flow was
significantly disrupted.
The majority (77%) of providers thought communication with their
patients improved because of this initiative
95% of providers reported they would recommend One Key Question®
Women screened using One Key Question® compared to those that
were not screened.
– 3.5 times more likely to receive a prenatal vitamin prescription (p=.011),
– 4.8 times more likely to receive an emergency contraception prescription (p=.003)
– 2.07 times more likely to receive any reproductive health prescription (p=.003)
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Poll Question #4
How likely are you to ask One Key Question within the next
week?
A. I never need to ask this question in my practice
B. I need more information before I will start asking this
question
C. I will definitely ask this question in the next week
D. I have already been asking this question in my
practice

Self Awareness
• Understand
• Decide
• Take Action
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8 Bias Mitigation Strategies
SEEDS/SCARF Model

Break the stereotype habit

• Communicate Respect
• Communicate Safety
• Communicate Kinship

• Mindfulness
• Response & replace
• Counterstereotype
imaging
• Perspective taking
• Individualization
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Practice Recommendation
• Ask all people of reproductive age:
“Would you like to have a child this year?

• Check your blind spots
• Break the habit with practice

Practice Recommendation
• A proactive perspective towards mitigating
implicit bias will lead to
– informed, accurate decisions
– productive, healing relationships
– more equitable health outcomes
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Thank you!
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Practice Changers:
Top 20 POEMs of 2018
Roland Grad, MDCM, MSc, FCFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

Roland Grad, MDCM, MSc, FCFP
Director of Clinician Scholar Program/Associate Professor, Department of Family Medicine,
Faculty of Medicine, McGill University, Montreal
Dr. Grad is a family physician and researcher at McGill University. His research is in medical
education and continuing professional development, with a focus on how health professionals
use research-based information. In work funded by the Canadian Institutes of Health Research,
the Canadian Medical Association, and the Canadian Pharmacists Association, he codeveloped and validated the Information Assessment Method (IAM). This widely used tool
systematically documents reflection on health information, such as the daily POEM (PatientOriented Evidence that Matters). In multiple studies, the IAM has revealed how physicians,
nurses, and pharmacists use research evidence in everyday practice to improve health care.
Dr. Grad is a fellow of the College of Family Physicians of Canada (CFPC) and a member of
the Canadian Task Force on Preventive Health Care.

2

Learning Objectives
1.

Be able to describe how POEMs can provide a
rational strategy for identifying relevant, valid
evidence for practice.

2.

Describe how the top POEMs selected for their
ability to change practice will affect their practice.

3.

Describe the most important practice-changing
guidelines from 2018.

Audience Engagement System
Step 1

Step 2

Step 3
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POEMS = Patient Oriented
Evidence that Matters
• A POEM is:
• Relevant to primary care, hospital or ED practice
• Demonstrates improvement in patient oriented
outcomes
• Evaluated for validity and bias
• 7 reviewers, 110 journals  255 POEMs in 2018
• A top 20 POEMs article has been published in
American Family Physician annually for 8 years
The best of the best of the best presented today!

CMA members
can get
POEMs.
~1500 rate
each POEM
using the IAM,
a validated tool
for reflective
learning
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70% of
raters are
family
physicians

Information
Assessment
Method
(IAM)

5

20 studies
Canadian physicians selected:
• Lots of blood pressure studies (5)
• Infectious disease (4)
• Pain management (3)
• Behavioral medicine (3)
• Screening and Prevention (4)
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Hypertension

Poll Question 1
An asymptomatic 70-year-old woman takes ramipril 10 mg daily
for longstanding hypertension without target organ damage. As
she is anxious about taking her blood pressure in the office, a 24hour ambulatory BP monitor was done. The results are as
follows: 144/92 awake and 132/81 asleep.
To further reduce her chance of a cardiovascular event, would
you intensify her treatment?
A. Yes
B. No
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1. Which is a better predictor of mortality?
Ambulatory or office BP measurement

Key findings
• 24 hour ambulatory blood pressure measures were a mean of
19/11 mm Hg lower than single office measures
• Ambulatory was also a better predictor of mortality
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2. Is a single BP measurement reliable to assess hypertension?

Key findings
• The answer is: no! A single blood pressure measurement is
often falsely elevated – critical to not rely on it
• They took 1000 consecutive primary care patients and
measured BP after 5 minutes of rest, and then 4 more times 2
minutes apart. They compared initial BP with mean of next 4
BPs.
• The first systolic BP was 10+ mm higher in 24%, and 5+ mm
higher in 46%. The first diastolic BP was 5+ mm higher in 22%
of patients. Hypertension would have been erroneously
diagnosed by relying on the initial measure in 12% of patients
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3. In patients with high BP, does a second reading
show lower results?

Key findings
The 2nd blood pressure checked by a primary care doc was an
average of 8 mm lower than initial
• 1/3 went from over 140/90 to under 140/90
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4. At what systolic BP should we begin treatment for the most
benefit?

Key findings
• Treating patients with BP > 140/90 reduced mortality
• Treating patients who were at or below 140/90 did not
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5. Is lower systolic BP associated with better outcomes in elderly
patients who take antihypertensive medication?

Key findings
• Caution is advised in aggressive treatment of very old
• They found association between greater BP lowering and
increased mortality
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BONUS!
Is the new definition of hypertension
valuable to patients?

Key issues
A lower threshold might benefit some patients at high risk of CVD, while harming other
patients at low risk
• Taking a choosing wisely approach requires calculating your patients’ baseline risk for
CVD and using this risk in a conversation about CVD prevention, considering their
personal values and preferences.
• What about the SPRINT trial? In older (mean age 68) non-Diabetic patients with very
high 10 year CV risk (> 15%)… A BP target of 120 vs 140 led to lower all-cause mortality
(NNT = 83 over 3 years) but more hypotension (NNH = 100), more electrolyte
abnormality (NNH = 125), and more acute kidney injury (NNH = 67). No difference in
ACS, MI or stroke
• ACC / AHA guideline advocated 130/80 for most patients based on SPRINT
• AAFP and ACP: do not endorse ACC/AHA target of 130/80 and continue to recommend
140/90 for most patients
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Infection

6. Are short courses of antibiotics as effective as longer
courses for outpatient infections?
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Key findings
Short courses as good as longer for outpatient infections
• Children:
•
•
•
•

5-7 days = 10 days for strep throat
3 days = 5 days for CAP
2+ = 7+ days for otitis media
2-4 = 7-14 days for UTI

• Adults
•
•
•
•
•

3-7 = 6-10 days for acute sinusitis
3 = 5+ days for uncomplicated UTI
7-14 = 14-42 for acute pyelo
7 or less = 7+ for community acquired pneumonia
3-6 = 7-14 for UTI in older women

7. Which treatments are safe and effective for cough
associated with the common cold?
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8. Which treatments for subacute cough are effective?

Key findings
• Nothing works for acute cough
• At least no good evidence. Of course, absence of evidence is
not evidence of absence
• Well, maybe honey for kids
• The evidence for treating patients with subacute cough is also
limited and does not demonstrate meaningful improvements.
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9. Is a five-day course of nitrofurantoin as effective as single
dose Fosfomycin (Monurol) for UTI?

Key findings
Clinical resolution:
70% for nitrofurantoin vs 58% fosfomycin, p < 0.05, NNT = 8
• Cost: nitrofurantoin $20, fosfomycin $90
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10. Does increased water intake decrease UTI recurrence in
women?

