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must be equipped to answer this call through leading 
at many institutional levels while leading their own 
faculty and departments through uncertain times. 
An important element of facing these challenges is 
understanding family medicine’s position of power and 
relevance within the larger environmental context. As 
challenged recently, Chairs of Family Medicine must 
find meaning in answer to a fundamental question: 
“Are we institutional leaders who happen to be family 
physicians, or are we family physicians who happen to 
work at academic health centers?”4
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THE COUNCIL OF ACADEMIC FAMILY 
MEDICINE PROCEDURAL AND MATERNITY 
CARE TRAINING GUIDELINES: A BETTER 
PATH TO CONSISTENCY IN COMPETENCY 
ASSESSMENT IN FAMILY MEDICINE
As an organization devoted to training residents to 
deliver high-quality family medicine care to their 
communities, we have struggled to determine those 
procedures in which we should require all residents to 
develop competency. To date we have lacked consis-
tency in educational standards for both procedural and 
maternity care training. This lack of standardization 
has led to a wide range of skills (or lack thereof) in our 
graduates, which has impacted our scope of care and 
potentially endangered our credibility as a specialty. 
A consistent methodology in determining competency 
has also been lacking.

The latest guidance by the RC-FM is, “Residents 
must receive training to perform clinical procedures 
required for their future practices in ambulatory and 

hospital environments.”1 In the FAQ related to this, the 
RC-FM states, “As the list of procedures performed 
by the practicing family physicians varies based upon 
the needs of the community, the program directors 
and members of the faculty should develop a list of 
required procedures based upon the needs of their 
FMP (family medicine practice) and recommendations 
of organizations…”2

In response, the Council of Academic Family Medi-
cine (CAFM) formed 2 task forces in the spring of 2014. 
The AFMRD took the lead on developing these guide-
lines, working with faculty members across the coun-
try to provide input into the process. The Society of 
Teachers of Family Medicine (STFM) Maternity Care 
and STFM Hospital and Procedures groups formed 
much of the task forces. After conference calls, a care-
ful literature review, and collaborative efforts, draft 
guidelines were completed in December 2014. Next 
steps: gather broader input from family physician edu-
cators, update the guidelines based on this feedback, 
then return the documents to CAFM for final approval.

The task forces agreed upon a better method of 
determining competency that actually passes the com-
mon sense test—blending a minimum experience with 
a standardized competency assessment tool that breaks 
down the skills that need to be demonstrated by the 
trainee. The key feature is not relying on numbers 
alone and, in fact, the minimum numbers are reserved 
for the most skilled residents, not for the average 
resident. Most residents will need to exceed the mini-
mum number for complex procedures before they are 
ready for competency assessment and to potentially be 
signed off as ready for independent practice.

The Maternity Care Guidelines outline training 
expectations for the 3 tiers of maternity care already 
being practiced in our family medicine community. 
These tiers are designated Ambulatory Maternity 
Care, Comprehensive Maternity Care, and Advanced 
Maternity Care. Instead of having a one-size-fits-all 
requirement from the RC-FM, we will have recommen-
dations that reflect what individual residents are seek-
ing in their training, based on the community in which 
they intend to practice. However, since maternity care 
is within the domain of our specialty, all programs are 
expected to offer Ambulatory Maternity Care training 
to residents to allow them to possess basic spontaneous 
delivery skills and sound prenatal care training. Even if 
a graduate does not plan to provide prenatal care for 
their patients in their practice, they must still possess 
knowledge of the medical complications of pregnancy 
and to be able assess the maternity care their patients 
may be receiving from another physician.

The Comprehensive Maternity Care criteria now 
include labor management as a key portion of experi-
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ence requirement. With the current duty hour require-
ments, many residents manage women in labor for 
extensive periods of time, often making complex care 
decisions, but would receive no credit by credentialing 
bodies for that experience. The guidelines have a similar 
experience criteria model as the procedure guidelines—
the minimum number of deliveries is 40, but in addition, 
they should manage an additional 40 patients in labor 
(that they may not deliver) during their training.

The Advanced Maternity Care tier outlines the 
expectations for training residents, and often fellows, 
to gain operative obstetrical maternity skills and man-
agement of higher risk pregnancies. This robust level 
of training is often needed in rural and underserved 
areas of our country and will create skilled providers of 
maternity care that those communities need.

We are entering an era of greater accountability 
to our communities we serve. Having these training 
guidelines for maternity care and for procedures will 
help us ensure we are training skilled family physi-
cians with a sufficiently broad scope to provide care 
of higher quality that meets more the needs of their 
patients. We encourage broad adoption of these guide-
lines and tools in order to enhance both the skills and 
credibility of our graduates.

These working guidelines can be found on the 
AFMRD website, http://www.afmrd.org.
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NAPCRG CONGRATULATES THE 2014 
PATIENT CHOICE AWARD WINNERS
At the 2014 Annual Meeting in New York, New York 
NAPCRG challenged its poster presenters to enter their 
posters in the Patient Choice Awards, a new initiative 

geared to engage patients with primary care research-
ers. Participating researchers were asked to answer, 
in layman’s terms, the question: “So what?” or how 
is the research relevant to patients? Researchers had 
to explain the significant impact the research would 
have on human health and/or why it should matter to 
patients, community members, and family physicians.

Patients participating in NAPCRG’s PaCE project, 
which engages patients and primary care clinicians in 
the larger context of primary care research, judged the 
posters and chose 2 winners.

The winners were:
Does Case Management Address the Needs of Patients With Mild 
Dementia and Their Caregivers in Community-based Primary 
Health Care? A Mixed Methods Study Design.
Vladimir Khanassov, MD, MSc, Resident in Family 
Medicine and Isabelle Vedel, MD, PhD, Assistant Pro-
fessor, McGill University

Knowledge, Practices and Attitudes on Diabetic Foot Care 
Among Patients With Diabetes at the Family Health Clinic at the 
University Hospital Robert B. Green Downtown Campus in San 
Antonio, TX
Anna Cecilia Tenorio, MD; Robert Ferrer, MD; Sandra 
Burge, PhD, Fozia Ali, MD, Babaran M; Del Rosario A; 
Estacio M; Herman S; Lopez G; Vasquez A, The Uni-
versity of Texas Science Center at San Antonio

The Patient Choice Awards is one of many initia-
tives that are a part of the PaCE project, a program 
funded by the Patient-Centered Outcomes Research 
Institute (PCORI). Through the PaCE project, NAP-
CRG will develop a robust community of patients and 
primary care providers with knowledge and under-
standing of the unique features of patient-centered 
outcomes research related to primary care.

Too often, community partners in health research 
consist of health professionals and organizational 
leaders. PaCE aims to identify partners who are the 
“non-usual suspects”—people who are not necessar-
ily medical or public health professionals, who are 
not aligned with a particular professional or personal 
research policy agenda, and whose local influence is 
defined within the context of the community versus 
job titles or credentials.
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