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Family medicine residency pro-
grams are being challenged to 
produce physicians who are 

prepared for the practice of the fu-
ture. Specifically, future physicians 
must be equipped with the skills to 
lead population health initiatives 
and be capable of effectively lead-
ing teams that provide high-quality, 

cost-effective care to patients with-
in high-functioning patient-centered 
clinics.1

Residency has been defined as 
that period of time after medical 
school when practice habits, atti-
tudes, and professional identity are 
imprinted on new physicians,2 when 
requisite patient care experience is 

obtained, medical knowledge is re-
inforced and expanded, and inter-
personal communication skills are 
honed. Primary care physicians fre-
quently work in stressful, underre-
sourced clinical environments with 
little time for appropriate chron-
ic disease management.3 Residents 
often receive their exposure to out-
patient practice in similar settings, 
namely teaching clinics that are 
inadequately resourced and dys-
functional.4,5 The 2014 Institute of 
Medicine report on graduate med-
ical education (GME) highlighted 
that many physicians lack sufficient 
training and experience in care co-
ordination, team-based care, costs 
of care, cultural competence, and 
quality improvement.6 Additionally, 
new physicians often have difficulty 
in managing conditions common to 
the ambulatory clinical environment, 
and struggle in performing simple 
outpatient procedures.7

This discrepancy between what is 
needed and what is being produced 
has been attributed to a training gap 
that currently exists between the in-
patient focus of many residency pro-
gram curricula and the reality that 
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BACKGROUND AND OBJECTIVES: Clinic First residency curricular approaches 
hold promise as models to successfully prepare primary care residents for fu-
ture practice. The objective of our study was to estimate the prevalence of the 
Clinic First model in current family medicine residency training environments, 
and assess beliefs surrounding curricular structure and postgraduate practice.

METHODS: An eight-question survey was conducted among Association of 
Family Medicine Residency Directors (AFMRD) members in 2017. Data were 
grouped and analyzed for statistical significance and correlation using analysis 
of variance, Kendall’s τ, χ2, and Fisher exact test.

RESULTS: Two hundred-eleven AFMRD members responded to the survey; 27% 
described their current curriculum as Clinic First; 68% stated that their ideal 
curriculum is Clinic First. Residents in Clinic First programs spend more half-
days in continuity clinic per week compared with traditional programs during 
PGY1 (1.79, 1.39, P=0.001) and PGY2 (3.18, 2.90, P=0.024). In group analy-
ses, 63% of Clinic First respondents prioritized clinic in developing resident 
schedules, compared with 8% of traditional respondents (P<0.001). Seventy-
four percent of Clinic First respondents described their philosophy as full spec-
trum, compared with 93% of traditional respondents (P<0.001). Seventy-five 
percent of respondents listed their graduates’ most common practice type as 
outpatient practice, and there were no differences between groups (P=0.361). 
Sixty-one percent of traditional respondents stated that their ideal curriculum 
is Clinic First (P<0.001).  

CONCLUSIONS: There is a high level of interest in the Clinic First model as 
a tool to prepare residents for future practice, but barriers to implementation 
need to be explored and addressed.

(Fam Med. 2019;51(4):338-43.)
doi: 10.22454/FamMed.2019.666943



FAMILY MEDICINE VOL. 51, NO. 4 • APRIL 2019 339

ORIGINAL ARTICLES

most health care occurs in outpatient 
settings.8 Whereas a family physi-
cian’s practice is most often cen-
tered in an outpatient clinic where 
patients are cared for longitudinally 
and continuity of care is paramount,9 
family medicine residency training is 
very often hospital-centric, and con-
tinuity clinic is often assigned a low-
er priority than inpatient and other 
outpatient rotations.10