Key findings
Increased water intake decreases recurrent UTI in women
• At one year, those in the extra water group had 1.7 vs. 3.2
UTI’s per year
• Downside = two more trips to the loo daily in the extra water
group
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Pain Management

Poll Question 2
Which one of the following statements about treatment of
musculoskeletal pain is correct?
A. Opioid and acetaminophen combination analgesics relieve acute
extremity pain better than ibuprofen and acetaminophen
combinations.
B. Anticonvulsants are effective for the treatment of low back pain with
radiculopathy.
C. Nonopioid medications are at least as effective as opioid
medications for improving pain-related function in persons with
chronic back, knee, or hip pain.
D. Unlike opioids, anticonvulsants do not increase the risk of adverse
events.
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11. Are opioid medications preferable for improving pain-related
function in adults with severe chronic back, hip or knee pain?

Key findings
• At 12 months no difference in function, and lower pain intensity
in non-opioid group.
• More dropouts due to medication adverse events in opioid
group (19% vs 8%)
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12. What oral analgesic combinations are effective for reducing
the pain of an acute extremity injury in adults?

Key findings
• Ibuprofen + acetaminophen = opioid + acetaminophen for
acute severe extremity pain
• At 2 hours, pain in all groups dropped 3.5 – 4.3 points, p = ns
• A drop of 1.3 or more was clinically important
• Even in subgroup with 10/10 pain, no difference seen
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13. Are anticonvulsants an effective treatment for low back pain?

Key findings
Gabapentin and pregabalin ineffective for low back pain
• Total of 14 comparisons, only 2 showing benefit
• 43 patients randomized to 3600 mg/day gabapentin or placebo
• 96 patients given 300 mg topiramate daily
• Other 12 showed no benefit. Where they could pool studies, no benefit.

• No difference in adverse events
• So maybe gabapentin 300 bid is a nice placebo?
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Behavioural Medicine

Poll Question 3
Which of the following statements about behavioral medicine is correct?
A. Two-thirds of patients with anxiety disorders will relapse after
discontinuation of antidepressant therapy.
B. Persons who participate in more than 150 minutes of moderateintensity physical activity per week have a lower risk of depression.
C. There is no relationship between intensity of physical activity and
incident depression.
D. Nonbenzodiazepine hypnotics decrease the risk of falls or
fractures.
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14. Is physical activity associated with a reduced risk of
subsequent incident depression?

Key findings
• Higher levels of activity associated with less incident depression
(aOR 0.83, 95% CI 0.79 – 0.88) even after adjusting for age,
smoking, BMI, and baseline symptoms.
• So get moving!
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15. How common is relapse in patients with anxiety
disorder following discontinuation of treatment with an
antidepressant?

Key findings
• Relapse occurred in 36% switched to placebo, 16% who
continued.
• Glass half full would say 64% did well after discontinuation
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16. Are nonbenzodiazepine hypnotics associated with harms
in older adults?

Key findings
• Odds ratio 1.6 (95% CI 1.4 – 1.9) for fracture among patients
taking z-drug compared with control, corresponds to NNH ~
270.
• Also a trend for more falls was noted.
• It’s not just benzos: Try to avoid z-drugs as well in persons at
high risk for fracture
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Screening and Prevention

Poll Question 4
Which one of the following statements about screening and prevention is
correct?
A.
B.
C.
D.

The fecal immunochemical test is less sensitive than guaiac-based
fecal occult blood tests for prostate cancer screening.
Initiating statin therapy in patients 75 years or older without pre-existing
cardiovascular disease reduces the likelihood of developing
cardiovascular disease.
The benefits of aspirin for primary prevention in patients with moderate
risk of cardiovascular disease clearly outweigh the harms.
Exercise, with or without vision assessment/treatment and
environmental assessment/modification, reduces the risk of injurious
falls in older adults.

27

17. Are uptake and detection rates better for FIT than for guiacbased screening tests?

Key findings
FIT more acceptable and accurate than gFOBT
• Uptake was higher in those randomized to FIT than gFOBT (66% vs
59%).
• And, the rates of cancer and advanced adenoma detection were
0.24% and 1.29% with the FIT, and only 0.12% and 0.35% with
gFOBTs
• Time to clear out your stash of old guaiac based cards and start using
FIT.
• Is it as good as colonoscopy? Several direct comparison RCTs
underway, so stay tuned
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18. In older people without CVD, is statin treatment associated
with better outcomes?
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19. Is low-dose aspirin effective for the primary prevention
of CVD?

Key findings
Aspirin is not effective for primary prevention
At 5 years, no difference in composite outcome of MI, stroke, CV
death, TIA or unstable angina (4.3% vs 4.5%) and no difference
in all cause mortality (2.6%)
• What’s going on here? Difference may be ..
• Increasing obesity (one recent analysis found aspirin 100 mg only
reduced CV events in 70 kg or lighter patients)
• Also we are doing better at controlling other CV risk factors, so less for
aspirin to do. On balance, ASA may be harmful
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BONUS

31
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Key findings
• As-needed intermittent use of ICS + LABA is almost as effective
as daily maintenance ICS, and at one-fifth of the steroid dose.
• Both intermittent ICS+ LABA or use of a daily ICS prevented
asthma exacerbations, compared to as needed use of
terbutaline.

33

Key findings
No difference for the outcome of severe asthma exacerbation over one
year, comparing as needed use of budesonide 200 mcg / formoterol 6
mcg versus budesonide 200 mcg plus as needed use of terbutaline.
• These findings are helpful as some adults with mild asthma prefer not
to take ICS on a long-term daily basis
• The implications for practice are the following. Following a process of
shared decision is appropriate in mild asthma, given the options of
either a daily ICS or intermittent ICS + LABA
• The latter will reduce the cumulative steroid burden

Practice recommendations
• HTN: Base treatment decisions on ambulatory BP monitoring rather than
in-office BP
• Do not rely on a single office BP measurement. Recheck elevated BP
• When the sBP is >140, Rx can prevent CVD events in some people
without preexisting heart disease
• But … be careful in patients 85+, as lower sBP during Rx is associated
with higher death rates and greater cognitive decline
• Infection: In general, shorter antibiotic courses reduce cost and may
reduce adverse events
• But … 5-days of nitrofurantoin is better than a single dose of fosfomycin
for simple UTI in women
• Drinking an additional 1.5 L of water / day decreases UTI recurrence by
one-half in women with at least three episodes per year
• Nothing works for cough; at least no good evidence. OK, maybe honey for
kids
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Practice recommendations
• MSK: Nonopioids are at least as effective as opioids for improving pain-related function over 12
months in adults with severe chronic back, hip or knee osteoarthritis pain
• In adults with acute pain severe enough to warrant imaging, ibuprofen plus acetaminophen is
equally effective in reducing pain intensity at two hours compared with three different opioid and
acetaminophen combination analgesics
• Anticonvulsants are not effective for low back pain with or without radiculopathy, and are
associated with an increased risk of adverse events
• Behavioral medicine: More than 150 minutes of moderate-intensity activity per week is associated
with less incident depression
• About one-third of people with anxiety will relapse after stopping antidepressant therapy
• In older adults, Z-drugs are associated with higher risk of fracture. Try to avoid them
• Screening / Prevention: FIT is more sensitive and specific than guaiac-based FOBT
• In 75+ without preexisting CVD, statins do not decrease the likelihood of developing CVD or reduce
all-cause mortality. But … those 75 to 84 with diabetes may benefit
• In primary prevention, low-dose ASA does not meaningfully decrease events or all-cause mortality
• In older adults, exercise alone can reduce the risk of injurious falls

How can I get POEMs?
Emailed to Essential Evidence subscribers:
http://www.essentialevidenceplus.com
FREE weekly “POEM of the Week” podcast
FREE biweekly “Primary Care Update” podcast
FREE 4-5 monthly in American Family Physician
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Contact Information
Roland Grad
Roland.Grad@mcgill.ca

Questions
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Practice-Based Research Networks:
The Laboratories of Family Medicine
Joseph LeMaster, MD, MPH, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.

1

DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
All individuals in a position to control content for this session have indicated they have
no relevant financial relationships to disclose.
The content of my material/presentation in this CME activity will not include
discussion of unapproved or investigational uses of products or devices.

