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Background and Objectives: Family medicine residency training emphasizes the importance of community
medicine. Recent scholarship has helped to identify important elements of community partnerships, including
bidirectionality and continuity. Given the importance of continuity in family medicine and community
partnerships, this study explores the relationship between continuity in community medicine curricula,
partnership quality, and residents’ community medicine competency.

Methods: Survey questions were included in the 2015-2016 Council of Academic Family Medicine Educational
Research Alliance (CERA) Family Medicine Program Director survey that probed community medicine
curricular structures, partnership quality, and outgoing resident competency in community medicine.
Multivariate logistic regression was used to test the impact of continuity on the outcomes of partnership
quality and residents’ community medicine competency.

Results: Respondents represented 227 of 461 family medicine programs (49%). Block rotation, used in 150
(66%) programs, was the approach most commonly used to deliver community medicine curriculum. Eighty-
five (45%) programs self-reported high quality partnerships and about one-third described outgoing residents
as highly proficient in community medicine competencies. Program-level continuity in community partnerships
was significantly correlated to high quality partnerships (odds ratio [OR] 3.51, 95% confidence interval [CI]
1.79-6.89, P<0.001) and educational outcomes (OR 2.85, 95% CI 1.38-5.89, P=0.005), while resident-level
continuity was not.

Conclusions: Our findings support the importance of continuity to the quality of family medicine residency
community partnerships as well as resident education in community medicine. Further research is needed to
understand the importance of continuity at the program level versus individual resident level.

Introduction

Family medicine recognizes the impact of communities on the health of individuals and populations.? Different
approaches used by family medicine residency programs in community medicine (CM) training include episodic,
block rotation, and longitudinal experience. These may include participating in nonclinical community events,
ongoing community projects, scholarly community projects,? and providing episodic or longitudinal patient care.

Despite the challenge of time limitations, family medicine program directors endorsed CM training as a high
priority.2 Understanding constructs of community engagement is important in designing CM curricula. Key
components of community engagement: clear mutual expectations, equity, open exchange of information and
resources and “bidirectionality,” meaning mutual and shared commitments and benefits for both the academics and
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community members.# Continuity of engagement facilitates the development of stronger partnerships through the
fostering of mutual expectations, equity, and bidirectionality.

Prior research suggests a relationship between resident participation in a longitudinal CM experience and
exceptional competency in community medicine.® While a small number of residency programs developed
longitudinal curricula, block rotations remain most prevalent,® perhaps because the emphasis on continuity in family
medicine residencies has focused on the outpatient continuity clinic experience.”

The objective of this study was to investigate the relationship between continuity in family medicine residency
programs’ CM curricula two outcomes: (1) program directors’ (PDs) reports of high quality partnerships, and (2)
graduating residents with exceptional CM competency.

Methods

Survey questions were part of a larger omnibus survey of family medicine residency PDs conducted by the Council
of Academic Family Medicine Educational Research Alliance (CERA). We refined survey questions using expert
feedback and pretesting with experienced family medicine residency educators. The American Academy of Family
Physicians IRB approved the project in December 2015. Data were collected from December 2015 to January 2016.

Electronic surveys were sent to all ACGME-accredited US family medicine residency PDs as identified by the
Association of Family Medicine Residency Directors. Three follow-up reminder emails were sent, yielding an overall
response rate for the survey of 49.2% (227/461).

Ten questions comprised the community medicine survey (Table 1). The study team operationalized key terms
within the survey to support consistent interpretation, for example defining high quality partnerships (see question 7,
Table 1). We used descriptive statistics to identify the types of experiences and extent of continuity in programs’ CM
curricula. Using logistic regression, we tested the association between continuity of programs’ involvement with the
community and the quality of community partnership. We created a dichotomous partnership quality outcome
variable by combining high and very high quality responses compared to the other responses, then examined
program and resident-level continuity as predictors of partnership quality. Program continuity was defined as
performing clinical and/or nonclinical activities with community organizations at least monthly. Individual resident
continuity was defined as participating in a longitudinal community-based experience. Our multivariate analysis
adjusted for partnership bidirectionality and having a safety net family health center.

We also used logistic regression to examine the relationship between continuity in CM partnerships and PD-reported
outgoing residents with exceptional CM competency.

Results

Survey respondents represented a well-mixed national sample of family medicine residency programs (Table 2). The
most common CM curricular elements were required block rotations (66%) and incorporation of CM into required
ambulatory rotations (38%). Thirty-two percent of PDs reported that some or all residents conducted longitudinal
community-based experiences. A CM track or concentration was reported by 18% of programs. Overall, 67.1% of
programs met the definition for continuity with community partnerships. Forty-five percent of PDs reported primarily
patient care community experiences compared to 22% reporting primarily nonpatient care experiences. Forty-five
percent of PDs reported high or very high quality community partnerships, and 61% described their partnerships as
bidirectional. Thirty-four percent of PDs reported that most or all of their outgoing residents "model active
involvement in community education and policy change to improve the health of patients and communities”
(Systems Based Practice Family Medicine Residency Milestone 3e [SBP-3], level 5) after graduation (Table 3).

