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ABSTRACT
Background and Objectives: Residency programs are expected to meet many
requirements in training their residents, including providing adequate numbers
of pediatric visits and procedures opportunities. In the residency program studied
here, these numbers were inadequate, despite the efforts of faculty members
over the years. A self-designated faculty champion (with traits including vision,
persuasiveness, proactivity, and tenacity) launched a series of clinical initiatives to
combat these problems.

Methods: The number of pediatric visits in the Family Medical Center (FMC)
were tracked and compared from 2012, prior to the intervention led by the faculty
champion, through 2023. The number of procedures performed in the FMC were
tracked and compared from 2015, when the procedures-only clinic was launched by
the faculty champion, through 2023.

Results: The number of pediatric visits in the FMC in 2012–2013was a total of 12. By
2022–2023, that number had grown to 1,454. The number of procedures in the FMC
was four in 2015–2016, but by 2022–2023had grown to 470. The improvednumbers
support competency-based medical education,with increased faculty observation,
teaching, and evaluation. For procedures training, the improved numbers support
facultymembers in using the Procedural Competency Assessment Tools to evaluate
resident performance.

Conclusions: A faculty championwho is interested, self-motivated, persistent, and
focused on leading the project from beginning to end can bring about significant
improvements in a residency program, despite the program’s track record of
difficulty in making such improvements.

INTRODUCTION
Finding the means to initiate improvements in a residency
program can be daunting. Often the problem is not recognizing
the need, but rather identifying strategies to execute improve-
ments despite barriers 1 and finding a champion who possesses
the skills to lead efforts in solving such problems.

The efficacy of a champion leading curricular improve-
ments in family medicine residency programs has been estab-
lished in several studies. This includes curricula inwellness and
quality improvement, which have been championed by faculty
and even residents.2,3 Programs with an oral health champion
were more likely to provide training that resulted in residents
beingwell prepared for board questions onoral health.4Having
a faculty champion to lead a community medicine curriculum
was found to be essential,5 and the lack of a champion was
identified as a top barrier to launching trauma-informed care
training in family medicine.6

Such champions, who are often found leading quality
improvement strategies, tend to show enthusiasm, intrinsic
motivation, and commitment to bring about change. They
possess qualities including excellent communications skills,
influence, grit, persuasiveness, ownership of change efforts,
proactivity, empathy, ability to inspire and motivate, vision,
perseverance, and the drive to bring about change. They often
choose to become a champion, as opposed to being appointed,
and they often flourish when they focus on areas of specific
personal interest.7 One study divided change champions into
two categories: those who champion a project, and those
who lead organizational changes. In both situations, change
champions were determined to be critical to success. 1,8–14

The purpose of this study was to analyze the methods,
processes, and outcomes of a faculty champion in increasing
the numbers of pediatric visits and procedures performed in a
family medicine residency program. These two areas were the
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focus because the program had a history of struggling to meet
AccreditationCouncil forGraduateMedical Education (ACGME)
requirements in both cases.

METHODS
IRB Statement
The University of Arkansas for Medical Sciences (UAMS) Insti-
tutional Review Board determined that this project is not
human subject research and does not fall under the jurisdiction
of the IRB review process (IRB# 274344).

Pediatrics
Prior to 2012, the number of pediatric visits in the Family
Medical Center (FMC) on the UAMS Little Rock campus was
very small. In 2012, a self-identified faculty champion in the
residency program emerged, analyzed the problem to pinpoint
five areas most in need of change, and led all aspects of the
transformation.

▶ Fostering buy-in from faculty, residents, and staff. This
was a complex process that involved persuasiveness,
explanation that ACGME requirements must be met, and
assurance that training, equipment, and supplies would
be provided.

▶ Facilitating readiness through training and equipment pur-
chases. Didactics and workshops taught by pediatricians
were scheduled. Staff members went to the UAMS New-
born Nursery and to Arkansas Children’s Hospital for
training, especially on infants. Supplies (eg, play equip-
ment, medical supplies, an infant scale, a measuring
board, stickers, toys, books, and pediatrics lab supplies)
were purchased, and vaccines were made available. The
faculty champion relied on strong communication skills
and the ability to motivate staff members to be willing to
learn and take on new tasks.

