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AAFP RELEASES 2ND CHOOSING 
WISELY LIST OF QUESTIONABLE TESTS, 
PROCEDURES
As part of an ongoing effort to help physicians curtail 

the practice of ordering unnecessary tests and proce-

dures, the American Academy of  Family Physicians 

(AAFP) today released its second Choosing Wisely list 

of recommendations.

For this extension of the original American Board 

of Internal Medicine Foundation initiative, which 

launched in April 2012, the Academy joined 16 other 

medical specialty organizations in Washington, DC, 

to unveil the second wave of lists detailing various 

tests and treatments physicians should think twice 

about before performing, ordering, or prescribing. 

AAFP Board Chair Glen Stream, MD, MBI, of Spo-

kane, Washington, represented the Academy at the 

February 21 press event.

The campaign underscores family physicians’ 

long-term commitment to ensuring high-quality, cost-

effective care for patients, Stream said in a prepared 

statement.

“The American Academy of Family Physicians is committed to 

the Choosing Wisely campaign and its mission of sharing evi-

dence-based clinical information about tests and procedures 

to help family physicians and their patients make informed 

decisions. So much so that the AAFP has extended its involve-

ment, developing a second list of 5 screenings and treatments 

that are frequently overused or misused,” Stream said.

The Academy created its latest Choosing Wisely 

list of clinical recommendations via the AAFP Com-

mission on Health of the Public and Science, which 

evaluated and approved each item using sources such 

as reviews from the Cochrane Collaboration and 

evidence reports from the Agency for Healthcare 

Research and Quality.

The AAFP collaborated with the American College 

of Obstetricians and Gynecologists in developing the 

fi nal language of the fi rst 2 items on the Academy’s lat-

est list, both of which concern elective, nonmedically 

indicated inductions of labor or Cesarean deliveries.

The AAFP’s most recent list adds the following fi ve 

recommendations to its initial 5 statements:

Don’t schedule elective, nonmedically indicated 

inductions of labor or Cesarean deliveries before 

39 weeks, 0 days gestational age

Delivery prior to 39 weeks, 0 days, has been shown 

to be associated with an increased risk of learning dis-

abilities and a potential increase in morbidity and mor-

tality. There are clear medical indications for delivery 

prior to 39 weeks and 0 days based on maternal and/

or fetal conditions. A mature fetal lung test, in the 

absence of appropriate clinical criteria, is not an indica-

tion for delivery.

Avoid elective, nonmedically indicated inductions 

of labor between 39 weeks, 0 days and 41 weeks, 

0 days unless the cervix is deemed favorable

Ideally, labor should start on its own initiative when-

ever possible. Higher Cesarean delivery rates result 

from inductions of labor when the cervix is unfavor-

able. Health care clinicians should discuss the risks and 

benefi ts with their patients before considering induc-

tions of labor without medical indications.

Don’t screen for carotid artery stenosis (CAS) 

in asymptomatic adult patients

There is good evidence that for adult patients with 

no symptoms of carotid artery stenosis, the harms of 

screening outweigh the benefi ts. Screening could lead 

to non-indicated surgeries that result in serious harms, 

including death, stroke and heart attack.

Don’t screen women older than 65 years of age 

for cervical cancer who have had adequate prior 

screening and are not otherwise at high risk for 

cervical cancer

There is adequate evidence that screening women 

older than 65 years of age for cervical cancer who have 

had adequate prior screening and are not otherwise at 

high risk provides little to no benefi t.

Don’t screen women younger than 30 years of age 

for cervical cancer with HPV (human papillomavirus) 

testing, alone or in combination with cytology

There is adequate evidence that the harms of HPV 

testing, alone or in combination with cytology, in 
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women younger than 30 years of age are moderate. 

The harms include more frequent testing and invasive 

diagnostic procedures such as colposcopy and cervical 

biopsy. Abnormal screening test results are also associ-

ated with psychological harms, anxiety and distress.

“It has been estimated that nearly one-third of 

health care delivered in the United States is unneces-

sary,” said Stream. “Tests and procedures that lack evi-

dence of their effectiveness put our patients at risk and 

drive up the cost of care.”

To date, more than 130 questionable tests and pro-

cedures have been released as part of the Choosing 

Wisely campaign. The organizations that joined the 

AAFP in releasing this latest round of recommenda-

tions are the American Academy of Hospice and Pal-

liative Medicine;  American Academy of Neurology; 

American Academy of Ophthalmology;  American 

Academy of Otolaryngology-Head and Neck Surgery;  

American Academy of Pediatrics;  American College of 

Obstetricians and Gynecologists; American College of 

Rheumatology; American Geriatrics Society; American 

Society for Clinical Pathology; American Society of 

Echocardiography; American Urological Association; 

Society for Vascular Medicine; Society of Cardiovas-

cular Computed Tomography; Society of Hospital 

Medicine; Society of Nuclear Medicine and Molecular 

Imaging; and the Society of Thoracic Surgeons.

A third wave of lists will be unveiled later in 2013, 

including another 5 recommendations by the AAFP. For 

that round, the Academy is expected to be joined by 

the AMDA—Dedicated to Long Term Care Medicine; 

American Academy of Dermatology; American Acad-

emy of Orthopaedic Surgeons; American College of 

Chest Physicians; American College of Rheumatology; 

American College of Surgeons; American Headache 

Society; American Society for Radiation Oncology; 

American Society of Clinical Oncology; American 

Society of Hematology; American Thoracic Society; 

Heart Rhythm Society; North American Spine Society; 

and the Society of General Internal Medicine.

Matt Brown

AAFP News Now
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DIMENSIONALITY OF THE MAINTENANCE 
OF CERTIFICATION FOR FAMILY 
PHYSICIANS EXAMINATION: EVIDENCE OF 
CONSTRUCT VALIDITY
The American Board of Family Medicine (ABFM) 

Maintenance of Certifi cation for Family Physicians 

(MC-FP) examination is designed to measure a single 

construct: clinical decision-making abilities within 

the scope of practice of family medicine. Implied in 

the construct of clinical decision-making abilities is 

the ability to recall relevant elements from a large 

fund of pertinent medical knowledge. While clinical 

decision-making abilities could be perceived as com-

prising several separate constructs (eg, based upon 

clinical categories, organ systems, etc), that approach 

would require the development of multiple assessment 

scales with a passing criteria specifi c to each. Instead, 

the overarching construct of clinical decision-making 

ability, which encompasses those more specifi c areas, 

has been selected by the ABFM because it more 

closely mirrors the pass-fail decision process used 

to discern which candidates receive certifi cation. In 

any instance, the construct that the ABFM attempts 

to measure needs to be suffi ciently unidimensional 

in order to produce precise, error-free estimates of a 

candidate’s performance. This brief article will discuss 

the dimensionality of the MC-FP examination and its 

implications for construct validity, namely the valida-

tion that the examination accurately measures the abil-

ity of family physicians to make appropriate clinical 

decisions.

Dimensionality
Why is dimensionality important? Simply put, it is 

desirable to measure only 1 thing at a time. Just as 

physical measurement attempts to measure 1 thing at a 

time (eg, a patient’s blood pressure reading should not 

be biased by his/her height, weight, or sex), psycho-

metricians, the measurement experts that help design 

our examinations, also aspire to measure only 1 latent 

trait at a time. It is only when dimensions are clearly 

isolated that one can understand the meaning of the 

measure and make a valid inference about an examina-

tion score.


