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Decisions regarding which pro-
cedures to emphasize in fam-
ily medicine training present 

an ongoing challenge. The Accredi-
tation Council for Graduate Medi-
cal Education mandates that family 
medicine residents “receive train-
ing to perform clinical procedures 
required for their future practices” 

without specific guidelines.1 Con-
sensus statements by the Council 
on Academic Family Medicine and 
the Society of Teachers for Family 
Medicine Group on Hospital Med-
icine and Procedural Training list 
recommended procedures.2,3 These 
lists are considered a starting point, 

as programs currently develop their 
own procedure requirements.

Procedures performed by family 
doctors vary by geography, demog-
raphy, and setting. Rural providers 
may perform more procedures than 
doctors in urban settings.4-6 Men 
may perform more procedures than 
women,5,6 except for gynecologic pro-
cedures.7 A national survey revealed 
that the most common procedures 
performed by family doctors are skin 
procedures (73.4%), musculoskele-
tal injections (64.2%), spirometry 
(34.3%), and endometrial sampling 
(30.0%).8 The scope of family prac-
tice is decreasing as well. A recent 
survey revealed that less than 50% 
of chief residents plan to practice ob-
stetrics.5 Surveys of graduates from 
the University of Missouri Family 
and Community Medicine (MUFCM) 
residency program reveal that the 
number of graduates practicing ob-
stetrics, inpatient medicine, critical 
care, or emergency medicine has de-
creased.5,9

MUFCM recently revised its pro-
cedure curriculum, accounting for 
residents’ goals and likely needs. 
We conducted a survey to document 
practice patterns and determine the 
most important procedures according 
to residents, faculty, and community 
practitioners.

BACKGROUND AND OBJECTIVES: Procedural training is integral to fam-
ily medicine residencies. Although accreditation bodies require that family 
medicine residency programs train residents in procedures relevant to their 
practices, there are no standards defining the scope of family medicine. We 
compared the perceived importance of 31 procedures by faculty, residents, 
and recent graduates of one institution.

METHODS: An online survey was sent to current residents and faculty of a 
large academic family medicine residency, as well as community practitio-
ners who had graduated from that residency within the past 5 years. The 
survey asked participants to rate how important 31 procedures are for fam-
ily medicine practices.

RESULTS: The overall response rate was 37%. Most respondents provided 
outpatient care, and few provided or intended to provide obstetric care. Der-
matologic and musculoskeletal procedures were rated as having high im-
portance by all groups, whereas obstetric and inpatient procedures received 
lower ratings. Residents ascribed higher importance than faculty or recent 
graduates for nearly all procedures.

CONCLUSIONS: Most residents, faculty, and community practitioners provid-
ed outpatient care and rated dermatologic and musculoskeletal procedures 
as important. Inpatient and obstetric care are less common career paths, 
and related procedures were rated as less important. Resident physicians as-
cribed greater importance than community practitioners for many procedures, 
which may be due misperceptions of their future practice needs or imposed 
requirements for graduation. 
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Methods
The MUFCM residency is a 12/12/12 
program. Residents see patients at 
one of four sites—two rural clinics, 
one suburban clinic, and one feder-
ally qualified health center. Facul-
ty have continuity clinics at these 
same locations and two additional 
suburban clinic sites. MUFCM res-
idents rotate on mandatory family 
medicine inpatient and obstetric ser-
vices. They are required to perform 
joint injections, laceration repairs, 
skin biopsies, circumcisions, vaginal 
deliveries, and one toenail removal. 
Faculty may see patients and super-
vise residents in clinic, on adult or 
pediatric inpatient services, or ob-
stetric services.

We developed an online Qualtrics 
survey to assess perceptions of the 
importance of 31 outpatient, inpa-
tient, pediatric, and obstetric instru-
ment-assisted procedures. Prior to 
distribution, a faculty panel verified 
face validity. Respondents rated pro-
cedures’ importance as: 1=do not do 
(faculty and community practitioner 
only) or not important, 2=somewhat 
important, and 3=very important or 
a necessity. We also collected infor-
mation regarding demographics, 
practice location, and setting.

The survey was emailed to all cur-
rent MUFCM residents and faculty, 
as well as physicians who graduat-
ed from MUFCM residency within 
5 years and are now employed else-
where (hereafter, “recent graduates”). 
One reminder email was sent to all 
participants. Responses were anon-
ymous, participation was voluntary, 
and no incentives were offered.

