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A 2011 Alliance for Clinical Ed-
ucation panel recommended 
that all specialties develop 

specific curriculum for subinternship 
(sub-I) experiences during the fourth 
year of medical school.1 National 
standards and resources can help 
individual schools by providing an 

already-constructed core curriculum 
designed to prepare students well for 
residency training, and help residen-
cy programs more accurately predict 
the baseline competence of their in-
terns. The Association of Program 
Directors and Clerkship Directors 
in Internal Medicine, the Council on 

Medical Student Education in Pedi-
atrics, and the Association of Pedi-
atric Program Directors developed 
sub-I guidelines for internal medi-
cine and pediatrics, respectively.2,3 
The Society of Teachers of Fami-
ly Medicine (STFM) has developed 
multiple iterations of a National 
Clerkship Curriculum—a renewable, 
web-based, peer-reviewed resource 
for the third-year core clerkship—
but there is not yet a national stan-
dard for the sub-I rotation.4

In previous studies, residents 
and faculty identified the sub-I as 
one of the most important rota-
tions to prepare a student for in-
ternship.2,5-6 Specifically, the family 
medicine sub-I would prepare stu-
dents to be interns by fostering pro-
gressive responsibility for patient 
care, solidify career choice and pro-
vide networking opportunities, inte-
grate medical school and residency 
program outcome measures, and em-
phasize the values, principles, and 
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BACKGROUND AND OBJECTIVES: The 2011 Alliance for Clinical Education 
panel recommended the development of a specialty-specific curriculum for all 
subinternships (sub-Is). A 2019 CERA survey found that 58% of family medi-
cine clerkship directors agreed that a standardized curriculum would be help-
ful. The goal of this study was to explore attitudes and preferences regarding a 
national family medicine sub-I curriculum among a broad set of stakeholders. 

METHODS: Focus groups were conducted with medical students, residents, resi-
dency faculty, and undergraduate medical education faculty at the 2020 STFM 
Conference on Medical Student Education. Focus groups were transcribed, and 
a qualitative analysis was conducted with participants’ responses about the 
benefits and characteristics of a family medicine sub-I, recommendations for 
core sub-I skills/objectives, likelihood of using a national curriculum, and pre-
ferred student and program evaluation methods.

RESULTS: There were four focus groups with a total of 24 participants. The fol-
lowing main themes emerged: the family medicine sub-I has distinctive char-
acteristics from other sub-Is and provides unique benefits for students and 
residency programs, a standardized curriculum should allow for adaptability 
and flexibility, and the sub-I evaluation for the students and program should 
be specific and experience-focused. These themes were classified into specific 
subthemes.  

CONCLUSIONS: The stakeholder emphasis on themes of uniqueness, adapt-
ability, and specificity within evaluation will help educators structure a compre-
hensive framework for national recommendations for the sub-I curriculum. A 
well-designed family medicine sub-I may provide rigorous educational training 
for students and may also encourage career commitment to the discipline. 
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unique aspects of family medicine. 
A national curriculum for the fam-
ily medicine sub-I would enable the 
specialty to achieve parity with and 
rigor equivalent to other disciplines 
while also ensuring resources compa-
rable to those available for the core 
clerkship experience. 

In 2019, STFM convened a task 
force to develop national curricu-
lar recommendations for the family 
medicine sub-I. Task force members 
included a broad constituency, with 
representation of student and resi-
dent learners as well as undergrad-
uate (UME) and graduate medical 
education (GME) faculty. Represent-
ing the first publication on this issue, 
the task force’s 2019 CERA survey 
of family medicine clerkship direc-
tors found that 84% of responding 
schools required a sub-I in any dis-
cipline—including but not limited to 
family medicine. Furthermore, 58% 
of clerkship directors felt that na-
tional guidance and standards for 
the family medicine sub-I would 
be helpful.7 While the CERA study 
provided useful background infor-
mation, it was limited only to an 
assessment of clerkship directors’ 
attitudes and constrained by its 
10-item, closed-ended item survey 

format. Thus, the task force planned 
and conducted a set of focus groups 
consisting of UME and GME educa-
tors, residents, and students at the 
2020 STFM Conference on Medical 
Student Education. The resulting 
qualitative analysis, presented here, 
allowed for a more in-depth under-
standing of this broad set of stake-
holders’ attitudes and preferences 
regarding a national family medicine 
sub-I curriculum.  

