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Advocacy is an essential do-
main of professionalism as 
defined by numerous physi-

cian standards.1-3 The Accreditation 
Council for Graduate Medical Edu-
cation (ACGME) Common Program 
Requirements for all specialties in-
clude advocating for patients, and 

other specialties, including family 
medicine further emphasize health 
advocacy in their milestones for sys-
tems-based practice and profession-
alism.2,4 However, there is no defined 
national health advocacy framework 
within graduate medical education 
in the United States. Furthermore, 

despite consensus of the impor-
tance of advocacy and policy training 
among regulatory bodies, published 
literature discussing the successful 
implementation of curricula remains 
scant.5 The number of graduate med-
ical education programs that address 
advocacy training is unknown, as are 
the barriers residencies face in es-
tablishing these curricula.

Health advocacy is commonly de-
fined as 

purposeful actions to address deter-
minants of health which negatively 
impact individuals or communities 
by either informing those who can 
enact change or by initiating, mo-
bilizing, and organizing activities 
to make change happen, with or on 
behalf of the individuals or commu-
nities with whom health profession-
als work.6 

It is one piece of a toolkit that 
physicians can use to improve pa-
tient health.7 While there is limited 
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BACKGROUND AND OBJECTIVES: Health advocacy has been declared an 
essential physician skill in numerous professional physician charters. Howev-
er, there is limited literature on whether, and how, family medicine residencies 
teach this skill. Our aim was to determine the prevalence of a formal manda-
tory advocacy curriculum among US family medicine residencies, barriers to 
implementation, and what characteristics might predict its presence. 

METHODS: Questions about residency advocacy curricula, residency character-
istics, and program director (PD) attitudes toward family medicine and advocacy 
were included in the 2017 Council of Academic Family Medicine Educational 
Research Alliance (CERA) survey of family medicine residency PDs. We used 
univariate and bivariate statistics to describe residency characteristics, PD at-
titudes, the presence of a formal advocacy curriculum, and the relationship 
between these.  

RESULTS: Of 478 PDs, 261 (54.6%) responded to the survey and 236/261 
(90.4%) completed the full advocacy module. Just over one-third (37.7%, 
(89/236)) of residencies reported the presence of a mandatory formal advo-
cacy curriculum, of which 86.7% (78/89) focused on community advocacy. The 
most common barrier was curricular flexibility. Having an advocacy curriculum 
was positively associated with faculty experience and optimistic PD attitudes 
toward advocacy. 

CONCLUSIONS: In a national survey of family medicine PDs, only one-third 
of responding PDs reported a mandatory advocacy curriculum, most focusing 
on community advocacy. The largest barrier to implementation was curricular 
flexibility. More research is needed to explore the best strategies to implement 
these types of curricula and the long-term impacts of formal training. 
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data describing the effect of advocacy 
on individual health outcomes, phy-
sician advocacy has helped expose 
the harms of the Tuskegee syphilis 
study,8 increased understanding and 
testing for sickle cell disease,9 and 
uncovered lead in the water of Flint, 
Michigan.10 In the current environ-
ment of rapid health care changes 
and calls for increased social ac-
countability from medical education 
systems,11-14 we must focus on how to 
teach advocacy.7,12,14,15

Previous studies indicate that for 
physicians to advocate efficiently, 
quality structured advocacy train-
ing is important to support and de-
velop skills.12,14 Although developing 
a physician advocate requires longi-
tudinal training and practice,16 em-
phasizing the need for early career 
engagement, this role has also been 
identified as one of the most diffi-
cult to teach and to evaluate.17,18 We 
aimed to determine the prevalence 
of a formal mandatory advocacy 
curriculum among family medicine 
residencies and program directors’ 
perceived barriers to instituting such 
curricula. Secondarily, we aimed to 
determine which, if any, residency 
and program director (PD) character-
istics might predict the presence of 
an advocacy curriculum. We hypoth-
esized that few residency programs 
would have a mandatory advocacy 
curriculum, and that family medi-
cine PD characteristics and attitudes 
have a significant role to play in the 
presence of an advocacy curriculum. 