The Clinic First model is a novel 
curricular approach that attempts to 
resolve this disconnect. In this mod-
el, ambulatory resident education as-
sumes equal or greater importance 
than inpatient resident education, 
continuity and access are empha-
sized in clinic scheduling, and the 
teaching clinic provides patient-cen-
tered care.11 Clinic First holds prom-
ise as a model that can successfully 
prepare residents for the type of fu-
ture practice required for health care 
transformation.12,13 To our knowl-
edge, there has not been an assess-
ment of the nationwide prevalence of 
Clinic First curricula among family 
medicine residency programs. The 
objectives of this investigation were 
to establish a baseline estimate of 
the prevalence of such curricular 
models in current family medicine 
residency training environments, 
and to assess beliefs surrounding 
curricular structure and postgradu-
ate practice.

Methods
The authors designed an eight-ques-
tion survey (see Appendix at https://
journals.stfm.org/media/2221/zeller-
appendix-fm2019.pdf) in consultation 
with Clinic First thought leaders and 
survey design experts, and distrib-
uted the survey via the Association 
of Family Medicine Residency Di-
rectors (AFMRD) Member Commu-
nity listserv in November 2017. An 
initial email provided a link to the 
REDCap survey platform, which was 

used for data collection and manage-
ment. One reminder email was sent 
to potential participants at a 3-week 
interval and the survey was closed 
after 6 weeks. Responses were al-
lowed to remain anonymous, and 
no detailed program characteristics 
were collected in order to keep the 
survey brief. No incentives were pro-
vided for survey completion. No for-
mal informed consent was obtained 
from participants before they com-
pleted the survey. Data was exported 
from REDCap into Microsoft Excel 
for analysis. 

Survey respondents were grouped 
based on their answers to the first 
survey question: “On a scale of 1-5, 
how would you describe your CUR-
RENT residency curriculum?” For 
this question, “1” was labeled “Tra-
ditional – other rotations/experiences 
take precedence over continuity clin-
ic” and “5” was labeled “Clinic First.” 
A definition of Clinic First was pro-
vided for reference (Figure 1).11 Re-
spondents who chose “1” or “2” were 
placed in the Traditional group, 
those who chose “3” were placed in 
the Neutral group, and those who 
chose “4” or “5” were placed in the 
Clinic First group. Respondents were 
given the opportunity to leave gener-
al comments at the end of the survey, 
and these comments were exported 
into Excel and reviewed by the au-
thors.

Differences in the number of half 
days in clinic per week between 
groups were tested using analysis 
of variance. Correlation between the 
respondents’ current group and their 
ideal group was tested using Ken-
dall’s t. All other analyses among 
the Traditional, Neutral, and Clin-
ic First groups were tested using χ2 
or Fisher exact test for small sam-
ple sizes (n<5). P values <0.05 were 
considered statistically significant. 
All data analyses were completed us-
ing R statistical software (R Version 

3.0.2). The Greenville Health System 
Institutional Review Board approved 
the project.

Results
Overall Results
Two hundred-eleven AFMRD mem-
bers responded to the survey (206 
complete and 5 partial; Table 1). 
Twenty-seven percent of respondents 
rated their current curriculum as a 
4 or 5 (Clinic First), while 34% rat-
ed their ideal curriculum as a 1 or 
2 (Traditional). Sixty-eight percent 
rated their ideal curriculum as a 4 
or 5 (Clinic First), while 3% rated 
their ideal curriculum a 1 or 2 (Tra-
ditional). Among all respondents, the 
amount of time spent in continuity 
clinic increased from 1.52 half days 
per week during PGY1 to 4.17 in 
PGY3.

Overall, 31% of respondents stat-
ed that clinic received priority in de-
veloping residents’ schedules, while 
57% stated that inpatient and/or out-
patient rotations received priority. 
Eighty-eight percent described their 
program philosophy as full spectrum; 
75% stated that their graduates’ 
most common practice type is out-
patient practice; and 89% indicated 
that it is either “somewhat” or “very” 
important to them that a program’s 
educational experience model post-
graduate practice. 

