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Family Physician Scope of Practice: What It Is and
Why It Matters
Warren P. Newton, MD, MPH

The two American Board of Family Medicine–
Robert Graham Center policy briefs in this issue of
the Journal of the American Board of Family Medicine
mark the beginning of an American Board of Fam-
ily Medicine (ABFM) initiative to define and track
the scope of practice of family physicians. In keep-
ing with its commitment to the health of the public,
the ABFM has launched a strategic initiative to eval-
uate the impact and effectiveness of Maintenance of
Certification and to publish the results, no matter
what they are, in the peer-reviewed literature. As a
part of this initiative, we now begin to report what we
know about the scope of practice of board-certified
family physicians. We believe that what family phy-
sicians do is fundamental to both the health of the
public and the discipline of family medicine.

Key to considering the scope of practice of fam-
ily physicians is the question of just what are we
doing right now and how this varies by region and
by physician characteristics such as age cohort and
sex. Given the large numbers of family physicians
across the United States and the large variation in
practice across regions, tracking trends is very dif-
ficult. Information routinely collected by the
ABFM can make a major contribution. Since the
Board was founded, family physicians applying for
certification and recertification have completed a
short demographic questionnaire when they regis-

tered. These demographic questions have included
information about scope of practice as well as other
characteristics of the practice. Given that applicants
must fill out the demographic page, and given that
the large majority of family physicians go through
recertification, these data represent an approximately
1/7 sample of the population of board-certified family
physicians in the United States. It should be under-
scored that this is not a perfect random sample of
family physicians—not all physicians have been on an
exact 7-year cycle, and there remains an approxi-
mately 15% of family physicians who are unable to or
choose not to become board certified.1 Despite this
caveat, however, Board demographic surveys repre-
sent the best available data for tracking the scope of
practice of family physicians over time.

The first policy brief2 reports data from the
component of the demographic survey in which
physicians estimate what percentage of their clini-
cal time is spent in various aspects of practice. For
a given physician, if any time was mentioned, it was
analyzed as if that component was a part of their
scope of practice. The brief thus reports that many
family physicians do not spend time on preoperative
or postoperative care (80% to 90%) or maternity care
(85%). This is not surprising. What is surprising,
however, is the number of family physicians who
report no time spent on office surgery (almost 60%),
psychiatry (�55%), or pediatrics (�25%).

What do these data mean? Clearly, they should
be understood as being preliminary. How family
physicians interpret these areas of practice and how
accurately physicians estimate time spent on vari-
ous components of practice is debatable. But these
results are consistent from year to year and the
approach to analysis—if physicians reported any
time, it was included as representing that element
of the scope of practice—should protect against
underestimates of breadth of scope of practice. If
these results are confirmed on closer examination,
however, they are of great importance for our dis-
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cipline. Major questions immediately follow: How
do they vary by region? by rurality? by phase of
career? The major premise of our founding and our
residency educational system is comprehensiveness
of care. We would like to think that family physi-
cians will be able to take care of almost whatever
walks in the door.

The other policy brief underscores the link be-
tween scope of practice and reimbursement.3 As is
well known, the Patient Protection and Affordable
Care Act mandated a (temporary) 10% payment
increase for primary care for Medicare patients.
The question faced by Medicare was how to define
the group of primary care providers who would
qualify for increased reimbursement. Having
claims easily available, the Center for Medicare and
Medicaid Services proposed to define primary care
providers as those who submitted more than half of
their claims using evaluation and management
(E&M) claims. The brief demonstrates that the
proposed rule actually discriminated against family
physicians practicing in rural areas. Approximately
one sixth of the American population lives in rural
areas, and the proportion of family physicians in a
given area increases with increasing rurality. In-
deed, it is the comprehensiveness of care provided
by rural family physicians that is critical to the care
of rural communities. As in the first brief, it would
be good to know more methodologic details such as
how preventive services codes were addressed. This
also illustrates the importance of focused, data-
based advocacy, which caused the Center for Medi-
care and Medicaid Services to change their rule and
increase capture of family physicians from 50% to
80%. Ultimately, of course, reimbursement of fam-
ily physicians ought to recognize the value of ser-
vices like telephone management or coordination
of care; however, in the meantime, insurers will
continue to find it very convenient to consider only
fee-for-service claims.

It is important to underscore that distribution of
codes is also relevant when fees are being reduced.
As state budgets go sour, a number of states have
cut Medicaid reimbursement for physicians. In
some states, Medicaid leaders have tried to protect
primary care. An example comes from the North
Carolina, which cut fees differentially for different
kinds of providers, emphasizing cuts in procedure
codes over E&M codes. As with increases in pay-
ments, there is a dilemma of both overinclusion and
underinclusion. Many non-primary care providers

use E&M codes, and many primary care providers,
particularly family physicians working in rural and
underserved areas, include procedures as a major
part of their practice. To assume that E&M codes
are used only by primary care providers uninten-
tionally raises the fees of limited care specialists.
Conversely, to cut procedural codes selectively has
a disproportionate impact on family physicians who
need a broader scope of practice to care for their
patients. Interestingly, in North Carolina, there
was an additional option for the Medicaid program:
to give increased payments to the practices that
patients choose as their medical home. This choice
allows payment (and analytics) to be organized
around practices and individual providers. This use
of patient choice is one of the important founda-
tions of the Community Care of North Carolina
program: it is often the medical home practices
rather than individual providers that are the func-
tional units of care that provide access, comprehen-
sive care, and coordination.

These briefs (and others in coming months) use
historic data from the ABFM demographic page.
We believe they are an important contribution to
knowledge about the current scope of practice of
family physicians. At the same time, however, the
Maintenance of Certification framework will allow
more frequent sampling of physicians. We are also
working to standardize the questions about scope
and context of practice. The new demographic sur-
vey will begin in 2012.

Our hope is to engage the discipline in a dia-
logue about scope of practice. We believe that the
promise of Family Medicine to the public depends
in part on our comprehensiveness of practice.
What we do—and where and for how long we do
it—matters. A first step is refining our ability to
find out what we are doing now.
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