Methods
Study Design and Data  
Collection
We conducted a cross-sectional study 
of family medicine residencies. Advo-
cacy-related survey questions were 
included in the 2017 Council of Aca-
demic Family Medicine Educational 
Research Alliance (CERA) survey for 
program directors (PDs). The CERA 
committee tested questions prior to 
inclusion. The development of the 
omnibus survey and its methodol-
ogy have been described elsewhere.19 

An invitation to participate in the 
online CERA survey was emailed to 
all 499 ACGME-accredited US fam-
ily medicine residency PDs in Janu-
ary 2017. Five subsequent reminders 
were emailed through March 2017. 
Of the 499 PDs identified, 10 PDs 
had previously opted out of CERA 
surveys and 11 emails could not be 
delivered. The final sample size was 
478.

The American Academy of Fam-
ily Physicians Institutional Review 
Board approved the study. 

Measures 
The advocacy-specific module con-
sisted of 13 questions (See Appen-
dix at https://journals.stfm.org/
media/3012/appendix1-coutinho-
fammed2020.pdf), asking about the 
presence of a mandatory formal 
advocacy curriculum, barriers and 
motivations to implementation, res-
idency characteristics, and overall 
PD attitudes toward family medicine 
and advocacy. Advocacy was defined 
for participants using the definition 
in the introduction with an adden-
dum stating, “This includes work at 
the community, state, or federal lev-
el, including establishing strong, lon-
gitudinal community partnerships, 
influencing health policy, or creat-
ing new programs as examples.” The 
addendum was included to further 
describe the context for which phy-
sician advocacy is commonly per-
formed. All questions allowed one 
response per question, except for 
that identifying community, state, 
and/or federal level involvement.

Analysis
Univariate statistics described resi-
dency and PD characteristics as well 
as the presence of a formal advocacy 
curriculum and its type and dura-
tion. Bivariate statistics explained 
relationships between the presence 
of an advocacy curriculum with the 
aforementioned variables. χ2 tests 
assessed significance. A P value of 
<.05 defined statistical significance. 
We analyzed data with STATA 13.1 
(College Station, TX).

Results
Residency Characteristics 
The response rate for the CERA sur-
vey was 54.6% (261/478), of which 
90.4% (236/261) completed all ques-
tions of the advocacy module, creat-
ing an overall response rate of 49.4% 
(236/478). PD respondents (Table 1) 
were reflective of the expected struc-
ture and location of ACGME-accred-
ited residencies (not presented). 
The majority of residencies (64.4%, 
152/236) were community-based/uni-
versity-affiliated residencies. 

Advocacy Curricula  
Characteristics 
Of the 236 PDs who answered all 
questions of the advocacy module, 
89 (37.7%) reported a formal, man-
datory advocacy curriculum (Table 
2). Among residencies with advocacy 
curricula, fewer had federal advoca-
cy components (41.6%, 37/89) than 
compared to state (65.2%, 58/89) 
or community (87.6%, 78/89) com-
ponents. Curricula most often took 
place longitudinally over 2 years or 
more (83.1%, 74/89) with the major-
ity over 3 years (62.9%, 56/89). Of 
residencies without a formal advoca-
cy curriculum, 87.8% (129/147) were 
able to refer interested residents to 
optional elective opportunities. 

Health disparities, health equity, 
social determinants of health, and 
creating and maintaining commu-
nity partnerships were the most im-
portant topics for curricula. Other 
topics were creating and maintain-
ing community partnerships, change 
management, health policy, health 
economics, and community skills 
(in order of importance to PDs). 
There were no statistically signifi-
cant differences in the rankings of 
importance of these education topics 
between residencies with and with-
out an advocacy curriculum (data 
not shown). 

Barriers and Motivations
The most significant barrier cited 
was curricular flexibility (43.5%, 
100/236; Table 4) followed by fac-
ulty expertise (21.7%, 50/236). 
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Respondents without an advocacy 
curriculum were more likely to cite 
the need for more faculty expertise 
and curricular resources, compared 
to residencies with an already-estab-
lished curriculum, who cited finan-
cial restrictions (P<.001). Residencies 

were most motivated to include ad-
vocacy curricula to encourage grad-
uates to work with local, state, 
national or international officials or 
organizations (44.3%, 104/236) and 
produce more well-rounded physi-
cians (32.8%, 77/236). 