Survey data were downloaded and 
imported into SAS for Windows 9.4 
(SAS Institute, Cary, NC). We calcu-
lated mean responses for each cat-
egory. Because data were ranked, 
we used the Kruskal-Wallis test to 
determine whether responses were 
from the same distribution. Posthoc 
tests were performed between 
groups when the initial test was sta-
tistically significant and were adjust-
ed by the Bonferroni correction to 
account for multiple tests. This study 
was exempted by the University of 

Missouri Health Sciences Institu-
tional Review Board.

Results
The overall response rate was 37%. 
Nineteen of 36 residents (53%) re-
sponded to the survey (Table 1). 
Over half of residents who responded 
were in their first year. Approximate-
ly one-third of residents attended 
medical school at the University of 
Missouri, and one-third attended an-
other allopathic program. Twenty-
five of 89 faculty (29%) and 19 of 47 
recent graduates (40%) responded. 
Most faculty completed residency 
more than five years ago (Table 2).

Half of residents and recent grad-
uates practiced in a rural location 
(Table 3). Most residents anticipat-
ed practicing in rural locations. Most 
faculty practiced in a suburban set-
ting. Nevertheless, all three groups 
reported higher percentages of ru-
ral practice compared to national av-
erages.10 In all three cohorts, most 

respondents practiced or anticipated 
practicing outpatient medicine. Few-
er practiced or anticipated practicing 
adult inpatient medicine. Obstetrics 
and pediatric inpatient medicine 
were the least frequently endorsed.

All cohorts rated musculoskele-
tal and dermatologic procedures as 
highly important (Table 4). Obstet-
ric and inpatient procedures were 
rated as less important, especially 
among recent graduates. Residents 
ascribed higher importance than fac-
ulty or recent graduates for all proce-
dures except extremity splinting and 
endometrial biopsy. Statistically sig-
nificant differences between ratings 
of procedure importance were seen 
for every obstetric and gynecologic 
procedure, with residents ascribing 
highest importance and recent grad-
uates ascribing lowest importance. 
Similar findings were seen for all in-
patient procedures listed except for 
central line placement, for which all 
groups assigned low importance.

Table 1: Characteristics of Resident Physicians (N=19)

Medical School n (%)

University of Missouri 6 (31.6)

Other allopathic 7 (36.8)

Osteopathic 4 (21.1)

International 1 (5.3)

Did not specify 1 (5.3)

Year of Residency n (%)

First 10 (52.6)

Second 6 (31.6)

Third 2 (10.5)

Did not specify 1 (5.3)

Table 2: Characteristics of Faculty

Years Since Completing Residency n (%)

Within 5 years 4 (16.0)

More than 5 years 19 (76.0)

Did not specify 2 (8.0)

Precepting Location n (%)

Suburban academic 8 (32.0)

Rural 8 (32.0)

FQHC 1 (4.0)

Does not precept 7 (28.0)

Did not specify 1 (4.0)
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Table 3: Practice Characteristics of Survey Respondents by Group 

Characteristic Residents N=19 (%) Faculty N=25 (%) Recent Graduates 
N=19 (%)

Anticipated/Current Scope of Practice† ‡(%)

Outpatient 17 (89.5) 21 (84.0) 18 (94.7)

Adult inpatient 6 (31.6) 14 (56.0) 5 (26.3)

Pediatric inpatient 2 (10.5) 5 (20.0) 3 (15.8)

Obstetrics 2 (10.5) 6 (24.0) 1 (5.3)

Anticipated/Current Practice Setting (%)

Current Anticipated‡ 

Rural 9 (47.4) 10 (52.6) 6 (24.0) 9 (47.4)

Suburban 6 (31.6) 5 (20.0) 3 (15.8)

Urban 2 (10.5) 2 (10.5)

Academic* 5 (26.3) 3 (15.8) 13 (52.0) 4 (21.1)

FQHC, health department, community 
health center

4 (21.1) 4 (21.1) 1 (5.3)

Other, unknown, or did not specify 1 (5.3) 6 (31.6) 1 (4.0)

†For residents, refers to anticipated scope of practice. For faculty and recent graduates, refers to current practice.

‡More than one option could be selected.

*For residents and faculty, the “academic” clinic site is also in a suburban setting.

