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Abstract
Background and Objectives: Caring for geriatrics and palliative care patients requires integrated
interprofessional care. Studies regarding interprofessional education in family medicine reveal concerns by
residents regarding applicability in future practice. Our study objective was to determine the effectiveness of
teaching multispecialty geriatric and palliative care skills to family medicine residents using an
interprofessional clinic curriculum.
Methods: We evaluated an interprofessional geriatric and palliative care outpatient curriculum from March
2014 to June 2015. The interprofessional team included pharmacists, psychologists, family medicine
geriatricians, and palliative care providers. Family medicine residents in a 3-year residency program completed
pre- and postassessments evaluating their conWdence and knowledge in speciWc areas of geriatric and
palliative care. These assessments covered their abilities in starting advance care planning and setting goals
in care discussions, as well as fall and depression assessment and elderly medication review. The subsequent
resident perception of teaching effectiveness was also assessed. Qualitative comments were evaluated for
themes. Patient perceptions were also surveyed.
Results: Family medicine residents completed 52 surveys (51%). Improvements in all areas were signiWcant
(P<0.05). Postevaluation mean scores by year and by session demonstrated signiWcant improvements in
palliative care tools and teaching effectiveness. Qualitative comments revealed three themes: overall positive
or negative educational value and understanding of assessments, re^ection on interprofessional collaboration
and team experience value, and improvements in logistics and collaboration. Patient satisfaction surveys
reported improved satisfaction with their PCMH.
Conclusions: The use of an interprofessional and multispecialty clinic curriculum to teach geriatric and
palliative care improved resident self-assessed knowledge and conWdence as well as teaching effectiveness.
Further studies evaluating resident exposure to such visits could substantiate the long-term in^uence of this
educational endeavor.

Introduction
Family physicians increasingly lead and participate in integrated professional teams.1-3 Family medicine milestones
endorse “Role model[ing] leadership, integration, and optimization of care teams” by residents (Systems-Based
Practice-4).4 Residents with interprofessional training report better communication and collaboration, and some
residencies incorporate such learning experiences.5-7 However, some residents doubt the educational value and
applicability of this type of teamwork for future practice.1-3,5,6
Family medicine residencies may provide ideal situations for interprofessional, multispecialty education. Family
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medicine residencies often train residents in parallel with teaching programs for pharmacists, psychologists, and
specialty fellowships such as those in geriatrics and palliative care.6-9 In no area of family medicine is
interprofessional care more important than in geriatrics and palliative care, where complicated diseases and
medical regimens, end-of-life care, and a limited specialty workforce require the combined resources of a variety of
providers.10-13
We evaluated a model of interprofessional education that colocated a multispecialty geriatrics and palliative care
clinic in a residency patient-centered medical home (PCMH). Our goals for this experience included resident
education in geriatrics and palliative care skills, as well as developing teaching effectiveness to promote conWdence
in leading future practice teams.

Methods
Residents from the Alaska Family Medicine Residency Clinic (AKFMR) participated in this curricular clinic (half day
of didactics, patient discussion, and a clinic visit) during their longitudinal and postgraduate year (PGY) 3 geriatric
block rotation. During their yearly program evaluation, previous residents had requested a specialty clinic experience
to enhance geriatric teaching. Authors evaluated this curricular clinic from March 2014 through December 2015.
The University of Alaska Anchorage Institutional Review Board exempted this clinic and curriculum from review.
The AKFMR program (3 years, 12 residents per year) focuses on preparing residents to practice in underserved
Alaskan communities.

Curricular Clinic Development
The faculty team met three times to review literature, determine focus areas and learning objectives, and develop
evaluations.14 The team included family medicine faculty physicians with a CertiWcate of Added QualiWcations in
palliative care or geriatrics, as well as a psychologist, pharmacist, home-visiting physician assistant, and a palliative
care fellow. Focus areas included depression screening, falls assessment, symptom appraisal, and advance care
planning (ACP).

Curricular Clinic Preparation
Residents and faculty referred their complicated geriatric and palliative care patients to the clinic. Nurses contacted
the patients and caregivers prior to the clinic to explain the goals and assessments of the clinic. The faculty team
and residents were emailed with information on the patients and assessments for review.

Curricular Clinic
On the curricular clinic morning, the faculty team and residents reviewed focus areas and assessments in a didactic
session (8 am-9 am). Residents participated initially as learners, then progressed to teaching the assessments to
newer residents and students in later sessions.
Residents presented a patient review (9 am-10 am). The team then discussed issues related to the didactic focus
areas. Lastly, additional care team members (eg, ethicists, chaplains, social workers) identiWed other information
based on the discussion.
Patient visits (10 am and 11 am) began with a nurse assessing vision and orthostatics while the residents and
faculty team huddled to review key assessments. The residents interviewed, examined, and completed
assessments with patients and an attending (geriatric or palliative care faculty or fellow) and a rotating pharmacist
and psychologist. Additional providers, such as social workers, provided support as needed. The faculty team
initially mentored residents during their patient assessments. Residents progressed in later sessions to independent
interactions with supervision (Figure 1).