Methods
Setting and Participants
Authors conducted semistructured 
focus groups with medical students, 
residents, GME faculty, and UME 
faculty at the 2020 STFM Confer-
ence on Medical Student Education. 
The Family Medicine Sub-I Task 
Force invited participants to the fo-
cus groups through an email post-
ed to the STFM MSE Collaborative 
listserv. One focus group was con-
ducted over a breakfast session and 
included students, UME and GME 
educators. The remaining three fo-
cus group included a group each of 
students, UME educators, and GME 
educators. All focus groups were 60 
minutes long. Participation was vol-
untary, and no compensation was 

provided. All participants gave ver-
bal informed consent prior to start-
ing the focus group. The Human 
Subjects Division at the University 
of Washington reviewed this study 
and determined it exempt (IRB ID: 
STUDY00009181). 

Data Collection
Two task force members facilitat-
ed each focus group: one faculty 
member and one student, to mini-
mize bias. Facilitator pairs and par-
ticipants were combined to ensure 
that there was no preexisting rela-
tionship. For preparation, facilita-
tors used a guide with facilitator 
tips and standard questions (Table 
1) developed by consensus. Questions 
explored the benefits and character-
istics of existing and ideal family 
medicine sub-Is, recommendations 
for core goals and objectives in a 
standardized national curriculum, 
likelihood of using a standardized 
national sub-I curriculum, and pre-
ferred evaluation methods of both 
students and the sub-I curriculum.

Data Analysis
A commercial transcription ser-
vice transcribed the individually-
recorded focus group sessions. Each 

Table 1: Focus Group Questions From the 2020 STFM Medical Education Conference

1.  What are the benefits of a family medicine (FM) subinternship (sub-I)?
•	 For students? For med schools? Departments? Residency programs? The specialty of family medicine? Other 

stakeholders? 

2.  How is an FM sub-I unique from other specialty sub-Is? 
•	 Share a story about what symbolizes or encapsulates a good FM sub-I experience. 
•	 What makes a FM sub-I a FM sub-I? 
•	 What should be part of every FM sub-I?
•	 What, if missing, would change a FM sub-I from being specifically family medicine? 

3.  What needs does a FM sub-I fulfill from your standpoint? (as a student, UME/GME faculty, other?) 

4.  How do you think a FM sub-I impacts career decisions for students? 
•	 Tell me about the tensions between:
•	 The Sub-I is intended to prepare a student to be ready to function as a fully competent intern.
•	 The Sub-I is intended as an audition: so the student is ranked higher as an applicant to the residency program 

hosting the Sub-I, and so the residency program is ranked higher by the student.

5.  What are your thoughts on creation of a national standardized curriculum for FM sub-I?

6.  How should students be evaluated on a sub-I? (Show them the Entrustable Professional Activities [EPA] list)
•	 What are your thoughts on using these for evaluation? 
•	 What is missing from this list that a FM-bound student should have?  

7.  What skills or clinical experiences should be included in an FM sub-I?

8.  We have discussed about FM sub-Is. Are there any comments or thoughts that we have missed? 
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focus group facilitator pair-reviewed 
transcripts to confirm accuracy. All 
members of the authorship team 
were assigned to each review one 
transcript, independently identify 
emerging themes, and count theme 
frequency. One author (M.D.) used 
a content analysis approach8 to cre-
ate an initial codebook based on the 
consistency of themes across groups. 
An authorship subgroup (M.D., T.S., 
D.B.) met via Zoom three times to 
revise the coding scheme and final-
ize four main themes, which were 
broken down into subthemes. Tran-
scripts were reread independently to 
compare codes on an ongoing basis, 
add new codes where necessary, and 
discuss codes until there was uni-
versal consensus. All data manage-
ment, coding, and analysis was done 
manually. 

Results
Participant Characteristics 
There were a total of 24 participants 
in four focus groups: six GME edu-
cators in the GME group, five UME 
educators in the UME group, five 
students in the student group, and 
eight in the breakfast session with 
a variety of participants (one GME 
faculty, three UME faculty, two sub-
I administrative staff, two students). 

Perspectives on a Family  
Medicine Sub-I Among Multiple 
Stakeholder Groups
Four main themes emerged during 
the focus groups. Each theme iden-
tified core characteristics, benefits, 
and evaluation preferences of a fam-
ily medicine sub-I, which then would 
inform the content of a standardized 
national sub-I curriculum. Each of 
these themes had subthemes, with 

representative quotations support-
ing them (Table 2).