▶ Building a schedule to support dedicated pediatric slots. At
first, resident scheduling templates were redesigned to
allowfordedicatedpediatrics slotsduringwhichnoadults
could be scheduled. The faculty champion negotiated this
process and later facilitated the addition of a pediatrics
resource template, allowing for the scheduling of pedi-
atrics patients with no limit on the number of slots.

▶ Recruiting pediatric patients from Arkansas Children’s Hos-
pital and the UAMS Newborn Nursery. This effort included
tenacious negotiating with their leadership, marketing
the FMC services, and making the waiting area and clinic
roomsmore welcoming to children and families.

▶ Budget. The necessary funds were provided by the resi-
dency program, the FMC, and the department in response
to the champion’s vision, justifications, and advocacy.

Procedures
Prior to 2016, the opportunity for residents in the UAMS Little
Rock family medicine residency program to perform proce-
dures was limited. The faculty champion began by increasing
his own procedural proficiency through workshops on ultra-
sound, joint injections, and other procedures. From there,

the champion asked the faculty for referrals and requested
a scheduling template and dedicated clinical space. At first,
the procedures clinic was staffed by the faculty champion
and one resident. That grew to two residents and students as
well. Additional faculty members were trained and eventually
became champions of the process. As the number of procedures
increased, faculty members were able to incorporate the Pro-
cedural Competency Assessment Tools, 15 as recommended by
the Council of Academic Family Medicine (CAFM) to evaluate
resident performance in procedural skills.

The cost of some training was covered by faculty enhance-
ment funds that already existed. The remainder was covered by
the department chair on the premise that increased procedures
would lead to additional clinical income.

RESULTS
Pediatrics
After years of stagnation, the numbers of pediatric patients in
the FMC rose to levels that seemed impossible. Figure 1 shows
the increase in pediatric visits since 2012.

Some growing pains were associated with the process. The
faculty champion addressed issues and dealt with unforeseen
difficulties, such as the COVID-19 pandemic that affected
patient numbers across the board.

Procedures
When the procedures clinic launched in 2015–2016, the total
number of procedure visits in the FMC was four. The number
now is typically in the hundreds, as shown in Figure 2.
The breadth of procedures also has grown and now includes
approximately 10dermatological procedures, 15musculoskele-
tal procedures, and 10 women’s health procedures.

DISCUSSION
After years of futile efforts, one interested, enthusiastic, and
self-identified faculty champion8,9 with proper support and
resources was able to build the framework to improve the
numbers of pediatric visits and procedures. The improved
numbers, while not necessarily a stand-alone indication of
curriculum improvement, support competency-based medical
education as required by ACGME 16 with the enhanced resident
experience resulting inmore faculty observation, teaching, and
evaluation. For procedures training, the improved numbers
support faculty members in using the Procedural Competency
Assessment Tools 15 as recommended by CAFM to evaluate
resident performance in procedural skills. Prior to the signif-
icant increases in pediatrics and procedures numbers, such
robust evaluation and curriculum development would have
been almost impossible.

Budgetary needs were small for this project, given that the
improvements were implemented over a period of years and
that some training was covered by faculty enhancement funds.
Other program curriculawere improvedwhen facultymembers
and residents began championing their own interests in diverse
areas, including research, wellness, lifestyle medicine, opioid
stewardship, and community outreach. Champion character-
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FIGURE 1. Number of Pediatric Visits in the FMC, 2012–2023

FIGURE 2. Number of Procedures Performed in the FMC, 2015–2023

istics such as taking ownership, persisting, and maintaining
self-motivation have been keys to success.8–14

Limitations of this study included the small size of the
residency program and the generalizability of results, because
faculty motivation and barriers can vary from program to pro-
gram. Though this study focused on pediatrics and procedures,
the usefulness of a champion can be applied to any curricular or
other program challenges.

Next steps include analyzing the identification of champi-
onsanddeterminingwhether appointed champions functionas
well as those who volunteer. Another consideration is deter-
mining what faculty development strategies might encourage
faculty members to become champions and whether similar
strategies are workable for residents and other staffmembers.

A self-motivated, energetic, and proactive champion with
drive and tenacity can conquer problems that have stymied
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less persistent leaders in residency training. One champion
also can inspire others to step forward as champions to lead
improvements where needed.

Presentations
An earlier version of the topic was presented as a poster at
the American Academy of Family Physicians Family Medicine
Experience Conference in October 2021 (virtual conference).
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