Evaluation and Data Review
Investigators developed an anonymous resident pre- and postevaluation and patient survey. The resident
introductory email included instructions on completing the evaluations, and evaluations were provided prior to
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didactics and then following clinics. The assessments included a knowledge and conWdence self-assessment (both
on a 4-point Likert scale) and qualitative comments on experience. After the clinic was implemented, a patient
survey queried satisfaction (4-point Likert scale). Patients received the survey at the beginning of the visit with
instructions to complete it after the visit.

Statistical Analysis
Investigators attained pre- and postevaluation means and analyzed them with a tailed t-test (signiWcance P<0.05).
Posttest scores were further compared per postgraduate year and number of sessions attended (1-4) using one-way
ANOVA and Tukey post-hoc analyses (SPSS).
The authors and a nonauthor faculty analyzed qualitative comments through a standard thematic technique
(MAXDQA software, Berlin, Germany: Verbi GmbH; 2017).15 Authors J.K.M. and L.A. met regularly to review
responses, establish codes and coding frameworks, and identify and deWne themes and subthemes. Author A.D.
reviewed the coding framework and themes. Authors J.K.M., L.A, and a nonauthor faculty then achieved consensus
for the analysis as well as thematic saturation. Question prompts in the evaluations included re^ection on learning
points of the experience, as well as feedback on ^ow, content, didactics, patient interactions, or other parts of the
experience. Patient survey means were calculated.

Results
One hundred and one evaluations were distributed, and 52 were completed (51.4%). Response numbers by session
attendance and per PGY included Wrst-session evaluations by PGY-1 (9), PGY-2 (10), and PGY-3 (4); second session
evaluations by PGY-2 (5) and PGY-3 (10); third session evaluations by PGY-3 (9); and fourth session evaluations by
PGY-3 (3).
Evaluations demonstrated signiWcant perceived improvement (P<0.05) in the focus areas; (Table 1). ANOVA
postevaluation means by numbers of sessions attended demonstrated numerically higher scores in perceived
knowledge of palliative care (F(3,47)=3.00, P=0.04) and ACP (F(3,48)=4.19, P=0.01), as well as conWdence in
teaching effectiveness (F(3,48)=2.954, P=0.042). Post-hoc analysis revealed that the mean score in knowledge of
ACP after one session was 2.78 (SD 0.52), which was signiWcantly different from the third session’s mean score of
3.45 (SD 0.33, P=0.01). ANOVA postevaluation scores by PGY in these areas revealed numerically higher means in
perceived knowledge of palliative care (F(2,48)=5.32, P=0.01) with a post-hoc mean for PGY-1 of 2.78 (SD 0.44),
which was signiWcantly different from that for PGY-3 (3.37, SD 0.51, P=0.01). Knowledge of ACP in PGY-1
(F(2,49)=7.88, P=0.00) had a post-hoc mean of 2.33 (SD 0.50), which was signiWcantly different from that for PGY-2
(3.07, SD 0.26, P=.0.01) and PGY-3 (3.14, SD 0.65, P=0.00). Additionally, conWdence in teaching effectiveness in
PGY-1 (F(2,49)=7.071, P=0.002) had a post-hoc mean of 2.00 (SD 0.87), which was signiWcantly different from that
for PGY-3 (2.96, SD 0.64, P=0.03).
Qualitative responses revealed nine codes and three themes (N=86, average 14.5 words per response). The themes
identiWed revolved around the educational value of the clinic, the beneWts of collaboration, and the suggested areas
of improvement (Table 2).
Patient survey responses (32% response rate, 52/162) reported improved PCMH satisfaction (mean 3.58) and sense
of support (mean 3.63, Table 3).

Conclusion
Our curriculum provides an innovative model for colocating an interprofessional geriatric and palliative care clinic in
a residency PCMH. Qualitative comments corroborate past resident studies regarding improved collaborative
appreciation and were used to identify speciWc learned skills and to make suggestions for improvement. Residents
perceived improved skills in depression, fall risk, and symptom assessment. Residents also reported improvement
by number of sessions attended and PGY in palliative care skills and future teaching effectiveness. Our patients
reported improved PCMH satisfaction and perceived support.
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Limitations of this study include the lack of a control group (single site), follow up on qualitative comments, and
repeated evaluation to assess durable effects. Furthermore, each educational method and interprofessional learner
lacked separate evaluations. Residents did not perceive a signiWcant improvement in scores by number of sessions
attended, and PGY scores may demonstrate the effects of overall progression through residency as opposed to
learning solely from this clinic. Low response numbers may re^ect a response bias and the optional nature of the
evaluation. Patient survey limitations include potential response bias and lack of presurvey and durable effect
surveys.
In conclusion, colocating a specialty interprofessional geriatrics and palliative care clinic within a residency PCMH
may enable resident skill growth and teaching effectiveness to improve future practice teams. Future research could
further explore the impact of this clinic on resident development.

Tables and Figures
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