Theme 1: The Family Medicine 
sub-I Has Unique Character-
istics That Set It Apart From 
Other Clerkships and Subin-
ternships. Many of the focus group 
participants identified that it is valu-
able for the family medicine sub-I to 
expose students to a broad patient 
population (ie, children, pregnant 
women, adults, older adults) while 
also teaching the diagnosis and 
management of a variety of prob-
lems and diagnoses. This is a key 
distinguishing feature of the fam-
ily medicine sub-I from other sub-
Is. The participants observed that 
their family medicine attendings on 
the sub-I placed an emphasis on so-
cial justice, the social determinants 
of health, and community medicine, 

Table 2: Quotations From Focus Group Participants Regarding the Four Themes and 
Subthemes Related to Family Medicine Subinternship Curricular Recommendations 

Themes Representative Quotations

Theme 1: The Family Medicine sub-I has unique characteristics that set it apart from other clerkships and sub-Is.

Subthemes:
1. Broad patient 
population (pediatrics, 
OB, adult), 
management of variety 
of problems/diagnoses

“I had a student tell me…’You guys just don’t refer as much.’ She goes, ‘Internal medicine if 
somebody has chest pain, they go to cardiology. If they’ve abdominal pain, they go into surgery 
or GI.’ She goes, ‘You guys don’t do that.’ It was really eye-opening to her.” -Medical school 
faculty

“So what’s the difference between a family medicine sub-I and an internal medicine sub-I? I 
think it is critical to say that we should provide exposure to the sub-I to the full scope of family 
medicine.” – Residency faculty

2. Focus on social 
justice, social 
determinants of health 
and community health

“I think also what I hear a lot from people who are interested in family medicine is the 
community and the mission focus. I think that’s one of the things that I’ve noticed residencies 
really highlight is these are the things that they’re doing that set them apart from other 
residencies, and that’s what’s going to draw me to that program. One of the sub-Is I did had me 
spend a day in their rural outreach clinic, and spend a day going through their pediatric youth 
detention centers. Seeing the under-served populations that they’re trying to reach out to, really 
set it apart from some of the other sub-Is.” -Student

3. Continuity of care 
and longitudinal 
relationships/family-
centered

“I just wanted the longitudinal [component]… I wanted to find out what happened to [patients] 
when they got discharged or the physician would do seven on, seven off and then on the 
seventh day I was like, ‘But you have 12 patients here that you have no idea what’s going to 
happen to them.’ That bothered me. The continuity of care was a major piece.” -Student

4. FM culture and 
personality 

“What the students see is a different style of management [from IM]. That’s the big difference. 
So they see the same patients and what they say is, the quality of management is the same, 
the style of management is different. Internal medicine does their migratory group rounds, 
and it’s very lockstep, very formal. Family medicine is much more informal. It would be kind 
of asynchronous. Like the faculty member may see one with the student, and they’ll break off 
and do something else, and they’ll pair up with someone else and do it. So it’s not just lockstep, 
point to point. It’s much more informal, let’s get the work done, let’s collaborate, let’s all team 
up, rather than everything has to go as pods around and be this formal. So that’s the biggest 
difference.  The students tend to really like that informality and the focus on, let’s do whatever 
it takes to get it done and let’s just be comfortable with each other’s preferences. So it’s a flavor 
rather than a substance.”
 -Medical school Faculty

(Continued on next page)
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Theme 2: There are unique benefits of a family medicine sub-I from a student and residency program perspective. 

Student Perspective

Subthemes:
1. Solidify/affirm 
interest in FM

“The importance of doing a family medicine sub-I and doing it early is just to double-check 
yourself on, like, ‘I feel this, I think this is true, and this is what I want to do with my life.’ I’ll 
get the most insider look into what an internship is going to be like and what your life is going 
to be like for the next three years and then beyond that.” 
-Student 

2. Evaluate the fit of 
the program

“I did rural and urban sub-Is just to see. That was impactful for me because then I definitely 
applied to way more rural programs because I discovered that I enjoyed that type of training 
better.” 
-Student 

3. Increase autonomy 
and responsibility, 
and learning skills, 
limitations and when 
to ask for help

“My sub-I was totally outpatient because we had such an extensive inpatient experience 
throughout all third-year, that if you picked the family medicine sub-I, it was all outpatient. But 
what I got was tons of responsibility. That let me bond and understand what family physicians 
do and feel more confident.” -Student