Joseph LeMaster, MD, MPH, FAAFP
Associate Professor, Department of Family Medicine, University of Kansas Medical Center, Kansas City; Health Advisor/Public Health Officer,
Johnson County Department of Health and Environment, Kansas
Dr. LeMaster earned his medical degree from the University of Kansas School of Medicine in Kansas City. After completing his family medicine
training in 1988, he practiced full-time in the United States and in Asia, where he become fluent in the Nepali language. Subsequently, he
earned his Master of Public Health (MPH) degree in epidemiology from the University of Washington in Seattle. In 2002, while working as an
assistant professor at the University of Missouri in Columbia, he was an investigator on the Robert Wood Johnson Foundation-funded “Feet
First” study, which found that moderate, supervised weight-bearing activity does not increase foot ulcer risk among those who have diabetic
peripheral neuropathy. This study’s results led the American Diabetes Association (ADA) to change its national recommendations on exercise
for patients who have diabetic peripheral neuropathy. As part of a task force of national leaders in diabetic foot care, Dr. LeMaster also coauthored consensus guidelines for comprehensive examination of the diabetic foot which were published in leading journals of the endocrine
and podiatric research communities. He has continued to investigate diabetic foot outcomes in his current position at the University of Kansas
Medical Center (KUMC).
In 2011, Dr. LeMaster began pursuing a research agenda at KUMC to improve the quality of primary care in health care systems that serve
refugee and immigrant populations. His recognition as an international expert on cross-cultural research benefitting migrant communities has
led to multiple international invited lectures and visiting professorships at universities in countries including Canada, Ireland, and the
Netherlands. He has also conducted and published epidemiological research clarifying risk factors for suboptimal outcomes during resettlement
after forced migration. Since 2015, Dr. LeMaster has collaborated with a European Union-funded international research group that uses a
participatory approach to implement and evaluate cultural competency training initiatives in primary care settings in five European countries. In
addition, he has collaborated with primary care colleagues from the United States, Canada, and Europe to publish ethical and methodological
guidelines on the conduct of participatory health research focused on primary care patients.

2

Learning Objectives
1.

Describe practice-based research and practice-based
research networks.

2.

Describe types of research conducted in practice settings
and importance of practice-based research for family
medicine and primary care.

3.

Become familiar with resources to conduct productive
practice-based research and drive innovation in family
medicine and primary care.

Audience Engagement System
Step 1

Step 2

Step 3
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The ”Quadruple Aim”
•
•
•
•

Enhancing patient experience
Improving population health
Reducing costs
Improving the work life of those who
deliver care
How well have we done?
http://www.ihi.org/communities/blogs/the‐triple‐aim‐or‐the‐quadruple‐aim‐four‐points‐to‐help‐set‐your‐strategy

Life Expectancy: Females

OECD data, 2019
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Life expectancy: Males

OECD data, 2019

Comprehensive primary care
• Patient-centered care deals with mental emotional,
social, as well as physical: all the patient’s
perceived needs
• Deep — addresses the full extent of all problems,
e.g. acute and chronic care; ; injury and
rehabilitation; support for self-management, care
coordination, monitoring
• Long — entire trajectory from prevention to
diagnosis to palliation, from the ’cradle to the grave’
AHRQ Publication No. 16(17)-0022-EF, 2016
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The effect of primary care physician supply on life expectancy

1. Primary care physician growth has been flat since 2005
(in fact, in rural areas it is decreasing).
2. For every 10 additional PCPs/100k people, there is a 51
day increase in life-expectancy and a reduction (0.91.4%) in cardiovascular, cancer and respiratory mortality.
3. Other social determinants also matter:
– Medicare enrollment: + 108 days
– Less than high school education: -58 days
– Self-reported black race: – 412 days
Source: Basu et al, JAMA Intern Med. 2019 Feb 18. doi: 10.1001/jamainternmed.2018.7624.

Primary Care Physician: 1000 people
OECD data, 2019
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Poll Question 1
Which of the following statements are true?
a.
b.
c.
d.

Primary care physician supply in the US has been growing
steadily since 2005.
For every additional primary care providers per 100,000
population, there is an estimated 51 day increase in life
expectancy
For every additional 10 primary care providers per 100,000
population, there is an approximately 1% decrease in
cardiovascular, cancer and respiratory mortality.
Among OECD countries, the US has the highest density of
primary care providers per 1000 people in the population.

How can Primary Care Research help?
Primary Care Research and You
Used with permission by creator:
Ed Bujold, MD
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Poll Question 2
Which of the following is the primary benefit of
participating in primary care research that links the
patient’s voice with primary care provider
experience?
A. Increase in practice revenue.
B. Pursuing researchable ideas for primary care.
C. Reducing stress in primary care practice.
D. Increase in patient recruitment to our practice.

AAFP National Research
Network (AAFP NRN)
Advancing Family
Medicine Through
Research and Partnerships
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Who We Are
19 members of staff and leadership
• Clinicians & Researchers
• MDs, DOs, PhDs
• Family physicians, health services,
social/behavioral scientists, informatics, statistics

• Project teams
• Project managers, research assistants, data
analysts, statisticians

We Are Seeking To…
 Lead the nation in practice-based research in primary
care to develop new evidence and innovative models
for “what works” in real-world settings
 Raise awareness and build engagement to promote
the importance of primary care research
 Disseminate timely findings that deliver on the
Quadruple Aim
 Discover new paths that advance the science and
specialty of family medicine
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Who We Work With
• Members of the AAFP NRN
• 2,100 clinicians in over 1,300 practices
• Small private offices, large health systems, FQHCs,
and residencies

• 18 affiliated PBRNs across the country
• Outstanding researchers, multi-specialty, from
academic and private research organizations

AAFP NRN Member Practices

Source: AAFP NRN
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Active Studies
• 16 currently active studies
• Broad range of scope and scale
• Ranging from 2 individual family physicians working with the
AAFP NRN study team to 19 practices from across the
country
• Topics ranging from health equity education to comparative
effectiveness of asthma rescue inhaler medications

• Diverse funding sources
• Projects funded by federal, foundation, and industry

NRN
Engagement
• Participation
• Communication
• Collaboration
• Sponsorship

Source: AAFP NRN
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Participation
Level of Involvement

Practice level study participation
Participate in a survey, focus group,
interview
Support preparation of
a proposal/application
NRN Membership

Source: AAFP NRN

Benefits of Participation in NRN
• Broad membership base, wide reach, “representativeness”
• Strong relationships & connections to thought leaders & other
stakeholders
• Synergy of mission with other FM organizations
• Connection with nation-wide and international primary care/
research networks, i.e. NAPCRG, WONCA, ICPHR, CAFM
• Alignment with trends and priorities of health care
• Volume of funding opportunities
• Staff competencies and professionalism
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Communication
We…
• Share our
results broadly
• Publicize
opportunities
• Develop
collaborations
and community

Collaboration
• Contribute to the development and
implementation of practice-based research
projects

This Photo by Unknown Author is licensed under CC BY‐ND
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Sponsorship
• Grants (federal and
foundation)
• Contract research
projects
• Partners provide funding
for agreed upon projects
or initiatives
• Exploring options for
unrestricted
contributions
This Photo by Unknown Author is licensed under CC BY‐NC‐SA

Family Medicine Discovers:
Rapid Cycle Scientific Discovery and Innovation
• To develop a Rapid Cycle Scientific Discovery and
Innovation (RapSDI) practice-based research track
• Led by the AAFP Foundation and the AAFP NRN in
collaboration with the other key family medicine
organizations in the US
• Part of a multi-pronged strategy to build the capacity for
family medicine scientific discovery and innovation.
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RapSDI Program Overview
• Create infrastructure for submission of ideas and questions
that meet the following criteria:
1. Relevant and responsive to our members’ priorities and
interests
2. Address scientific & clinical questions that have high
potential impact to advance the knowledge base of the
specialty of Family Medicine
3. Bubble up directly from Foundation members and
Champions, NRN members, AAFP members, other FM
stakeholders and partners
4. Feasible to accomplish within a ~15 month timeline