Mandatory Incorporated  
Advocacy Curricula Associations
Having a university affiliation, re-
gional geography, and a smaller 
percentage of international medical 
graduates were positively associated 
with having an advocacy curriculum 

Table 1: Selected Characteristics of Respondent Family Medicine Residency Programs 
and Program Directors Stratified by Presence of Advocacy Curriculum

Residency or Program Director Characteristic
All Residencies  

(n=236) 
n (%)

Residencies 
With Advocacy 

Curriculum  
(n=89) 
n (%)

Residencies 
Without Advocacy 

Curriculum 
(n=147) 

n (%)

P Value

Residency Program Characteristics

Residency Structure

    University-based 44 (18.6) 22 (24.7) 22 (15.0) .02

    Community-based, university affiliated 152 (64.4) 58 (65.2) 94 (64.0)

    Community-based, unaffiliated 30 (12.7) 9 (10.1) 21 (14.3)

    Military/other 10 (4.2) 0 (0.0) 10 (6.8)

    Any university affiliation 196 (83.1) 80 (89.9) 116 (78.9) .03

Residency Location/Regiona

    Northeast 39 (16.7) 15 (17.5) 24 (16.4) .009

    South Atlantic 34 (14.5) 11 (12.5) 23 (15.8)

    South 35 (15.0) 5 (5.7) 30 (20.6)

    Midwest 68 (29.1) 27 (30.7) 41 (28.1)

    West 58 (24.8) 30 (34.1) 28 (19.2)

Size of Community

    Less than 75,000 51 (21.7) 17 (19.3) 34 (23.1) .53

    75,000 to 149,999 44 (18.7) 15 (17.1) 29 (19.7)

    150,000 to 499,000 68 (28.9) 24 (27.3) 44 (30.0)

    More than 499,000 72 (30.6) 32 (36.4) 40 (27.2)

International Medical Graduates

    0%-24% 121 (52.1) 55 (62.5) 66 (45.8) .03

    25%-49% 43 (18.5) 12 (13.6) 31 (21.5)

    50%-74% 38 (16.4) 15 (17.0) 23 (16.0)

    75%-100% 30 (12.9) 6 (6.8) 24 (16.7)

Number of Residents in Residency

    <19 74 (31.4) 27 (30.3) 47 (32.0) .63

    19-31 119 (50.4) 43 (48.3) 76 (51.7)

    >31 43 (18.2) 19 (21.4) 24 (16.3)

Program Director Characteristics

Years as program director, mean (SD) 6.2 (5.6) 5.5 (4.7) 6.7 (6.1) .006

Male program director 135 (57.9) 41 (46.1) 94 (65.3) .004

a Northeast=New England (NH, MA, ME, VT, RI, or CT) and Middle Atlantic (NY, PA, or NJ); West=Pacific (WA, OR, CA, AK, or HI) and Mountain 
(MT, ID, WY, NV, UT, AZ, CO, or NM); Midwest=East North Central (WI, MI, OH, IN, or IL) and West North Central (ND, MN, SD, IA, NE, KS, or 
MO); South=West South Central (OK, AR, LA, or TX) and East South Central (KY, TN, MS, or AL); and South Atlantic=FL, GA, SC, NC, VA, DC, 
WV, DE, PR, or MD.
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(P<.05; Table 1). Size of community 
and total number of residents had 
no statistically significant correla-
tion with the presence of curricula. 
Residencies with a female PD, fac-
ulty with experience, or a newer PD 
were more likely to have an advoca-
cy curriculum (P<.005; Table 1 and 
Table 3).

Program Director Attitudes 
The majority of PDs (66.4%) be-
lieved that advocacy is a required 

Table 2: Structural Components of Responding Programs’ 
(n=89) Mandatory Advocacy Curriculum

Structural Components of Mandatory Advocacy Curriculum n (%)

Curricula includes federal advocacy 37 (41.6)

Curricula includes state advocacy 58 (65.2)

Curricula includes community advocacy 78 (87.6)

Longitudinal curriculum (PGY1 through PGY3) 56 (62.9)

Table 3: Selected Characteristics of Respondent Family Medicine Residencies 
Associated With the Presence of an Advocacy Curriculum 

Residency or Program Director Characteristic

All 
Residencies 

(n=236) 
n (%)

Residencies 
With Advocacy 

Curriculum  
(n=89) 
n (%)

Residencies 
Without 

Advocacy 
Curriculum 
(n=147) 

n (%)

P Value

Residency Program Characteristics

Mission to serve the underserveda 213 (91.8) 84 (95.5) 129 (89.6) .11

Faculty Practice Advocacy Outside of the Residency

    75%-100% 22 (9.4) 16 (18.0) 6 (4.1) .004

    50%-74% 41 (17.5) 18 (20.2) 23 (15.9)