Group Analysis
Residents in programs described as 
Clinic First spend more half days per 
week in continuity clinic than resi-
dents in traditional programs, par-
ticularly during PGY1 (1.79, 1.39, 
P=0.001) and PGY-2 (3.18, 2.90, 
P=0.024; Table 2). Sixty-three per-
cent of Clinic First respondents pri-
oritize clinic in the development of 
residents’ schedules, while 30% prior-
itize other rotations over clinic (Table 
2). By comparison, 8% of Traditional 
respondents prioritize clinic in the 

Figure 1: Clinic First Definition

A Clinic First residency curriculum is one in which:
        a) ambulatory resident education assumes equal or greater importance than inpatient resident education;
        b) continuity and access are emphasized in clinic scheduling; and 
        c) the teaching clinic provides patient-centered care.  
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development of residents’ schedules, 
while 82% prioritize other rotations 
over clinic. Regarding most common 
graduate practice type, there were no 
statistically significant differences 

between groups. Eighty-five percent 
of Clinic First respondents stated 
that it is either “somewhat” or “very” 
important to model postgraduate 

practice during residency, compared 
with 90% of Traditional respondents.

Of the 71 respondents who de-
scribed their current curriculum as 
Traditional, 6% stated that their 

Table 1: Overall Results (N=211)

n (%)

Description of Current Curriculum

        1 – Traditional – other rotations take precedence over clinic 27 (13)

        2 44 (21)

        3 83 (39)

        4 45 (21)

        5 – Clinic First 12 (6)

Ideal Curriculum

        1 – Traditional – other rotations take precedence over clinic 2 (1)

        2 4 (2)

        3 61 (29)

        4 75 (35)

        5 – Clinic First 69 (33)

Average Number of Half Days in Clinic per Week (SD)

        PGY-1 1.52 (0.66)

        PGY-2 3.03 (0.68)

        PGY-3 4.17 (0.81)

Aspect of Curriculum Given Scheduling Priority

        Clinic 66 (31)

        Rotations 120 (57)

        Balanced 18 (9)

        Other 7 (3)

Program Philosophy

        Full spectrum 185 (88)

        Inpatient-centered 2 (1)

        Outpatient-centered 24 (11)

Most Common Graduate Practice Type*

        Academic 1 (0.5)

        Fellowship 1 (0.5)

        Full spectrum 42 (20.2)

        Hospitalist 5 (2.4)

        Outpatient practice 157 (75.5)

        Other 2 (1)

Importance of Modeling Postgraduate Practice With Residency Curriculum

        Somewhat or very important 187 (89)

        Neutral 18 (9)

        Not very or not at all important 4 (2)

* 2 programs had no graduates yet, and thus were excluded from this portion of the analysis. Three other programs provided incomplete data.

Abbreviation: SD, standard deviation.
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ideal curriculum is Traditional and 
61% stated that their ideal curricu-
lum is Clinic First (Table 3). Of the 
57 respondents who described their 
current curriculum as Clinic First, 
none stated that their ideal curricu-
lum is Traditional and 96% stated 
that their ideal curriculum is Clinic 
First. Kendall’s t for this data was 
0.264 (P<0.001), demonstrating sta-
tistical significance.

Survey Comments
Forty-two respondents (20%) left 
a comment in the provided open-
text box at the end of the survey. 
Twelve comments were supportive 
and encouraging, or described a suc-
cessful implementation of a Clinic 
First model. Three comments ex-
pressed an interest in more infor-
mation on the Clinic First model. 

Ten comments described a barrier 
that prevented implementation or 
made implementation difficult. Five 
comments expressed skepticism of or 
active opposition to the Clinic First 
model, and 12 comments were gen-
eral in nature. Barriers described 
included lack of a clear understand-
ing of the model, lack of felt support 
from faculty or institution, difficulty 
reconciling clinic schedule with other 
rotation schedules, lack of support 
from residents in the program, lack 
of funding from CMS or sponsoring 
institutions to implement the mod-
el properly, and a perspective that 
hospital and specialty rotations are 
more useful to residents than con-
tinuity clinic. Comments skeptical 
of the Clinic First model included 
a concern that it would lead to a 

continued shrinking of the scope of 
family medicine.