Continuity in community partnerships at the residency program level was found to be a significant predictor of high
quality community partnerships (Odds ratio [OR] 3.51, 95% confidence interval [CI] 1.79-6.89, P<0.001), while
presence of a longitudinal resident experience was not. Programs with a safety net clinic family health center were
less likely to report high quality community partnerships (OR 0.35,95% CI 0.17-0.73, P=0.005).
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The presence of continuity in community partnerships at the program level was positively associated with
exceptional outgoing residents in CM competencies (OR 2.85, 95% Cl 1.38-5.89, P=0.005). The presence of a
longitudinal community experience was not correlated with a high proportion of outgoing residents meeting Level 5
on SBP-3. Further, the presence of a CM track was negatively associated with graduating highly proficient residents
in CM (OR 0.46, 95% Cl 0.22-0.98, P=0.045). These findings are summarized in Table 4.

Conclusion

Continuity in community partnerships at the program level was found to be a significant predictor of educational
outcomes, while the presence of individual resident longitudinal experiences was not. Bidirectionality was confirmed
as a strongly positive correlate to PDs assessment of high quality family medicine residency community
partnerships.

We note several unexpected findings. PDs of programs located in safety net clinics reported lower quality
community partnerships. Possible explanations include programs’ emphasis on clinical service over community
partnerships, or a higher bar for rating community partnership quality. Future research evaluating community
partnerships and educational outcomes of teaching health centers is needed, as training in these settings is
correlated with future practice in underserved settings.®

The negative correlation between presence of a CM track and our educational outcome was also unexpected. We
chose a Milestone as an educational outcome measure because this theoretically could be assessed consistently
by PDs. However, the large proportion of residents rated at Level 5 suggests unintended or uneven application of the
assessment.

Additional limitations include a moderate response rate, the potential bias in the use of PD self-assessment of
partnership quality (which may not reflect the community partners’ perspectives), and the lack of consensus on
community partnership related terms, limiting survey precision. While reporter bias by PDs is a limitation, we did
attempt to mitigate this through the use of a universal Milestone and by providing definitions of key terms. Program
directors are frequently utilized as key informants in residency surveys and allow for a national sample of residency
programs.

This study specifically examined the role of continuity on the strength of residency community medicine
partnerships and resident community medicine competency. Further research could explore additional contributing
factors, including some of the other program and curriculum characteristics we gathered in this survey, such as the
impact of the clinical versus nonclinical resident activities and the presence of a patient advisory committee.

Next steps would include investigating individual resident-level outcomes to clarify the importance of resident
versus program-level continuity and directly evaluate community medicine expertise, identifying strategies to
increase continuity in residency-community partnerships, and exploring the perspectives of community partners.

Tables and Figures
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Table 1: Survey Questions

1) Which of these best describes clinical/
patient care experiences that occur in
community partner organizations that
are sponsored or co-coordinated by your
residency program? Select only one.

a) The residency as a whole provides clinical/patient care at least once per week with
one or more community partner organization(s).

b) The residency as a whole provides clinical/patient care at least once per month with
one or more community partner organization(s).

c¢) The residency as a whole provides episodic (less than once a month) clinic or
patient care at one or more community partner organization(s) (eg, screening at an
annual health fair).

d) The residency as a whole provides no clinical or patient care at community partner
organizations.

2) Which of these best describes non-
clinical/non-patient care experiences (eg,
health education, community clean-up

day, service at a food pantry, advocacy-
related “town hall” meetings) that occur in
the community (not in the primary teaching
clinic) by your residency program? Select
only one.

a) The residency as a whole has a non-clinical role at least once per week with one or
more community partner organization(s).

b) The residency as a whole has a non-clinical role at least once per month with one
or more community partner organization(s).

c¢) The residency as a whole has single episodic non-clinical experiences (less than
once a month) at, one or more community partner organization(s) (eg, attending an
annual health walk).

d) No nonclinical experiences occur in community settings.

3) Which of these statements describes
your program best? (“Community
experiences” refer to contacts with
community partner organizations or
episodic experiences referred to above).
Select only one.

a) Our program’s community experiences are more non-patient care than patient care.
b) Our program’s community experiences are about equally non-patient care and
patient care.

c¢) Our program’s community experiences are more patient care than non-patient care.

4) Which of these structures describes
individual residents’ experiences with
community medicine in your program?
Check all that apply.

a) All residents have a required community medicine block rotation.

b) Residents may take an elective community medicine block rotation.

c) All residents have community medicine experiences incorporated into their required
ambulatory rotation(s).

d) Some or all residents conduct/participate in a longitudinal community-based
experience.

5) Does your program include an optional a) Yes
concentration, track, specialization, or other | b) No
similar focus on community medicine?