Poll Question 3
Which of the following is NOT a criterion for research
ideas that may be funded by RapSDI?
1.Address scientific & clinical questions that have
high potential impact to advance the knowledge
base of the specialty of Family Medicine
2.Bubble up from AAFP members and other Family
Medicine stakeholders and partners
3.Feasible to accomplish within a 5 year timeline
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Building PCOR* capacity
with Newcomer patients
in Practice-based
Research Networks
*PCOR= Patient‐centered Outcomes Research

“Language discordance” and
healthcare utilization
• Issues when people are “language discordant” with
their health care providers:
–
–
–
–
–
–

More infrequent visits and follow-up
Inappropriate diagnoses/treatment prescribed
More medication errors/poorer adherence to regimens
Higher Emergency Department use
Longer hospitalizations
Less patient satisfaction

Source: Brisset et. al. Patient Educ Couns (2012): dx.doi.org/10.1016/j.pec.2012.11.0008
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PCORI Eugene Washington
“Completing the CIRRCLE”
• Patients prefer their PCP to be first point of contact for
referrals (94%) and care coordination (89%)*
• Can we design interventions that are culturally
appropriate, build trust, and improve patient and clinician
ownership (including families; continuity; broad-scope;
relational)?
• AAFP NRN practices serve these populations
*Grumbach et al, JAMA. 1999;282(3):261‐266.

Preparatory pilot work
• 2018 “Patient Engagement in Family Medicine” patient
survey
– Physicians must lead efforts to engage patients in
decisions about clinical operations re:
1) improving patient experience and
2) improving quality
– How best to operationalize this engagement in
practices remains unclear
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Preparatory pilot work
• 2015-18 PCORI Pipeline Tier 1-3 project:
used participatory World Cafés to identify
and prioritize health care topics that
participants considered most important
(physicians, patients, health system
stakeholders)

• 45-55 participants per World Café
• Linguistic communities stayed
together to answer each question,
and assign joint priority to identified
issues

13 World Cafes over 18 months
Used with participants’ permission
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“Completing the CIRRCLE”
project goals
1. Develop a consensus-based operational plan by
engaging practice clinicians to get ready to
participate in the co-design of PCOR relevant to
LEP patients, in monitoring its conduct, and in
disseminating its results; and
2. Evaluate and prioritize existing PCOR-related
capacity-building resources that are culturallyrelevant, accessible and responsive to the needs
of AAFP NRN practices that serve LEP patients.

Poll Question 4
Which of the following statements is false?
a) A patient-facing interventions targets changes
in patient behaviors and/or health outcomes
b) Practice-facing interventions target access to or
quality of care in healthcare
c) Implementation Science studies how
interventions are applied in ideal settings
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Possible interventions
1. Patient-facing: interventions that target changes
in patient behaviors and/or health outcomes
2. Practice-facing: interventions that target access
to or quality of care in practice situations
3. Implementation Science studies: evidence-based
interventions applied in real practice settings

Possible interventions
1. Patient-facing: Use of bilingual CHWs to
improve completion of diabetes self-care
goals e.g. exercise, as well as
intermediate health outcomes e.g. HbA1c
2. Practice-facing: Implementation of a
tested intervention to improve use of
language interpreters in primary care
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Project Approach
• Clinical sites taking part will move forward
together during this project to develop and
submit full-scale PCOR study proposals, either
to PCORI, NIH or other potential funders.
• No upfront decision re: a particular research
question or project— we use a planning
process that helps us decide together what
types of project could be done

Participatory Learning in Action (PLA)
• Developed from R. Chamber’s work in the Global
South as a response to unequal power between
patients and healthcare personnel
• Uses visual as well as verbal methods to
summarize and prioritize participant input
• Goes deeper than the World Café into all
participant perspectives and with more interaction
than rapid methods
• Good approach to discuss 1 question deeply
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Used with participant permission

Practice Recommendations
Contact the NRN…
1. …if interested in participating in emerging
practice-based research projects as a
participating site.
2. …if interested in learning more about
RapSDI to design your own project
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In Summary
• PBRNs provide the opportunity to
participate in primary care research deliver
on the promise of primary care
– Meeting the Quadruple Aim
– Working on eliminating disparities
– Having fun while doing it
– Interested? Contact the AAFP NRN!

Contact Information
•
•
•
•

Joseph W LeMaster MD MPH
Contact email: jlemaster@kumc.edu
NRN email: nrn@aafp.org
Websites:
– Personal of J. LeMaster - http://www.kumc.edu/school-ofmedicine/family-medicine-and-communityhealth/research/research-faculty/joseph-lemaster-md-mphmsc.html
– AAFP NRN’s - https://www.aafp.org/nrn
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Questions
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U.S. Preventive Services Task Force
Update
Alex Krist, MD, MPH, FAAFP
John Epling, MD, MS, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any
relationships with commercial interests upon nomination/invitation of participation. Disclosure
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are
resolved prior to confirmation of participation. Only those participants who had no conflict of
interest or who agreed to an identified resolution process prior to their participation were involved
in this CME activity.
All individuals in a position to control content for this session have indicated they have no relevant
financial relationships to disclose.
The content of my material/presentation in this CME activity will not include discussion of
unapproved or investigational uses of products or devices.

Alex Krist, MD, MPH, FAAFP
Faculty, Fairfax Family Practice Residency, Virginia; Family physician, Privia Medical Group,
Fairfax, Virginia; Professor/Director of Research, Department of Family Medicine and
Population Health, Virginia Commonwealth University (VCU), Richmond; Director, Virginia
Ambulatory Care Outcomes Research Network, Richmond
Dr. Krist is a clinician and teacher at Fairfax Family Practice Residency in Virginia. He is a
researcher in VCU’s Department of Family Medicine and Population Health and director for
community-engaged research at VCU’s Center for Clinical and Translational Research. His
research supports Virginia’s practice-based research network (PBRN), which spans eight
health systems and represents the full spectrum of primary care practice structures and
cultures. In addition, Dr. Krist is a member of the U.S. Preventive Services Task Force
(USPSTF) and currently serves as vice chair. He has been one of the leading thinkers on how
to operationalize USPSTF recommendations in clinical practice through patient activation and
engagement, practice workflow and redesign, promotion of shared decision-making, and
optimization of health information technology (HIT).
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John Epling, MD, MS, FAAFP
Professor/Medical Director of Research, Department of Family and Community Medicine, Virginia Tech
Carilion School of Medicine, Roanoke; Medical Director of Employee Health and Wellness, Carilion Clinic,
Roanoke, Virginia; Member, U.S. Preventive Services Task Force (USPSTF)
Dr. Epling earned his medical degree from Tufts University School of Medicine in Boston, Massachusetts. He
completed an internship at the U.S. naval hospital in Charleston, South Carolina, and a family medicine
residency at the Medical University of South Carolina in Charleston. He also completed a faculty development
fellowship in evidence-based practice, policy, and education at State University of New York (SUNY) Upstate
Medical University in Syracuse and a vaccine science fellowship with the AAFP. Dr. Epling maintains an active
clinical family medicine practice and has taught family medicine, evidence-based medicine, and clinical
prevention to all levels of learners throughout his career. His principal research interests include evidencebased medicine; translation of research into practice; quality improvement and human performance
technology; and technology integration in medical education and practice. His clinical research areas of focus
include clinical preventive services (i.e., screening, vaccination, preventive medication, behavioral risk
counseling) and intimate partner violence. He has participated in several vaccination-related work groups on
the state and national levels, and he joined the USPSTF in January 2016.