“I think it also gives students an opportunity to have a sense of increased autonomy, hopefully 
and see like what is it actually like to do this. Because I think there’s a big difference between 
what they see on third year and their level of responsibility…when they’re the ones trying to 
make the decisions. That feels different to a learner I think.” – Student
 “One of my sub-Is, I had my own schedule with my own patients, which was really nice to just 
take on that next level of ownership of, ‘These are my patients, I have to stay on time and get 
all of my things done.’” -Student 

4. Strengthen 
residency application 
to residency

“One thing I’m hoping to get on my sub-I is a foot in the door in that residency.”
 -Student

5. Build network for 
career development

“I think part of that too is meeting mentors and seeing one, the career trajectory, but two, 
people who actually encourage you. Writing letters, meeting mentors, and then you get 
connected to projects, to conferences, to other People with similar interests. That’s huge I think 
is a big part of the whole process of career development.” -Student

6. Decide future scope 
of practice by seeing 
multiple aspects of FM

“I think it also was helpful to get exposed to different attendings who had different niches 
within their program, and within their own career, and get exposed to different ways family 
medicine could go. That informed how I want to choose programs. Once I realized that I’m more 
interested in doing OB, and that I like a certain attending career, I think, ‘Well how did they get 
there, and how can I get there?’” –Student

Residency Program Perspective

Subthemes:
1. Exposure to 
students to promote/
advertise their 
program

“This past year we had the opportunity to have a student from a school that doesn’t have a 
family medicine department, so this was the only exposure to what comprehends a full scope 
family medicine, what that looks like and so that was able to take that back to his home 
institution and invite more… I think that’s big to spread the gospel that that’s family medicine.” 
–Residency faculty

2. Evaluate students 
for fit  

“…knowing whether or not an applicant, she’s a good fit for our program” 
–Residency faculty

3. Evaluate students’ 
progression from 
observer to intern and 
across settings (ie, 
inpatient, outpatient, 
labor and delivery, etc)

“From an education side, I think there is a gap between when you get in your third year and 
the expectations on July first. I think that in developmental stage there does need to be this 
place where you are closely supervised but still have a lot more autonomy than you would as a 
third-year student. Because in a lot of places it’s not then if you’re halfway smart, particularly 
if you know how to play your faculty residents, you don’t really have to make any decisions. You 
can say facts but never really put your knuckle down. People are actually getting pretty good at 
that after so many years of education.” -Residency faculty

Theme 3: The family medicine sub I should follow a standardized curriculum, but adaptability and flexibility are important.

Subthemes:
1. Common language 
and expectations while 
allowing for individual 
program flexibility

“I think it may be helpful in creating a common language and helping students know what 
to expect as long as it is a framework that allows for this individual variance across different 
programs.” -Residency faculty
“One of my big concerns with creating a standardized curriculum is that it will be too rigid for 
each program. Even just doing three or four sub-Is, we’ve all experienced how different they 
are, and how they have different things that they include, and maybe they can’t do OB. That’s a 
really great way to make it flexible for all those programs.” -Student

Table 2: Continued

(Continued on next page)
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2. Different clinical 
settings—outpatient 
and inpatient, labor 
and delivery, newborn 
nursery, etc

“I think well, for me, it has to include pediatric care and Ob-Gyn, otherwise it’s internal 
medicine in my case, that’s how I see it. Because when we have the students come to us and 
they say, ‘Oh, are we going to do a pap smear?’ ‘Yes, we’re going to do a pap smear.’ It’s like, ‘Oh, 
okay, yes, this is family medicine. We do women’s health. We do pediatric care.’ I think those two 
elements are essential in a sub-internship experience in my opinion.” -Residency faculty

3. FM educational 
topics geared toward 
program strengths 
(inpatient, OB, 
pediatrics, procedures, 
practice management, 
social determinants)

“If you give them resources so that they can teach hands-on in the clinic, whether that be in 
a four week curriculum, you have a tentative schedule where there’s one day you talk about 
blood pressure management. I really see residents especially trying to learn with the educators, 
and giving them tools so they don’t have to be creative on the fly. Then the rotation is more 
comprehensive. It doesn’t just depend on who I work with, someone who teaches well this 
afternoon, but this morning I worked with somebody who it’s not their forte, or something that 
feels comfortable. I see that being a way to teach in the clinic more comprehensively, and then 
giving people the ability to fill the gaps with modules or some resource. I think that’d be really 
useful.” -Student