    25%-49% 56 (23.9) 21 (23.6) 35 (24.1)

    0%-24% 81 (34.6) 25 (28.1) 56 (38.6)

    Don’t know 34 (14.5) 9 (10.1) 25 (17.2)

Program Director Characteristics

Importance of advocacy training and education 

    Not important at all/somewhat not important 16 (6.8) 1 (1.1) 15 (10.3) <.0001

    Neutral 34 (14.4) 1 (1.1) 33 (22.6)

    Somewhat important 96 (40.7) 35 (39.3) 60 (41.0)

    Very important 90 (38.1) 52 (58.4) 38 (26.0)

Advocacy is a required skill for primary care physicians

    Yes 156 (66.4) 80 (89.9) 76 (52.1) <.0001

    No 38 (16.2) 4 (4.5) 34 (23.3)

    Don’t know/unsure 41 (17.5) 5 (5.6) 36 (24.7)

Family physicians have the ability to positively impact their 
communities through advocacy.

    No or minimal ability to change policies 23 (9.8) 4 (4.5) 19 (13.1) .02

    Some ability to change policies 119 (50.6) 41 (46.1) 77 (53.1)

    The power to make significant changes to policies 93 (39.6) 44 (49.4) 49 (33.8)

    Hopeful about the future of family medicine

    Very hopeful 127 (53.8) 51 (57.3) 76 (52.1) .74

    Somewhat hopeful 85 (36.0) 30 (33.7) 55 (37.7)

    Unsure/Not hopeful/distressed 24 (10.2) 8 (9.0) 15 (10.3)

a Rural, urban underserved, or global health
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skill for a primary care physician 
(Table 3). Residencies were more 
likely to have an advocacy curricu-
lum if the PD had favorable advoca-
cy attitudes: rating the importance 
of advocacy training and education 
higher (P<.001), demonstrating belief 
that advocacy was a required skill 
for primary care physicians (P<.001), 
or advocacy could have a positive ef-
fect (P<.05). Mission to serve the un-
derserved and PD hopefulness about 
the future of family medicine were 
not associated with an advocacy cur-
riculum. 

Discussion
This national survey of family med-
icine PDs shows that the major-
ity of PDs believe advocacy is an 
important skill for a primary care 
physician, yet just over one-third of 
respondents have a formal, mandato-
ry advocacy curriculum. To the best 
of our knowledge, this is the first pa-
per to describe the prevalence of an 
advocacy curriculum within a grad-
uate medical education specialty. 
Although we expected residencies 
with an underserved mission would 
be more likely to have advocacy 

curricula, this was not the case. The 
uncertainty of the future of health 
care has driven an increase in physi-
cians acting as advocates, many per-
haps for the first time.20 Structured, 
quality advocacy education will be 
important to prepare physicians to 
engage with communities and pol-
icy makers.

While the majority of PDs agreed 
advocacy was an important skill for 
physicians, this did not consistent-
ly correlate with presence of a cur-
riculum. Our findings echo previous 
surveys in which the majority of 
physicians indicated advocacy was 
important, but few actually prac-
ticed it.18,21 This lack of engagement 
is likely related to numerous factors, 
including lack of understanding of 
the political process and how to be-
come involved, the underemphasis 
compared to other components of 
clinical medicine or research, and 
time management habits.22 If pro-
fessional organizations and creden-
tialing bodies believe advocacy is a 
component of professional physician 
practice, it is important to create 
structured, formalized time within 

residency for the training of these 
skills. 

The most commonly cited bar-
rier of curricular flexibility is sim-
ilar to previous studies.18,23 While 
general mentions of advocacy are 
included in ACGME Common Pro-
gram Requirements and Family 
Medicine Milestones, there are no 
defined competencies or specific de-
scriptors of what advocacy education 
should entail.24 For programs with-
out faculty experience, the breadth 
of material involved in policy and 
advocacy knowledge and skills may 
be overwhelming beyond just curric-
ular flexibility.25 Therefore, it is un-
surprising that university-affiliated 
programs were more likely to have 
a formal curriculum and that com-
munity-based unaffiliated programs 
were underrepresented as respon-
dents compared to their prevalence 
in family medicine residency pro-
grams.