Table 4: Mean Rating of Procedure Importance and Differences Between Respondent Groups

Procedure Faculty Recent 
Graduates Residents P Value* Significant 

Comparisons†

Musculoskeletal Procedures

Toenail removal 2.68 2.32 2.73 .14

Peripheral nerve block 2.38 2.26 2.87 .048

Joint injections (knee, shoulder) 2.83 2.89 3.00 .38

Trigger finger injections 2.20 2.32 2.87 .012 F-R

Hip bursa injections 2.52 2.53 2.93 .066

Extremity splinting 2.56 2.05 2.53 .051

Extremity casting 2.13 1.68 2.33 .049

Obstetric/Gynecologic Procedures

IUD insertion 2.42 2.21 2.87 .018 G-R

Forceps-assisted delivery 1.42 1.11 1.80 .002 G-R

Endometrial biopsy 2.56 1.68 2.47 .001 G-R, G-F

Second degree perineal laceration repair 1.92 1.32 2.27 .004 G-R

Fetal scalp electrode placement 1.83 1.32 2.27 .003 G-R

Intrauterine pressure catheter placement 1.79 1.32 2.27 .003 G-R

Vacuum-assisted delivery 1.71 1.26 2.07 .004 G-R

(continued on next page)
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Discussion
Our study shows that residents con-
sistently rated procedures, especial-
ly inpatient and OB procedures, as 
more important than recent gradu-
ates. Although not statistically sig-
nificant, resident physicians also 
consistently rated procedures as 
more important compared to fac-
ulty. Residents may be unaware of 
factors that may shape their future 
practice. All residents, but not all fac-
ulty, serve on inpatient and obstetric 
services, which may influence resi-
dents’ perceptions.

All groups rated outpatient der-
matologic and musculoskeletal pro-
cedures as highly important and 
obstetric and inpatient procedures 
as less important. Office-based proce-
dures appear to have higher priority. 
Recent graduates may be influenced 
by local demography, cost of supplies, 
financial reimbursement, competi-
tion with specialists, or may feel 
limited by their residency training. 
Faculty may limit procedures due to 

time constraints or competing pro-
fessional obligations. Residents may 
be influenced by faculty role models. 

The scope of family practice, in-
cluding procedural practice, appears 
to be narrowing. A 2014 national 
survey of newly-certifying and re-
certifying family physicians showed 
that new graduates anticipate pro-
viding a broader scope of practice 
than current practitioners.11 De-
spite early ambitions to provide 
full-scope care, scope of practice—
including inpatient, obstetrics, and 
procedures—narrows soon after 
residency. Further study is needed 
to determine how competition with 
subspecialists, physician reimburse-
ment, or residency training influence 
the scope of family medicine practice.

The study is limited by the num-
ber of respondents. Few third-year 
residents responded, and first-year 
residents may have less understand-
ing of their future practice needs. 
Different faculty practice locations 
may influence the procedures done 

in their private clinics. Furthermore, 
our survey was distributed to phy-
sicians currently or previously em-
ployed by one institution and may 
not generalize to other programs.

Nevertheless, it is notable that 
we found differences regarding pro-
cedure importance between current 
residents and recent graduates of 
the same institution. This study is 
unique in that it surveys learners, 
faculty, and recent graduates to be-
gin to determine the types of proce-
dures valuable for family medicine. 
As accreditation bodies reassess pro-
cedural training, they may consider 
whether residencies should encour-
age full-scope practice or focus on 
common practice trends. For individ-
ual programs, it may be worthwhile 
to consider practice patterns of grad-
uates as a starting point. More in-
vestigation is recommended to make 
procedure training more relevant.

ACKNOWLEDGMENTS: Presented at the Uni-
versity of Missouri, Department of Family and 
Community Medicine, June 14th, 2017.

Procedure Faculty Recent 
Graduates Residents P Value* Significant 

Comparisons†

Dermatologic Procedures

Shave skin biopsy 2.92 2.89 3.00 .69

Punch skin biopsy 2.92 2.89 3.00 .69

Excisional skin biopsy 2.88 2.84 3.00 .46

Laceration repair: simple suture 2.84 2.89 3.00 .34

Laceration repair: two-layer closure (deep stitches) 2.60 2.47 3.00 .021 G-R

Wart cryotherapy 2.91 2.74 2.93 .091

Inpatient Procedures

Paracentesis 2.00 1.56 2.27 .038 G-R

Thoracentesis 1.88 1.42 2.13 .029 G-R

Central line placement 1.46 1.32 1.93 .050

Endotracheal intubation 1.46 1.42 2.40 <.001 G-R, F-R

Lumbar puncture 1.96 1.42 2.40 .001 G-R

Other Procedures

Remove foreign body from eye 2.08 1.72 2.64 .006 G-R

Circumcision 1.83 1.42 2.40 .006 G-R

Respondents answered this prompt for each procedure listed: Please rank how important it is for practicing family medicine physicians to feel 
comfortable with the following procedures (1=do not do or not important, 2=somewhat important, 3=very important or a necessity).

*P value for Kruskal-Wallis test comparing the distribution of responses across groups.

†Groups that were significantly different in posthoc comparisons. F=Faculty, R=Residents, G=recent graduates.

Table 4, continued
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