Learning Objectives
1.

Participants will be better able to implement new recommendations
from the USPSTF into practice including recommendations for cancer
screening, health behavior counseling, and chemoprevention.

2.

Participants will better know how to access, read, and understand the
methods used by and recommendations from the USPSTF.

3.

Participants will be able to better use the evidence supporting the
USPSTF recommendations to motivate patients to receive services
with clear benefit and engage patients in shared decision-making for
decisions with a close balance of benefits and harms.
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Audience Engagement System
Step 1

Step 2

Step 3

Overview
• Overview of Task Force Methods
• Where to get our recommendations
• 2018-9 Highlight Recommendations
– Cervical Cancer Screening
– HIV Pre-Exposure Prophylaxis (PrEP)
– Unhealthy Alcohol Use
– Prevention of Perinatal Depression
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General USPSTF Methods

US Preventive Services Task Force…
• Makes recommendations on clinical preventive services to primary
care clinicians
• The USPSTF scope for clinical preventive services include:
– Screening tests
– Counseling
– Preventive medications

• Recommendations address only services offered in the primary care
setting or services referred by a primary care clinician.
• Recommendations apply to adults & children with no signs or
symptoms
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USPSTF Members
• The 16 volunteer members represent disciplines of primary care
including family medicine, internal medicine, nursing,
obstetrics/gynecology, pediatrics, and behavioral medicine
• Led by a Chair & Vice Chairs
• Serve 4-year terms
• Appointed by AHRQ Director with guidance from Chair & Vice
Chairs
• Complete a rigorous review of potential conflicts of interests
• Current members include deans, medical directors, practicing
clinicians, and professors
– http://www.uspreventiveservicestaskforce.org/members.htm

USPSTF Methods
• Rigorous 4-stage recommendation development process
–
–
–
–

Topic nomination
Draft and final research plans
Draft evidence review and recommendation statement
Final evidence review and recommendation statement

• 4-week public comment period on all drafts
• Consult with external subject matter experts through
Evidence-based Practice Centers and Partners
• Procedure Manual available at:
http://www.uspreventiveservicestaskforce.org/Home/GetFile/6
/7/procedure-manual_2016/pdf
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Input from the Public
• Anyone can nominate a topic for the USPSTF to
consider via the web site
– http://www.uspreventiveservicestaskforce.org/tftopicn
on.htm

• Anyone can comment on:
– Posted Draft Research Plans
– Posted Draft Evidence Reports and Recommendation
Statements.

• We read every nomination and comment

USPSTF Steps: Brief and Generic
• The USPSTF assesses the evidence across the analytic framework:
– Judges the certainty of the estimates of the potential benefits
and harms
– Judges the magnitude of the potential benefits and harms
– The ultimate goal is to judge the balance of the benefits and
harms, or the magnitude of the net benefit of the preventive
service
– When evidence is insufficient (low certainty), the USPSTF does
not use “expert opinion”
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Basic USPSTF Methods for Developing
Recommendations: The Letter Grades
Certainty of
Net Benefit

Magnitude of Net Benefit
Substantial

Moderate

Small

Zero/Negative

High

A

B

C

D

Moderate

B

B

C

D

Low

I—insufficient evidence

What Grades Suggest for Practice
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How can you find our
recommendations?

It’s All on the Website!
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Clinical
Summary

Dissemination & Implementation (D&I)
• USPSTF Partners provide input on recommendations and facilitate
dissemination and implementation. Partners represent:
– Primary care clinicians, consumers, and other stakeholders
– Federal agencies

• D&I resource examples:
– USPSTF website – http://www.uspreventiveservicestaskforce.org
– Electronic Preventive Services Selector (ePSS) – http://epss.ahrq.gov
– HealthFinder - http://healthfinder.gov/
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Poll Question 1
The USPSTF makes recommendations about
clinical preventive services based on:
a) A full consensus of expert opinion
b) Rigorous assessment of certainty of
evidence and magnitude of net benefit
c) The cost-effectiveness analysis of
preventive interventions
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USPSTF Recommendations
In Progress

Final Research Plans
•
•
•
•
•
•
•

Chlamydial or Gonococcal Infections
(S)
Hepatitis B – Non-pregnant
Adolescents and Adults (S)
Hearing Loss – Older Adults (S)
Vitamin D Deficiency – Adults (S)
Abnormal Blood Glucose and Type 2
Diabetes (S)
High Blood Pressure – Children and
Adolescents (S)
High Blood Pressure – Adults (S)

(S) = Screening recommendation

•
•
•
•
•
•
•

Diet and Physical Activity Counseling
for CVD Prevention - Adults (C)
Illicit Drug Use- Children and
Adolescents (C)
Lung Cancer (S) – Adults
STI (C) – Adults
Healthy Weight (C) – Pregnant
Women
Tobacco Cessation (C) – Adults
(including during Pregnant Women)
Bacterial Vaginosis (S) – Pregnant
Women

(C) = Counseling recommendation
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Draft Recommendation Statements
•
•
•
•
•

Asymptomatic Bacteriuria (S) – Adults
BRCA-Related Cancer (S&C)--Women
Pancreatic Cancer (S) – Adults
Risk Reducing Medications for Breast Cancer (PM) – Women
HBV (S) – Pregnant Women

(S) = Screening recommendation
(PM) = Preventive medication

(C) = Counseling recommendation

Brief Summary:
May 2018 – September 2019
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Final Recommendations
Topic

Population

Recommendation

Grade

Lead screening
(S)

Children and
Insufficient evidence
pregnant women

I

Gonococcal
Ophthalmia
Neonatorum
(PM)
Child
maltreatment
prevention
(S&C)

Neonates

Recommends prophylactic ocular
topical medication for all newborns

A

Children and
adolescents 18
years and
younger

Insufficient evidence on interventions
to prevent maltreatment; children
with signs or symptoms of
maltreatment should be assessed or
reported according to state law

I

Final Recommendations
Topic

Population

Intimate partner
violence & elder
abuse (S)

Women of
Recommends screening for Intimate
reproductive Partner Violence (IPV); provide or refer
age
women who screen positive to ongoing
support services
Older adults Insufficient evidence

B

Adults

Recommends offer or referral to
behavioral interventions for adults with a
BMI of 30 or higher

B

Recommends early screening for syphilis
infection in all pregnant women

A

Behavioral
interventions for
weight loss (C)

Syphilis screening Pregnant
(S)
women

Recommendation

Grade

I
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Final Recommendations
Topic

Population

Recommendation

Screening for
PAD and CVD
(S)

Adults

Insufficient evidence to recommend
screening for PAD and CVD with
ankle-brachial index (ABI)

Screening for
Women 65 years Recommends screening with bone
osteoporosis (S) and older
measurement testing

Grade
I

B

Postmenopausal
women younger
than 65 years

Recommends screening with bone
measurement testing in women at
increased risk as determined by a
formal clinical risk assessment tool

B

Men

Insufficient evidence to assess

I

Final Recommendations
Topic

Population

Recommendation

HIV Screening

Adolescents and Recommend screening for HIV
adults 15-65
years (older and
younger if HR),
all pregnant
persons

Grade
A
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Detailed Summary:
May 2018 – September 2019

CERVICAL CANCER SCREENING
AUGUST 2018
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Cervical Cancer
• Deaths have decreased substantially since the implementation of
widespread cervical cancer screening
• 2.8 per 100,000 women in 2000
2.3 deaths per 100,000 women in 2015
• Most cases occur among women who have
not been screened or had inadequate follow-up

Cervical Cancer Screening
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Cervical Cancer Screening

Change from Prior Recommendations
Population

2012

2018

Women 21 to 29: 3 years cervical cytology
Women 30 to 65: 3 years cervical cytology or
5 years hrHPV with cytology
5 years hrHPV alone