Among the small number of cur-
ricular outlines published, many 
have difficulty in transferability 
due to availability of resources.25-28 

Guidance from the ACGME through 
creating competencies and detailed 

Table 4: Important Barriers and Motivations to Implementing or Incorporating 
a Family Medicine Residency Advocacy Curriculum 

Barrier or Motivation to Implement an Advocacy Curriculum
All Residencies  

(n=236) 
n (%)

Residencies 
With Advocacy 

Curriculum  
(n=89) 
n (%)

Residencies 
Without 

Advocacy 
Curriculum 
(n=147) 

n (%)

P Value

Important Barriers Reported by Program Directors <.0001

Curricular flexibility 100 (43.5) 41 (47.1) 59 (41.3)

Faculty expertise 50 (21.7) 13 (14.9) 37 (25.9)

Financial resources 31 (13.5) 22 (25.3) 9 (6.3)

Resident interest 28 (12.2) 6 (6.9) 22 (15.4)

Curricular resources 21 (9.1) 5 (5.8) 16 (11.2)

Important Motivations Reported by Program Directors .002

Encouraging graduates to work with local, state, national, or 
international organizations 104 (44.3) 44 (49.4) 60 (41.1)

Producing more well-rounded physicians 77 (32.8) 36 (40.5) 41 (28.1)

Promoting interest in advocacy/policy research 26 (11.01) 5 (5.6) 21 (14.4)

Responding to trainee demand 13 (5.5) 4 (4.5) 9 (6.2)

Residencies do not need advocacy curricula 15 (6.4) 0 (0.0) 15 (10.3)
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program requirements or helping 
with educational programming de-
velopment, as they have done with 
other nonclinical topics,29 may be 
helpful. An online and shared cur-
riculum may also be helpful to guid-
ing residencies who feel inadequately 
prepared.

The majority of reported advoca-
cy curricula focused on community-
based advocacy without expansion 
into state or federal domains. En-
gagement in each level of advocacy 
has the opportunity to teach differing 
skills. Community-based advocacy 
may highlight creating partnerships 
with local organizations while state 
and federal advocacy may empha-
size interacting with legislators and 
understanding the broader political 
and financial impacts on health care 
delivery. 

Our study indicates a higher rate 
of faculty engaged with advocacy ac-
tivities than previously described.23,24 
Earlier studies were conducted 
across multiple specialties whereas 
ours examined only family medicine 
residencies. Most faculty indicated 
advocacy involvement at the federal 
level, whereas residencies focused on 
community engagement. Residencies 
may not be leveraging the skills of 
their faculty given curricular flexi-
bility restraints. Qualitative studies 
of physician advocates indicate that 
exposure was a crucial experience to 
development, emphasizing the need 
for experienced faculty as mentors 
throughout medical education.12,16

Study limitations include an over-
all response rate of 49%, inherent to 
response bias, with questions subject 
to self-report bias and socially desir-
able answers. Although our module 
did have a 90% response rate, it is 
likely that those with an advocacy 
curriculum preferentially complet-
ed the survey, and our results may 
overestimate the actual prevalence 
of curricula. Although advocacy was 
defined at the start of the survey, 
curriculum was not and may have 
been interpreted variably; there-
fore, counted curricula could range 
from a 1-hour lecture to building 

community partnerships with local 
organizations. The results may not 
be generalizable to other residency 
specialties. We did not adjust P val-
ues for multiple associations, and 
acknowledge that some of the asso-
ciations may be spurious. 

Areas for further research include 
comparisons across medical special-
ties, the assessment of available cur-
ricula to determine key content and 
best practices, and the impact of 
curricula on physician behavior and 
health outcomes. Additional research 
could also explore the important role 
of PDs’ age and gender and why only 
some respondents, irrespective of the 
presence of a residency curriculum, 
believed that physicians are able to 
be agents of change.

Conclusions
Despite emphasis on advocacy as 
a component of physician profes-
sionalism and inclusion in ACGME 
requirements and milestones, in a 
national survey of family medicine 
PDs, only one-third of residencies 
had a mandatory advocacy curric-
ulum, most focusing on communi-
ty advocacy. The most-cited barrier 
was curricular flexibility; thus, regu-
latory body support in development 
of competencies and/or curricula 
may be helpful. Advocacy exposure 
throughout medical education may 
influence physicians’ future abilities 
to successfully engage in local, state, 
or national issues. Using organiza-
tional bodies to help family medicine 
residencies meet existing milestones 
may improve advocacy education dis-
semination. 
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