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What Is the Graduate Survey?

Family medicine program requirements have
required residencies to survey their graduates
to assess outcomes. Prior to 2016, these sur-
veys were typically institutional or regional,
lacked comparable data, and had low response
rates. The Family Medicine National Graduate
Survey (Graduate Survey) was developed by
the Association of Family Medicine Residency
Directors (AFMRD) and the American Board
of Family Medicine (ABFM) to provide pro-
grams more consistent, reliable feedback from
their early-career graduates. The goal of the
Graduate Survey is to provide programs with
useful feedback and increase the specialty’s
capacity to improve preparation for practice.!
The process of creating the survey has been
previously published.?

Beginning in 2016, the Graduate Survey
has been administered to ABFM diplomates 3
years after residency graduation via their on-
line ABFM physician portfolio. Once data are
collected, they are aggregated at the program
level and shared with residencies, along with
national comparison data, via each residency’s
ABFM Resident Training Management portal.
To protect diplomate confidentiality, residen-
cies are only provided program-specific data
if three or more graduates completed the sur-
vey. National-level reports are available on the
ABFM website.? An AFMRD/ABFM oversight
committee has met annually to review survey
performance and monitor content for currency
and continued relevance. The conduct of the
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survey is primarily for programmatic evalu-
ation and was deemed to not require institu-
tional review board review; however, use of the
data secondarily for research has received in-
stitutional review board approval. Researchers
may request deidentified data from the ABFM,
subject to review.

Results

From 2016 to 2019, the response rate has been
66.7% to 73.6% (Table 1). The number of pro-
grams with eligible graduates has increased
from 439 to 460, with 85.2% to 90.9% of pro-
grams receiving a program specific report on
their graduates each year. Nearly two-thirds
of programs with eligible graduates in all 4
years received four reports (Table 2). An ad-
ditional 20.9% received three reports, 12.3%
received one or two reports, leaving only sev-
en programs (1.5%) that have yet to receive a
program-specific report.

In each year, nonrespondents were more
likely to be DOs, international medical gradu-
ates, and male, but these differences have been
minimal and not statistically significant (Table
3). However, international medical graduates
have increasingly not responded to the survey,
which may further limit residency reports for
programs with high numbers of such trainees.
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Table 1: Response Rates and Number of Programs Receiving Program Specific Reports Each Year

Year Response I_’rograms With Progra!n.s Receiving Pgrc_:ent of I'-'_r?grams
Rate Eligible Graduates Specific Reports Receiving Specific Reports
2016 67.8% 439 376 85.6%
2017 66.7% 441 376 85.2%
2018 67.8% 457 394 86.2%
2019 73.6% 460 418 90.9%
Table 2: Number of Reports Generated per Program
Number of Residency-Specific
First Year With Number of Reports
Eligible Graduates | Residencies
0 1 2 3 4
2016 437 2 (0.5%) 13 (3.0%) 26 (5.9%) | 96 (22.0%) | 300 (68.6%)
2017 1 1 (100%) 0 0 0 0
2018 10 0 4 (40%) 6 (60%) 0 0
2019 12 4 (33.3%) | 8(66.7%) 0 0 0
Total 460 7 (1.5%) 25 (5.4%) 32 (6.9%) | 96 (20.9%) | 300 (65.2%)
Table 3: Characteristics of Respondents vs Nonrespondents for the
2016 to 2019 National Family Medicine Graduate Survey
Respondent Nonrespondent P Value
2016 (N=2,069) (N=994)
Mean age in years 36.1 36.4 .06
MD 1,767 (85.4%) 828 (83.3%) 13
Female gender 1,169 (566.5%) 528 (563.1%) .08
International medical graduate 762 (36.8%) 398 (40.0%) .09
2017 (N=2,159) (N=1,077)
Mean age in years 36.4 36.6 .06
MD 1,807 (83.9) 901 (83.7) .89
Female gender 1,193 (55.4) 560 (52.0) .07
International medical graduate 739 (34.3) 407 (37.8) .05
2018 (N=2,255) (N=1,072)
Mean age in years 35.8 36.0 .29
MD 1,823 (80.8%) 855 (79.8%) .46
Female gender 1,301 (57.7%) 606 (56.5%) .53
International medical graduate 713 (31.6%) 427 (39.8%) <.0001
2019 (N=2,511) (N=900)
Mean age in years (SD) 35.6 36.2 <.001
MD 1,994 (79.4%) 731 (81.2%) 24
Female gender 1,391 (55.4%) 485 (53.9%) 44
International medical graduate 793 (31.6%) 358 (39.8%) <.001
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Research studies using data from the Grad-
uate Survey have shown a large gap between
practice and preparation* with further varia-
tion between academic- and community-based
programs.® Other studies using the data have
shown lower odds of burnout with broader
scope of practice,® state-level variation in burn-
out,” associations between residency training
and buprenorphine prescribing,® barriers to
practicing obstetrics,” provision of contracep-
tive services and abortion care,'*" and partici-
pation in loan repayment programs.'?