-

A

Women 21 to 29: 3 years cervical cytology
Women 30 to 65: 3 years cervical cytology or
5 years HPV with cytology

A

-

Women older than 65 years
- USPSTF recommends against screening

D

D

Women younger than 21 years
- USPSTF recommends against screening

D

D

Women who have had a hysterectomy
- USPSTF recommends against screening

D

D
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Review of Evidence
Systematic Review
Screening for cervical cancer with high-risk human
papillomavirus testing
Decision Analysis Model
Age to begin, optimal interval, screening strategy
effectiveness, benefits and harms
Updated 2012 recommendation:
Women 30 to 65: Screening every 5 years with hrHPV
+/- cytology as an alternative to every 3 years with
cytology alone or co-testing every 5 years

Summary of Review Findings
•

•

•

hrHPV Primary Screening
– 4 RCTs, 1 cohort study
– hrHPV screening found more CIN 3+ versus cytology alone
– Overall CIN 3+ detection ranged from 0.3% to 0.8% across studies
hrHPV Cotesting with Cytology
– 4 RCTs, 2 cohort study
– Cotesting found similar rates of CIN 3+ versus cytology alone
Both hrHPV screening strategies
– Higher false-positive and colposcopy rates than cytology
– Could lead to more treatments with potential harms
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Summary of Review Findings
• Screening Interval Based on Decision Modeling
– 2012 model: Screening every 3 years with cytology alone
confers a similar number of life-years gained as annual
screening
– 2018 model: With hrHPV, similar life-years gained with 3and 5-year screening intervals

Summary of Review Findings (Harms)
•

Screening Interval
– Cytology alone: More frequently than every 3 years
• Little additional benefit
• Large increase in harms; cervical incompetence and preterm
labor (through overtreatment)
– hrHPV testing alone or cotesting: More frequently than every 5 years
• Does not substantially improve benefit
• Significantly increases the number of screening tests and
colposcopies
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Guidance on Implementation
• Participation in regular screening is key
– Greater effect on cervical cancer morbidity and mortality than
chosen screening strategy
– Focus on ensuring that women receive adequate screening,
especially underserved women (African American, Native
American Indians, rural and low-income women)
– Ensure solid evidence for stopping screening (adequate prior
screening and reason for hysterectomy)

Guidance on Implementation
• Important to have systems in place to ensure
– Follow-up of abnormal results
– Appropriate treatment of any pathology
– Support to retain patients throughout the entirety of cancer
treatment
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Poll Question 2
Which of the following recommendations is correct
for cervical cancer screening?
1. For women with a hysterectomy for benign reasons,
continue screening for 10 years after the procedure.
2. For women 30 to 65 years, HPV testing alone every
5 years is an option.
3. For women at age 65, stop screening no matter
what prior screening they have had.

HIV PRE-EXPOSURE PROPHYLAXIS
JUNE 2019
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Human Immunodeficiency Virus
•
•
•
•
•

1.1 million persons living with HIV in U.S.
700,000+ American AIDS deaths since 1981
2016: Estimated 40,000 new diagnoses of HIV infection
New HIV diagnosis: 80% male, 20% female
Why prevent? Though treatable, HIV infection is not curable and has
significant health consequences

Pre-Exposure Prophylaxis
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Summary of Review Findings
•

Effectiveness of Preventive Medication
12 RCTs evaluated effect of PrEP:
– Meta-analysis: PrEP vs Placebo/No PrEP
•Relative Risk: 0.46 (95% CI 0.33 to 0.66)
•Absolute Risk Reduction: -2.0% (95% CI -2.8% to -1.2%)
– Tenofovir-emtricitabine and tenofovir alone equally effective
•Only tenofovir-emtricitabine has FDA approval for PrEP

Summary of Review Findings
Higher adherence to PrEP reduced risk of HIV acquisition:
Adherence
• >70%
• >40% & <70%
• <40%

Relative Risk
0.27 [0.19 to 0.39]
0.51 [0.38 to 0.70]
0.93 [0.72 to 1.20]
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Summary of Review Findings
Adherence to PrEP: 66% to 90% over 4 to 48 weeks
Adherence of Younger MSM: 50% at 12 weeks, 22-34% at 48
Self-reported adherence: Highly correlated with adherence
Multivariate analysis:
– Lower adherence: Black race (OR 0.28; 95% CI 0.12 to 0.64)
– Increased adherence: stable housing; receptive anal sex
– No association: age, educational attainment, income level, health
insurance status, and alcohol or drug use

Summary of Review Findings
• Potential Harms of Risk Assessment and Preventive
Medication
– Increased risk of renal adverse events:
Absolute Risk Difference: 0.56% (95% CI 0.09% to 1.04%)
– Increased risk of gastrointestinal adverse events:
Absolute Risk Difference: 1.95% (95% CI 0.48% to 3.43%)

• Estimate of Magnitude of Net Benefit
– Convincing evidence that PrEP is of substantial benefit
– Adherence to PrEP is highly correlated with its efficacy
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Guidance on Implementation
Persons at High Risk of HIV
•

Men who have sex with men, are sexually active and:
– A serodiscordant sex partner (or)

Focus on
behaviors

– Recent syphilis, gonorrhea, or chlamydia (or)
– Inconsistent use of condoms during receptive/insertive anal sex
•

Heterosexual women and men who are sexually active and:
– A serodiscordant sex partner (or)
– Inconsistent use of condoms with a high-risk partner with unknown HIV status (or)
– Recent syphilis or gonorrhea

•

Persons who inject drugs and:
– Share drug injection equipment
– Are at risk of sexual acquisition of HIV (see above)

Guidance on Implementation
•

Identifying persons at high risk of HIV
– Routinely obtain sexual and injection drug use history

•

CDC: discussion of implementation considerations
– Baseline/follow up testing, time to protection, and discontinuing
PrEP
– www.cdc.gov/hiv/pdf/risk/prep/cdc-hiv-prep-guidelines-2017.pdf

•

Recommendation excludes acute or chronic HIV infection

•

Adherence support: important component of providing PrEP
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Poll Question 3
Family physicians who are considering
prescribing HIV PrEP should ensure they have
the following skills:
1.
2.
3.
4.

Taking a thorough sexual history
Taking a thorough substance abuse history
Counseling to promote adherence to medication
All of the above

SCREENING & BEHAVIORAL INTERVENTIONS
FOR UNHEALTHY ALCOHOL USE
NOVEMBER 2018
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Unhealthy Alcohol Use
•

One of the most common causes of premature mortality in the
US

– Responsible for 1 in 10 deaths among adults ages 20
to 64 years
– 88,000 alcohol related deaths (2006-2010)
• Acute: motor vehicle collisions
• Chronic: liver disease, cancer

•
•

Alcohol use during pregnancy is a major preventable cause of
birth defects and developmental disabilities
Why screen? Brief behavioral counseling interventions in adults
who screen positive are associated with reduced unhealthy
alcohol use, which may improve health outcomes

Consumption
Heavy

Unhealthy Alcohol Use
Unhealthy
use

Alcoholism,
dependence
Harmful use,
abuse

Consequences
Severe

Alcohol
Use
Disorders
(AUD)

Problem drinking
Risky use
Low risk use
None

Abstinence

None
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Risky Use
• Women and men 65 years and older: No more than 3
drinks/day or 7 drinks/week
• Men (21-64 years): No more than 4 drinks/day or 14
drinks/week
• For adolescents:
Moderate Risk

Highest Risk

Ages 12-15

1 day/year

Age 11

1 day

Ages 16-17

6 days/year

Ages 12-15

6 days

Age 18

12 days/year Age 17

24 days

• Pregnant women: Avoid completely

Screening & Behavioral Interventions for Unhealthy
Alcohol Use
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Review of Evidence
Studies of screening test accuracy
•
•
•

N=277,881 adolescents, adults and pregnant women
62% in US, 51% in primary care
A variety of 1 to 2-item screening tests, and:
Population
(No. of studies)

Adult
(27)

Condition

NIAA-SASQ

AUDIT-C, optimal
cutoff

AUDIT optimal
cutoff

Unhealthy Use

Se: 0.73-0.88
Sp: 0.74-1.0
k=4, n=44,461

Se: 0.70-0.88
Sp: 0.70-0.85
k=6, n=82,444

Se: 0.68-0.91 Sp:
0.75-0.96 k=9
n=9832

AUD

Se: 0.71-0.92
Sp: 0.60-0.91
k=6, n=46,244

Se: 0.70-0.88
Sp: 0.70-0.85
k=6, n=82,444

Se: 0.48-0.96 Sp:
0.34-0.96 k=8,
n=5746

Recommendation: 1-item to 3-item screening instruments have the best accuracy
for assessing unhealthy alcohol use in adults 18 years or older (AUDIT-C & SASQ).