4. Opportunities for 
different tracks based 
on student interest 
and capacity

“I feel like—and we kind of talked about tracks—that we might not have one perfect family 
medicine experience. I think what you just said is the principle or the value of family medicine 
sub-I that the context of the how and the structure is what you’re talking about. I feel like you 
could have different tracks. We could have track A, which is the ideal, you’re doing everything, 
the pluripotent family medicine, stem cell sub-I. But then we could have these other versions of 
it just like they do with the third-year National Clerkship Curriculum and you could take what 
you can.” -Focus group participant

5. Competencies that 
students should be 
able to fulfill through 
the sub-I capacity

“So if we’re looking at some internships where these students are supposed to be acting like 
interns, can we pull some of the information from that internship year evaluation? That’s the 
level that we’re being held to as a sub intern. Rather than we reinvent the wheel, we can go 
get those competencies and the things that an intern is expected to do and compare it with the 
sub-I.” -Student

6. Limitations 
to standardized 
curriculum include 
location, faculty 
number, number of 
learners, time, systems, 
diversity of experiences 

“Some people want to do full spectrum care and in rural Wyoming where they’re doing surgical 
obstetrics and stuff like that, or they want to work in the inner city and only do Suboxone 
therapy, or only do LGBTQ+ transition stuff. It’s so hard to capture that in one four week 
period.” -Student

Theme 4: The Family Medicine sub-I evaluation should include components specific to the experience.

Subthemes:
1.  Skills such as 
order entry, calling 
consults, note writing, 
admissions, transitions 
of care

“I don’t like computers, so being able to navigate the system, and to submit those orders, and 
how to go through the admission process, and the discharge process on the computer, I think 
fourth year sub-Is are where you learn how to do that.”
 -Student
“We do like that idea of a just-in-time evaluation. That’s an activity that’s real life. Like if 
they’re acting as interns, they should be giving oral presentations, or writing orders.” -Student

2. Use of EPAs to 
evaluate specific skill 
sets (higher level skills, 
preventive care) 

“I think you could do something really cool with [what you’re saying about a] RIME and the 
EPAs. You could put together a pilot of and ask people across the country, where do you think 
sub-Is should be? Because in my mind, sub-Is are really- they should be able to do the problem 
with the interpreter part and they should be able to start managing a real thing. Especially, for 
simple cases.” –Medical school faculty

3. Direct observation 
and summative and 
formative feedback 

“You have instant feedback. That goes into your final eval and the numbers work out for 
grading and stuff like that. But the culture at our institution is that written evals get done 
in real-time and given back to the students and the student uploads them for their grade.” 
-Student

4. Student evaluation 
of the sub-I

“I feel like having the students evaluate the sub-Is, as you were saying before, because the 
schools have to hold the sites accountable for like if they get a form that says this is what 
you need to do as a sub-I for family medicine, and they’re like, ‘Yes, sure. We’ll do that.’ And 
then they’re having to students shadow, somebody needs to block students from knowing that. 
Because we don’t know ahead of time, and then we show up and we’re like, ‘Oh, my gosh, I 
am wasting a month of my life here at this site shadowing.’ Especially after such a holistic 
experience, going into that makes that so depressing.” -Student

Table 2: Continued
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which was distinctive from their ex-
periences on non-family medicine ro-
tations. Participants also witnessed 
the continuity of care and family-
centered longitudinal relationships 
through the provider-patient rela-
tionships of attendings and resi-
dents, while on the family medicine 
sub-I. Additionally, focus group mem-
bers remarked on the culture and 
personality of family physicians who 
teach on the sub-I, which contribut-
ed to the distinctive experience. By 
exposing students on the FM sub-I 
to the specialty’s unique characteris-
tics, this could help not only solidify 
their career choices but also build 
the skills and knowledge that they 
would need to be future family phy-
sicians. From a curriculum develop-
ment standpoint, it is important to 
ensure that these unique character-
istics are represented in a national 
FM sub-I curriculum.