6) Is your primary residency clinic a) Yes
setting considered any of the following: b) No

Federally Qualified Health Center (FQHC),
Community Health Center, Rural Health
Clinic, or other safety net clinic?

7) Some aspects of high quality community
partnerships include clear mutual
expectations, equity, and open exchange
of information and resources. Considering
these factors, would you describe your
program’s community partnerships overall
as: Select only one.

a) Very low quality, having no focus on the factors listed above.

b) Somewhat low quality, having a weak focus on the factors listed above.
¢) Neutral, having a moderate focus on the factors listed above.

d) High quality, having a strong focus on the factors listed above.

e) Very high quality, having a very strong focus on the factors listed above.
f) N/A or unable to judge.

8) To what extent do you agree with this
statement: “My program’s community
partnerships are bi-directional. Both the
residency and the community partners
share mutual commitments and benefit.”

a) Strongly disagree

b) Disagree

c) Neutral

d) Agree

e) Strongly agree

f) N/A or unable to judge

9) Does your residency program have an
advisory group that includes community
members, patients, and/or non-health
care professionals (eg, “community or
patient advisory committee”) with whom
your faculty or residents communicate
concerning topics of mutual interest?

a) Yes
b) No

10) To what extent are your graduating
residents able to “model active involvement
in community education and policy

change to improve the health of patients
and communities” (SBP-3, level 5) after
graduation?

a) None or few of our graduating residents will be able to do this.
b) Some of our graduating residents will be able to do this.
¢) Most or all of our graduating residents will be able to do this.
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Variable n (%)

Programs sampled
Responded

Table 2: Program Characteristics

461 (100%)
227 (49.2%)

Years of program existence (Mean[SD])

34.3 (13.6)

Program director gender (Male)

140 (62.0%)

Program type
University-based
Community-based, university-affiliated
Community-based, nonaffiliated

40 (17.6%)
149 (65.6%)
29 (12.8%)

Military 9 (4.0%)
Region

East 46 (20.4%)

Midwest 54 (24.0%)

South 71 (31.6%)

West 54 (24.0%)

Community size
Less than 30,000
30,000 to 74,999
75,000 to 149,000
150,000 to 499,999
500,000 to 1 million
More than 1 million

12 (5.4%)

40 (17.9%)
41 (18.3%)
62 (27.7%)
35 (15.6%)
34 (15.2%)
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Table 3: Selected Characteristics of Community Medicine Curricula

Variable n (%)

Community medicine curricular elements*

Required community medicine block rotation. 150 (66%)

Elective community medicine block rotation. 41 (18%)

Incorporated into their required ambulatory rotation(s). 87 (38%)

Required or optional longitudinal experience. 73 (32%)
Residency offers community medicine track

Yes 38 (18%)

No 175 (82%)
Program has a patient or community advisory group

Yes 56 (26%)

No 156 (74%)
Frequency of clinical engagement of program with community partners

At least once per week 68 (32%)

At least once per month 57 (27%)

Less than once a month 65 (31%)

No clinical/patient care at community partner org. 22 (10%)

Frequency of nonclinical engagement of program with community partners

At least once per week 21 (10%)
At least once per month 64 (30%)
Less than once a month 100 (47%)
No nonclinical experiences occur in community settings. 27 (13%)

Clinical versus nonclinical community experiences

More nonpatient care than patient care. 46 (22%)
About equally nonpatient care and patient care. 71 (33%)
More patient care than nonpatient care. 96 (45%)
Residency program self-assessment of partnership quality
Very low quality 1 (0.5%)
Low quality 25 (12%)
Neutral 78 (37%)
High quality 62 (30%)
Very high quality 23 (11%)
N/A or unable to judge 23 (11%)
To what extent do graduating residents exhibit superior competency in community engagement (SBP-3)?
None or few of our graduating residents 25 (12%)
Some of our graduating residents 114 (54%)
Most or all of our graduating residents 73 (34%)

*More than one response was possible.
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Table 4: Predictors of High Quality Community Partnerships and Highly
Proficient Outgoing Residents in Community Medicine

High Quality Community Partnership Highly Proficient Outgoing Residents
in Community Medicine
Variable Odds Std. P 95% ClI Variable Odds Std. P 95% ClI
Ratio  Error value Ratio Error  value
Program 1.79- Program
continuity 3.51 1.21 <0.001 6.89 continuity 2.85 1.06 0.005 1.38-5.89
Longitudinal 0.67- Longitudinal
resident 1.29 043 0.447 547 resident 1.50 0.49 0.208 0.79-2.84
experience ) experience
Safety net FHC 0.59 0.19 0.095 0.31-1.10
0.14- -
Safety net FHC 0.28 0.09 <0.001 Community
0.53 Medicine Track 0.46 0.18 0.045 0.22-0.98
Percent FMG 0.78 0.1 0.091 0.59-1.04
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