Review of Evidence
Trials of intervention effectiveness
• N=36,528 adolescents & adults
• 30% web-based, 4 or fewer sessions, median 30-min
• 60% US, 62% in primary care
• SBIRT, motivational techniques, feedback, CBT
• Intervention groups in 32 studies (meta-analysis):
• 1.6 less drinks/week
• 14% increase to drinking w/n healthy limits NNT=7.2 [95% CI, 6.2 to 11.5]

Recommendation: Brief behavioral counseling interventions were found to reduce
unhealthy alcohol use in adults 18 years or older, including pregnant women
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Summary of Review Findings
Potential Harms
•

Stigma, labeling, discrimination, privacy concerns, and interference with
the patient-clinician relationship

•

Questionable legal concerns for pregnant women in some states

•

No studies evaluated the harms of screening for unhealthy alcohol use,
but USPSTF estimates this as small to none

Estimate of magnitude of benefit
•

Moderate, offer screening and behavioral intervention

Guidance on Implementation:
Screening
The following 1- to 3-item screening instruments have the best accuracy
and can assess unhealthy alcohol use in adults 18 years or older:
•
•

(AUDIT-C) Abbreviated Alcohol Use Disorders Identification Test–
Consumption
(SASQ) Single Alcohol Screening Question-recommended by NIAAA
– “How many times in the past year have you had 5 [for men] or 4 [for women and
all adults older than 65 years] or more drinks in a day?”

No evidence to recommend optimal screening interval for unhealthy alcohol
use in adults
When patients screen positive, ensure follow up and determine next steps
of care (behavioral intervention)
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Guidance on Implementation:
Behavioral Intervention
Effective behavioral counseling interventions vary in their specific components,
administration, length, and number of interactions
•

The USPSTF was unable to identify specific intervention characteristics or
components that were clearly associated with improved outcomes

Consider interventions included in the systematic review:
•

Web-based interventions, personalized normative feedback including peer
comparison, CBT, group sessions, alcohol diaries, stress management

Poll Question 4
Which of the following screening and intervention
combinations are recommended by the USPSTF?
1. AUDIT-C and disulfiram therapy
2. CAGE and Freudian psychotherapy
3. Single alcohol screening question (SASQ) and a
range of behavioral counseling interventions
4. AUDIT-C and naloxone therapy
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PREVENTIVE INTERVENTIONS FOR
PERINATAL DEPRESSION
FEBRUARY 2019

Perinatal Depression
•

Depression that develops during pregnancy or up to 1 year after
childbirth

•

Affects as many as 1 in 7 women, or more than 180,000
mothers annually in the US
– One of the most common complications of
pregnancy/postpartum period

•

Can result in adverse short- and long-term effects on both the
mother and child
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Prevention of Perinatal Depression

Review of Evidence
RCT’s of counseling intervention
• N=3094 women (majority pregnant)
• Median intervention: 8 weeks, 8 sessions,
group and individual
• 39% reduction in likelihood of depression;
when outcomes of incidence, prevalence, and
exceeding symptom cutoff combined
New recommendation: Counseling-based
interventions can be effective in preventing
perinatal depression, provide or refer women at risk

pooled (RR) 0.61
(95% CI, 0.47 to 0.78)
17 trials, I2 = 39.0%
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2 Effective Counseling Interventions
•

Cognitive behavioral therapy:
– Addresses negative thoughts and
increases positive activities & actions

Thoughts

CBT
Emotions

•

Behaviors

Interpersonal therapy:
– Focuses on an individual’s relationships
with other people to improve communication
and address problems that contribute to
depression

Summary of Review Findings
•

Potential Harms
– None of the non-pharmaceutical studies reported harm
– 2/4 trials including anti-depressants reported on adverse effects,
which mainly included minor side effects (constipation,
drowsiness)

•

Estimate of magnitude of net benefit
– Moderate
– NNT = 13.5 (95% CI, 9.9 to 23.9) at 6 months postpartum
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Guidance on Implementation
Clinicians should provide counseling interventions to women with 1 or more of
the following risk factors:
– History of depression
– Current depressive symptoms (that do not reach a diagnostic threshold)
– Certain SES risk factors such as low income or adolescent or single
parenthood
– Recent intimate partner violence
– Mental health-related factors such as elevated anxiety symptoms or a
history of significant negative life events

Guidance on Implementation
Carefully review past medical history and risk factors
Timing of referral?
• No data, however, most were initiated during the second trimester of
pregnancy
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Poll Question 5
• Which of the following statements is true about
interventions to prevent post-partum depression?
1. There are good quality screening tools available to
detect women at risk.
2. Routine SSRI/SNRI use in women at risk.
3. No interventions have been found to provide
significant benefit.
4. Either CBT or interpersonal therapy is helpful for
women at risk

PRACTICE RECOMMENDATIONS
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Practice Recommendations
• Consider adding primary HPV testing for
as an option for cervical cancer screening
in women aged 30-65.
• Talk with your patients about sexual and
substance abuse history and offer PrEP to
your high-risk patients

Practice Recommendations
• Routinely screen patients for risky alcohol
use and provide brief counseling
interventions to prevent alcohol use
disorder
• Refer pregnant women at risk for
postpartum depression to counseling
services.
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Questions?
www.USPreventiveServicesTaskForce.org
Contact Uu
Dr. Krist: ahkrist@vcu.edu @AlexKristFP
Dr. Epling: jwepling@carilionclinic.org, @jwemd

Questions
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Using the AAFP Office Champions Quality
Improvement Model to Improve Adult
Immunization Rates
John Epling, MD, MS, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family
Physicians for educational purposes only. Please note that medical information is constantly
changing; the information contained in this activity was accurate at the time of publication. This
material is not intended to represent the only, nor necessarily best, methods or procedures
appropriate for the medical situations discussed. Rather, it is intended to present an approach,
view, statement, or opinion of the faculty, which may be helpful to others who face similar
situations.
The AAFP disclaims any and all liability for injury or other damages resulting to any individual
using this material and for all claims that might arise out of the use of the techniques
demonstrated therein by such individuals, whether these claims shall be asserted by a
physician or any other person. Physicians may care to check specific details such as drug
doses and contraindications, etc., in standard sources prior to clinical application. This material
might contain recommendations/guidelines developed by other organizations. Please note that
although these guidelines might be included, this does not necessarily imply the endorsement
by the AAFP.
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It is the policy of the AAFP that all individuals in a position to control content disclose
any relationships with commercial interests upon nomination/invitation of
participation. Disclosure documents are reviewed for potential conflict of interest
(COI), and if identified, conflicts are resolved prior to confirmation of participation.
Only those participants who had no conflict of interest or who agreed to an identified
resolution process prior to their participation were involved in this CME activity.
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Professor/Medical Director of Research, Department of Family and Community Medicine, Virginia Tech
Carilion School of Medicine, Roanoke; Medical Director of Employee Health and Wellness, Carilion Clinic,
Roanoke, Virginia; Member, U.S. Preventive Services Task Force (USPSTF)
Dr. Epling earned his medical degree from Tufts University School of Medicine in Boston, Massachusetts. He
completed an internship at the U.S. naval hospital in Charleston, South Carolina, and a family medicine
residency at the Medical University of South Carolina in Charleston. He also completed a faculty development
fellowship in evidence-based practice, policy, and education at State University of New York (SUNY) Upstate
Medical University in Syracuse and a vaccine science fellowship with the AAFP. Dr. Epling maintains an active
clinical family medicine practice and has taught family medicine, evidence-based medicine, and clinical
prevention to all levels of learners throughout his career. His principal research interests include evidencebased medicine; translation of research into practice; quality improvement and human performance
technology; and technology integration in medical education and practice. His clinical research areas of focus
include clinical preventive services (i.e., screening, vaccination, preventive medication, behavioral risk
counseling) and intimate partner violence. He has participated in several vaccination-related work groups on
the state and national levels, and he joined the USPSTF in January 2016.
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Learning Objectives
1.