Theme 2: There Are Unique Ben-
efits of a Family Medicine Sub-I 
From a Student and Residen-
cy Program Perspective. From 
a student standpoint, completion of 
a family medicine sub-I affirmed a 
student’s interest in the specialty 
and helped to evaluate the poten-
tial fit of a residency program. Par-
ticipants described this rotation as 
a critical opportunity for students 
to gain autonomy and responsibil-
ity, learn their skills’ limitations, and 
identify when to ask for help. A fam-
ily medicine sub-I helped students 
with their residency application, pro-
vided an opportunity for a letter of 
recommendation, and helped them 
to build a network for career devel-
opment. Students also felt that the 
family medicine sub-I helped them 
to explore future scope of practice by 
seeing multiple aspects of the field, 
such as inpatient, outpatient, pediat-
rics, women’s health/obstetrics, pro-
cedures, sports medicine, etc. This 
broad exposure set the family medi-
cine sub-I apart from sub-Is in other 
disciplines.

From a residency program per-
spective, a sub-I promoted and ad-
vertised the residency program and 

gave the program an opportunity to 
evaluate future applicants for fit. 
Residency faculty participants de-
scribed the importance of the sub-
I in allowing for the evaluation of 
students’ progression from observer 
to intern across a variety of settings 
(ie, inpatient, outpatient, labor and 
delivery, newborn nursery). A stan-
dardized curriculum would provide 
a framework for skill development 
and assessment of the sub-I learners 
as they progress during the rotation 
and across these multiple settings.

Theme 3: The Family Medicine 
Sub-I Should Follow a Standard-
ized Curriculum, but Adaptabili-
ty and Flexibility are Important. 
The majority of the focus group par-
ticipants felt that the family med-
icine sub-I curriculum should not 
only foster common, specialty-spe-
cific language and expectations but 
also allow for individual program 
flexibility. While the sub-I should 
expose students to as many dif-
ferent clinical settings as possible, 
the educational focus of the family 
medicine sub-I should draw upon a 
program’s strengths, including in-
patient, obstetrics, pediatrics, pro-
cedures, practice management, or 
community health. A couple of par-
ticipants suggested that the sub-I 
curriculum could provide different 
tracks based on the strengths and 
capacity of the program, as well as 
student interest. 

While there should be a stan-
dardized set of competencies that 
students can demonstrate after com-
pletion of a family medicine sub-I, 
participants recognized that the 
ability to teach these competencies 
may be influenced by the specifics 
of program location/region, number 
of faculty and learners, time, health 
system characteristics, resources, 
and/or diversity of clinical experi-
ences. A few participants suggested 
that educational modules may as-
sist students in supplementing their 
learning with topics that they did 
not have direct clinical exposure to 
during the sub-I.

Theme 4: The Family Medicine 
Sub-I Assessment Should In-
clude Components Specific to 
the Experience. Participants ex-
pressed that the family medicine 
sub-I assessment of students should 
include tasks such as order entry, 
calling consults, patient documenta-
tion, admissions, transitions of care, 
and discharge planning. These core 
skills should be evaluated for an in-
dividual sub-I learner, and this eval-
uation should be included as part of 
a standardized FM sub-I curriculum. 
Furthermore, the AAMC’s Entrust-
able Professional Activities (EPAs)9 
could be used to evaluate specific 
higher-level skill sets by facilitating 
direct observation and for providing 
summative and formative feedback. 
Focus group members also recom-
mended that the standardized sub-I 
curriculum include a programmatic 
evaluation, which would be complet-
ed by students at its conclusion and 
provide questions specifically related 
to experiences necessary to achieve 
the course’s core competencies. This 
evaluation of the family medicine 
sub-I would help the task force to 
refine and revise the content and 
structure of a national family medi-
cine sub-I curriculum in the future.

Discussion
The identified themes from the fo-
cus groups convened at the 2020 
STFM Conference on Medical Stu-
dent Education provided robust in-
formation regarding defining and 
essential characteristics of the fam-
ily medicine sub-I, as well as sug-
gestions for a national curriculum. A 
national family medicine sub-I cur-
riculum would embrace the field’s 
unique characteristics and princi-
ples, allowing students not only to 
reaffirm their interest in the spe-
cialty but also imagine their ideal, 
future scope of care. In a previous 
study,7 higher match rates in family 
medicine were positively associated 
with a sub-I requirement and with 
having a family medicine sub-I at a 
residency site. This association ar-
gues for the importance of having a 
family medicine sub-I, particularly 
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at a residency site, to help reach the 
American Academy of Family Physi-
cians’ goal of 25% of medical school 
seniors selecting family medicine as 
their specialty by 2030.10 