Discussion
This study reports on the prevalence 
of AFMRD members who describe 
a Clinic First program curriculum. 
The results uncover a discrepancy 
between current and ideal states 
for many Traditional respondents. 
Conversely, respondents that are cur-
rently implementing a Clinic First 
model are highly likely to describe it 
as their ideal curriculum. For many 
respondents, there appears to be 
doubt as to whether a traditional 
curricular approach is ideal, and a 
high level of interest in Clinic First 
as a preferred curricular state. One 
possible explanation for this level of 
interest is that many respondents 
view the Clinic First model as a tool 

Table 2: Group Analysis

Total Traditional 
(1-2) Neutral (3) Clinic First 

(4-5) P Value

2.1 - Average Number of Half Days in Clinic per Week (SD)

        PGY-1 1.52 (0.66) 1.39 (0.60) 1.45 (0.52) 1.79 (0.84) 0.001

        PGY-2 3.03 (0.68) 2.90 (0.56) 3.04 (0.71) 3.18 (0.76) 0.024

        PGY-3 4.17 (0.81) 4.06 (0.81) 4.23 (0.81) 4.23 (0.95) 0.215

2.2 - Aspect of Curriculum Given Priority in Developing Resident Schedules, n (%)

        Clinic 66 (31) 6 (8) 24 (29) 36 (63) <0.001

        Rotations 120 (57) 58 (82) 45 (54) 17 (30) <0.001

        Balanced 18 (9) 5 (7) 10 (12) 3 (5) 0.364

        Other 7 (3) 2 (3) 4 (5) 1 (2) 0.708

2.3 - Program Philosophy, n (%)

        Full spectrum 185 (88) 66 (93) 77 (93) 42 (74) <0.001

        Inpatient-centered 2 (1) 2 (3) 0 0 0.182

        Outpatient-centered 24 (11) 3 (4) 6 (7) 15 (26) <0.001

2.4 - Most Common Graduate Practice Type, n (%)

        Academic 1 (0.5) 0 1 (1) 0

        Fellowship 1 (0.5) 0 1 (1) 0

        Full spectrum 42 (20.2) 15 (21) 19 (23) 8 (14) 0.411

        Hospitalist 5 (2.4) 2 (3) 2 (2) 1 (2) 1.000

        Outpatient practice 157 (75.5) 53 (76) 58 (71) 46 (82) 0.361

        Other 2 (1) 0 1 (1) 1 (2) 0.734

2.5 - Importance of Modeling Postgraduate Practice With Curriculum, n (%)

        Somewhat or very important 187 (89) 64 (90) 76 (92) 47 (85) 0.235

        Neutral 18 (9) 5 (7) 6 (7) 7 (13) 0.501

        Not very or not at all important 4 (2) 2 (3) 1 (1) 1 (2) 0.828
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to better prepare residents for fu-
ture practice. This is suggested by 
the findings that most respondents’ 
programs are producing graduates 
who primarily go on to practice in 
outpatient settings, the broad gen-
eral agreement on the importance 
of modeling postgraduate practice 
during residency, and the clear ev-
idence from this study that Clinic 
First models increase the amount of 
time spent in continuity clinic.