Make strong recommendations for adult
vaccines in their practice.

2.

Reduce missed opportunities to
immunize.

3.

Implement evidence-based strategies to
improve immunization rates.

Audience Engagement System
Step 1

Step 2

Step 3

3

Delivering Clinical Preventive Services
• Is hard
– Time crunch
– Informed consent
– “Uninformed dissent”

Delivering Clinical Preventive Services
• Is important
– Improves health
– Pay for performance
– Borsky, et al (2018) – 8% of adults receive all
recommended preventive services
Borsky A, Zhan C, Miller T, Ngo‐Metzger Q, Bierman AS, Meyers D. Few Americans Receive All
High‐Priority, Appropriate Clinical Preventive Services. Health Aff (Millwood). 2018;37(6):925‐
928. doi:10.1377/hlthaff.2017.1248
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Adult Vaccines
• Barriers:
– No infrastructure (like for kids)
– Payment is way too variable
– Schedules are confusing

ACIP Adult Immunization Schedule
Age‐based
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ACIP Adult Immunization Schedule
Condition‐based

Adult Vaccines
• And we don’t do well…
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Adults Vaccines: PneumococcalBRFSS data

https://www.cdc.gov/vaccines/imz‐managers/coverage/adultvaxview/data‐reports/general‐population/trend/index.html

Adult Vaccines: VZV

https://www.cdc.gov/vaccines/imz‐managers/coverage/adultvaxview/data‐reports/general‐population/trend/index.html
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2018 AAFP Immunization Survey
•
•
•
•
•

Sent to 5000 US FPs, 13% response rate
92% vaccinate – more adults than kids
32% use Immunization Info System
34% refer elsewhere for imms (pharmacy)
Cost is biggest barrier to patient imms

Poll Question 1
Which statement is true about adult
vaccinations in family medicine?
A. There are five different schedules for adult
vaccines.
B. Cost and coverage are major barriers to
vaccines.
C. Rates of adult vaccination are generally higher
than those of child vaccination
D. The recommended schedule is simple
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AAFP Office Champions Projects
• Child and Adolescent (2014)
• Adolescent (2015)

AAFP Child/Adol Office Champs
• Practice assessment, manual, support,
METRIC modules
• 19 practices completed
• Small-modest increases in vaccine rates
• Helpful: Strong physician recommendations,
AAFP resources, reminders and standing
orders, schedules in exam rooms
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AAFP Adolescent Office Champs
• Practice assessment, manual, support,
METRIC modules
• 20 practices, notable increases in rates
• Helpful: Strong physician
recommendations, AAFP resources,
reminders and standing orders, schedules
in exam rooms (similar to child/adol)

AAFP Adult Immunization
Champions Project
• 25 practices
• Mostly family medicine (some
multispecialty)
• 2 chart reviews (active pts)
• Flu, VZV, PCV13, PPSV23
• Rates for all vaccines
increased from 16-32% above
baseline
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AAFP Adult Immunization
Champions Project
• Champions – physician and practice staff
• In-person champion sessions
– start and end of project

• Regular listserv communication,
encouragement

AAFP Adult Immunization
Champions Project
•
•
•
•
•

Strong Provider Recs for Vaccines
Reducing Missed Opportunities
Increasing use of IIS
Implementing evidence-based strategies
Focus on vulnerable populations (SDH)
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Poll Question 2
The AAFP Adult Immunization Champions
Project encouraged ALL BUT WHICH of the
following?
A. Focus on vulnerable populations
B. Reducing missed opportunities for vaccines
C. Dismissing vaccine hesitant patients from
practice.
D. Increasing use of immunization info systems

AAFP Adult Immunization
Champions Project
• Action plans adopted by practices:
–
–
–
–
–
–

Immunization status in routine clinical encounter (16)
Using IIS (16)
Using EHR reminders/alerts (16)
Specific notifications to patients about vaccines (17)
Provider education about vaccines (9)
Standing orders, extended hours (23)
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AAFP Adult Immunization
Champions Project
• Barriers: Data
– Communication with pharmacies, health depts
– Reminder/alert fatigue
– Transient populations
– Entry from fax/paper difficult
– Bidirectional communication with IIS lacking

AAFP Adult Immunization
Champions Project
• Barriers: Logistical
–
–
–
–
–
–

Unable to do standing orders
Difficult for patient to get to health department
Pts selectively refusing vaccines
Educating patients that adults need vaccines too
Timing of pneumococcal vaccines
RZV availability, ? need over VZV
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AAFP Adult Immunization
Champions Project
• Worked well
–
–
–
–
–
–

Practice culture (no tolerance for vaccine hesitancy)
Video of practice physicians recommending vaccines
"every visit is an opportunity"
"AMA forms" to decline vaccines
Community partnerships - data sharing, etc.
Community education about vaccines

FPM – 5 steps for vaccines

Fam Pract Manag. 2017 Nov-Dec;24(6):30-33.
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Standing Orders

Fam Pract Manag. 2017 Nov-Dec;24(6):30-33.

”Evidence-based Interventions”
• Patient reminder/recall systems
–

Vann JCJ, Jacobson RM, Coyne-Beasley T, Asafu-Adjei JK, Szilagyi PG. Patient reminder
and recall interventions to improve immunization rates. Cochrane Database of Systematic
Reviews. 2018;(1). doi:10.1002/14651858.CD003941.pub3

• Enhanced access (home visits, free vax)
• Physician payment, reminders,
audit/feedback
–

Thomas RE, Lorenzetti DL. Interventions to increase influenza vaccination rates of those 60
years and older in the community. Cochrane Database of Systematic Reviews. 2018;(5).
doi:10.1002/14651858.CD005188.pub4
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Poll Question 3
Which of the following works well to increase
vaccinations rates in practice?
A. Patient reminder/recall systems
B. Reserving vaccinations for health maintenance
visits only
C. Encouraging providers to stay silent about
vaccines
D. Restricting vaccine access to the office only

Online Vaccination Resources
• https://www.aafp.org/patient-care/publichealth/immunizations.html
• https://www.cdc.gov/vaccines/
• http://www.nfid.org/about-vaccines
• http://www.immunize.org/
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AAFP Vaccine Science Fellowship
• Develop a cadre of family
physicians interested in and
knowledgeable about vaccines
- ultimate goal of increasing
immunization rates.
• 10th anniversary in 2019!
• ~20 family physicians
completed
• Work in local, state and
national positions

Practice Recommendations
• Make strong physician recommendations for
vaccines
• Orient practice culture to promote vaccines
• Think vaccines at routine visits
• Implement: standing orders, patient/provider
reminders, audit/feedback
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Contact Information
• John Epling
• jwepling@carilionclinic.org

Questions
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