Previous studies identified the 
skills of time management and pri-
oritization, effective communication, 
and knowing when to ask for help as 
the most important on a sub-I; each 
of these is highlighted as a key focus 
of the pediatrics and internal med-
icine national sub-I curricula.2,3,6,11 

While our focus group participants 
agreed that recognizing limitations 
and when to ask for assistance are 
important skills, they emphasized 
that the principle of student auton-
omy should be reflected in a stan-
dardized sub-I curriculum. It is 
essential that students take owner-
ship of patient care responsibilities 
so that they can build the clinical 
and communication skills necessary 
for patient management. If a sub-
I is considered one of the best pre-
paratory courses for internship,2,5,6 
then students need to practice the 
skills of prioritization, organization, 
and communication independently 
in a safe and supportive environ-
ment. A sub-I is the ideal rotation 
to give the student the independence 
to place orders and write prescrip-
tions, write notes/discharge summa-
ries, talk with and educate patients, 
communicate with consultants, and 
discuss care with the interprofession-
al team, while still under the direct 
supervision of residents and attend-
ings. A standardized sub-I curricu-
lum should include these core skills 
for residency preparation as well as 
place an emphasis on autonomy.

Similarly to the internal medicine 
and pediatrics curricula, a nation-
al family medicine sub-I curriculum 
should incorporate direct assessment 
of these higher-order sub-I skills.2,3 
Our study participants support-
ed direct observation as integral to 
student feedback, which has been 
shown in prior studies to allow for 
identification of educational defi-
ciencies.12,13 Focus group participants 
also felt that the Entrustable Profes-
sional Activities (EPAs)9 may provide 

a framework for these higher-order 
sub-I skills assessments, which are 
also incorporated into the internal 
medicine sub-I curricula.2 A national 
family medicine subinternship cur-
riculum will present a useable as-
sessment framework and rubrics for 
the individual learner and the sub-I 
course, based on the EPAs, that can 
be adapted to a variety of patient 
care settings.

A standardized national sub-I cur-
riculum with resources would benefit 
medical schools by providing an ex-
isting framework for a core curric-
ulum designed to prepare students 
for residency; this core curriculum 
could also help residency programs 
more accurately assess their interns’ 
baseline competency. A national 
family medicine sub-I curriculum 
should include broad course objec-
tives and experiences, which are 
focused on the core principles and 
skills of family medicine and may 
be easily adapted based on specif-
ic program resources. As such, the 
sub-I curriculum must highlight that 
the course should be taught by fam-
ily physicians who embrace the core 
principles of the specialty, including 
social justice, the social determinants 
of health, and longitudinal and con-
tinuity of care. While all family med-
icine sub-Is should be built on the 
core principles central to the STFM 
National Clerkship Curriculum, our 
study supports the idea that a na-
tional curriculum should allow for 
flexibility in the specifics of its clin-
ical structure and focus, as family 
medicine is practiced very differ-
ently across the country. Ideally, the 
sub-I should include exposure to at 
least two different clinical settings, 
such as outpatient clinics, inpatient 
wards, labor and delivery, and new-
born nursery, whenever possible. 
However, these opportunities may 
be limited depending on the specific 
program. Therefore, interactive mod-
ules or cases may be used to fill any 
educational gaps. 

There are several limitations to 
this study. First, as the analysis was 
conducted at a family medicine con-
ference, focus group participants 

were more likely to be highly moti-
vated educators and students likely 
to pursue family medicine. Selection 
bias may have influenced our results 
and could limit the generalizability 
of our findings. Additionally, while 
the identified themes provide a con-
text and general framework for the 
specific competencies, learning objec-
tives and assessment tools were not 
reviewed. While we discussed the im-
portance for consistency between fo-
cus group leads, slight differences in 
interviewing styles may have influ-
enced participants’ responses. Also, 
since medical educators could be 
difficult to identify, our recruitment 
through known communities of edu-
cators at each institution may have 
affected our sample of participants, 
thus resulting in sampling bias.

In conclusion, our findings re-
vealed helpful recommendations for 
the development of a national family 
medicine subinternship curriculum. 
From the viewpoint of important 
stakeholders, these results aim to 
create a comprehensive framework 
for a standardized curriculum. The 
establishment of a family medicine 
sub-I curriculum is an opportunity to 
provide rigorous educational train-
ing for students, and at the same 
time, may support and encourage 
the growth of family medicine as a 
specialty. 
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