Survey results fell short of validat-
ing the concern expressed in com-
ments that widespread adoption of 
a Clinic First curricular model will 
contribute to a collective narrow-
ing of the specialty’s scope of prac-
tice. While Clinic First respondents 
were less likely than their Tradition-
al counterparts to describe their pro-
gram philosophy as full spectrum, a 
majority of Clinic First respondents 
still consider their programs to be 
full spectrum in philosophy. More 
importantly, no significant differ-
ences existed between Clinic First 
and Traditional respondents with 
regard to most common graduate 
practice type. So while there may 
be differing definitions of the term 
“full spectrum,” survey results sug-
gest that widespread adoption of a 
Clinic First model would not neces-
sarily lead to a reduction in scope of 
practice among graduates, and that 
a Clinic First model simply priori-
tizes continuity clinic, the aspect of a 
program’s curriculum that best mod-
els most graduates’ future practice.

Some of the data suggest that 
there is confusion regarding imple-
mentation of the model. Specifically, 
while 63% of Clinic First respon-
dents prioritize clinic or describe a 
balanced approach to developing res-
ident schedules, 30% still state that 
they prioritize other rotations over 
clinic. Programs may benefit from 

more education on implementation 
of a Clinic First model in which am-
bulatory resident education assumes 
equal or greater importance than in-
patient resident education.

The discrepancy between cur-
rent and ideal curriculum detected 
by this study indicates that, while 
there is a high level of interest, sig-
nificant barriers exist to implemen-
tation of a Clinic First model. While 
a full analysis of potential barriers 
is beyond the scope of this study, 
comments left by some respondents 
suggest that barriers to implemen-
tation fall into categories similar to 
those found in studies of other family 
medicine curricular change.14 Future 
studies are needed to work toward 
identifying and overcoming specific 
barriers to implementation of a Clin-
ic First model. This particular study 
identified 57 AFMRD members who 
identify their program curriculum 
as Clinic First; so future research 
could include prospective studies of 
the effectiveness of the model within 
this subpopulation of programs, and 
could include measures of graduates’ 
readiness for practice and resulting 
scope of practice.

Study limitations include use of 
self-reported data and the nonran-
dom sampling method employed 
to gather responses, both of which 
may have introduced bias. Post hoc 
groupings (Clinic First, Neutral, Tra-
ditional) derived from the data in the 
first survey question also constitute 
a limitation, as use of a 5-point scale 
could have led to a variety of under-
standings or interpretations of the 
response options. Different interpre-
tations of terms for which a rigorous 
definition was not provided may have 
introduced bias or caused confusion. 
Additionally, even though a defini-
tion was provided, lack of a general-
ly accepted and precise definition of 

Clinic First likely affected the data. 
The survey may not have reached all 
programs, since some program direc-
tors and faculty may not be mem-
bers of the AFMRD, or may not be 
active on the online Member Com-
munity (listserv). Due to the anony-
mous nature of the survey and the 
fact that multiple faculty from the 
same program can participate on the 
AFMRD listserv, it is possible that 
some responses described the same 
program. The survey did not attempt 
to ascertain program characteristics 
such as geographic location, size, uni-
versity affiliation, or the presence of 
other residencies in the learning en-
vironment, and while this kept the 
survey brief, it also did not allow for 
further analysis of programs that are 
attempting to implement a Clinic 
First curriculum. Survey participa-
tion could have been improved by us-
ing the Council of Academic Family 
Medicine Education Research Alli-
ance survey. Future studies should 
take advantage of established plat-
forms for data acquisition in order 
to improve the accuracy of the data.

In conclusion, this survey-based 
study found that a small percentage 
of AFMRD members describe cur-
rent implementation of a Clinic First 
curricular model, yet a majority con-
sider a Clinic First curriculum to be 
ideal, including a majority who de-
scribe current implementation of a 
more traditional curriculum. While 
there is a high level of interest in 
this model as a potential tool to 
better prepare residents for future 
practice, barriers to implementation 
must be explored and addressed.
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Table 3: Comparison of Current and Ideal Curricular States

Traditional
Ideal N (%)

Traditional Neutral Clinic First

C
ur

re
nt

Traditional 4 (6) 24 (34) 43 (61)

Neutral 2 (2) 35 (42) 46 (55)

Clinic First 0 2 (4) 55 (96)
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