Possible Uses and the Future

With multiple years of data, residencies have
the capability to identify persistent gaps in
their curricula and make changes. These data
may also inform training outcomes on a larger
scale by connecting with other data sources
to investigate associations between program
characteristics, self-assessed preparation for
practice, quality and claims-based outcomes,
and success on continuous certification.!3*
Longitudinal analyses have the potential to
improve individual program and physician
performance. For example, early family medi-
cine Milestones data found that a relatively
lower proportion of family medicine residents
graduate at level 4 (ie, proficiency) in the sys-
tems-based practice Milestone 3 (advocates for
individual and community health) than oth-
ers.’ Examining this finding in the context of
what graduates are actually doing in practice
may help inform curriculum changes and as-
sessment around a particular subcompetency
and Milestone.

Feedback to residencies could be enhanced
with even more data. The ABFM collects prac-
tice intentions and satisfaction with training
when residents register for their initial certi-
fication examination.® Aggregate reports of
these data could be made available to pro-
grams to monitor intentions and practice. The
ABFM collects other data later in a diplomate’s
career which could also be fed to residences to
track outcomes even farther from graduation.
Medicare claims data may offer a window into
practice by providing data on all graduates on
comprehensiveness, continuity, costs of care,
and low-value care.

Data from the Graduate Survey could also
be repackaged to meet the needs of other
stakeholders, while still respecting respondent
confidentiality. State-based organizations such
as academies of family medicine often advocate
for graduate medical education (GME) training
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expansion and practice incentive programs,
and graduate survey data on how many gradu-
ates remained in state, worked in underserved
settings, or provide care in specific areas may
provide the outcomes data needed to further
those efforts.’” If residencies were willing to
be identified, summary data could be used for
improvement efforts on outcomes between pro-
grams with disparate outcomes. Medical stu-
dents could use data to guide their residency
selection by seeing which programs produce
graduates with the practice they desire.

Using data from the survey, each residen-
cy can determine if it is meeting its mission
and goals. For residencies with a mission to
produce physicians for underserved areas or
populations, practice addresses are geocoded
and linked to rural status and practice in a
Health Professional Shortage Area. Residen-
cies with strong procedural or obstetrics focus
can also track if their graduates are applying
these skills in practice.

While the Graduate Survey has provided
data to residencies to improve residency edu-
cation, there are limitations to the methodol-
ogy. First, since the ABFM administers the
survey to its diplomates, recent graduates who
either certify with other boards or do not cer-
tify are not included. This issue will be exacer-
bated with the single accreditation system and
large numbers of programs whose graduates
may largely certify with the American Osteo-
pathic Board of Family Physicians (AOBFP).
Collaboration with the AOBFP on combined
delivery of a survey to their diplomates would
enhance the utility of the survey. Second, in or-
der to protect respondent confidentiality, three
or more graduates must respond for a program
to receive a report. The ABFM is working on
a dashboard that would allow pooling of data
over years to ensure all programs get reports.
Finally, the content of the survey is broad to
ensure generalizability, but may lack detail
specific to some residencies’ mission and needs.

In conclusion, the Graduate Survey provides
a model for partnership of certifying boards
and the GME community to create meaning-
ful measures and feedback to residencies.'?
Data from the survey has the potential to im-
prove residency education, track trends in the
delivery of care by early-career family phy-
sicians, and promote social accountability of
GME funds.
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