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ty with passionate commitment to ex-

cellence in residency education and the
formation of young physicians. The major re-
vision of the program requirements for family
medicine and the related American Board of
Family Medicine (ABFM) policy on board eli-
gibility can take inspiration from other spe-
cialties to individualize resident experience,
enhance evaluation, and perhaps offer an in-
novative fourth-year experience to help resi-
dents master the increasingly complex reality
of family practice.

A first option would be to adapt residents’
experiences to meet individual learning needs
and support career development. Pediatrics is
leading development of formal individualized
learning plans' during residencies. These are
similar to our “areas of concentration,” but
with 6 months and typically more specificity
and rigor. Developing such plans inevitably
raises the question of the value of some of the
rotations in our current requirements.

What we give up when we must change is
important evidence of what we value. In the
summer of 2020, the ABFM asked program
directors what rotations they had eliminated
in response to the pandemic. Programs most
often cancelled subspecialty surgery, elective,
and nursing home experiences. In parallel, and
in preparation for the summit the Association
of Family Medicine Residency Directors sur-
veyed residency directors and the ABFM sur-
veyed residents and residency faculty to ask
what curriculum should be eliminated to make
room in the curriculum for new requirements
that might come with the new standards.3*
There was significant agreement that inpatient
surgery, most subspecialty surgical rotations,
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electives, and inpatient pediatrics could be
considered for removal, seemingly reflecting
concern about the passive education in many
subsurgical rotations and ineffective use of
elective time. The surveys thus suggest that
there is potential curricular space to individu-
alize training in support of career development
and help residents move beyond proficiency to
mastery. We might think of offering “Areas of
Concentration on Steroids,” with more time,
better focus, and accomplishment.

A second option is to conduct an in-person
oral examination and assessment of clinical
skills at the end of residency. The cultural,
logistical, and financial challenges of adding
this kind of intense individualized assess-
ment would be daunting in family medicine.
But many other specialties do this, including
many surgical disciplines, physical medicine
and rehabilitation, and emergency medicine.
Our colleagues in these fields have learned
how to conduct oral exams fairly, and they dis-
tinguish between the knowledge typically as-
sessed in an examination with multiple choice
questions and judgement and clinical decision-
making uniquely assessable in oral examina-
tions by trained examiners. One of the best
examples is in the American Board of Urol-
ogy, which combines an oral examination in
combination with a practice log covering the
first 16 months in practice, a description of
the practice demographics, peer review from
community urologists and explicit attention

From the American Board of Family Medicine, Lexington,
KY (Drs Newton and Magill); Department of Family
Medicine, University of North Carolina - Chapel Hill
(Dr Newton): and Department of Family and Preventive
Medicine, University of Utah, Salt Lake City, UT (Dr
Magill).

FAMILY MEDICINE



to professionalism and the ethics of practice,®
with particular emphasis on performance of
unnecessary procedures. Surely judgement,
clinical decision-making, and professionalism
are critical for family physicians as we man-
age multimorbid patients with difficult fam-
ily situations and challenging social contexts
across the continuum of care!

Another example is in anesthesiology. To
better assess clinical skills, the American
Board of Anesthesiology has incorporated ob-
jective structured clinical examinations of com-
munication and point-of-care ultrasound into
the final component of board certification. For
example, they ask candidates to demonstrate
ability to deliver bad news.® Our anesthesia
colleagues report that this kind of assess-
ment has identified residents with excellent
test scores but poor communications skills,
and that these changes in certification have
led to dramatic changes in anesthesia resi-
dencies. What about us? Family medicine has
substantial experience and expertise with ob-
jective structured clinical examinations and
in behavioral health and doctor-patient com-
munication; do we think that assessment of
communication—or, indeed, point-of-care ul-
trasound—is important enough to develop a
national system to assure competence in all
graduating residents?

A third option may be the most challenging:
we could add a year of required clinical experi-
ence. As argued in this issue by Alan Douglass,
MD, our current 3-year curriculum feels like
an overstuffed potato to many in our commu-
nity. Family medicine is complex, and is becom-
ing more complex as family physicians lean
into emerging clinical and health care prob-
lems such as opiate addiction, exploding multi-
morbidity, deeply disintegrated care, structural
determinants of health and health equity. How
might we implement a fourth year of experi-
ence in family medicine? We have several op-
tions. The Length of Training pilot program™
has shown the potential value of a fourth year
of residency and has helped grow support for
adding a fourth year, but still only a minority
of residency program directors, faculty, and
residents support it.!>!! Traditional Accredita-
tion Council for Graduate Medical Education-
accredited fellowships such as sports medicine,
hospice and palliative medicine, or geriatrics
might also count, as would any of the myriad
of informal extra-year fellowships such as fac-
ulty development, maternity care, or hospital-
ist care that exist now or could be developed.
Keeping in mind the intense education typical
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of the first year out in practice, a final option
might be a mentored experience in the first
year in practice, such as in a frontier, under-
served, or other practice setting, prior to board
certification. The rationale would be both prac-
tical and developmental. The focus would be
on developing new skills and professionalism,
and just enough structure to support learning.
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