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Beginning in July 2002, the Accreditation Council 
for Graduate Medical Education (ACGME) instructed 
residency programs in all specialties to require their 
residents to obtain competency in six core areas (Table 
1) defined by the ACGME. 1 This requirement is known 
as the Outcome Project. Phase One of the project was 
the initial development and distribution of the Core 
Competencies. In Phase Two, which occurs between 
2002 and 2006, residency programs are expected to 
define the knowledge, skills, and attitudes required of 
residents to demonstrate these competencies. Programs 
must incorporate the Core Competencies into their cur-
ricula and then develop, implement, and assess different 
methods of evaluation that will provide feedback to 
residents regarding these competencies.2 Phase Three 
will begin in 2006, and by that time, programs are ex-
pected to have fully integrated the competencies into 
their educational curriculum. 

Previously published data on the ACGME compe-
tencies are minimal. Heard and colleagues3 published 
a survey of program directors at the University of Ar-

kansas in 2002. They documented that University of 
Arkansas program directors felt unprepared to comply 
with the ACGME requirements. An article by Batalden  
et al4 documented the development of the Outcome 
Project and its use in accreditation. The authors noted 
that residency programs and institutions still had 
many questions regarding the implementation of the  
Outcome Project. A more recent review by Leach2 de-
scribed development of the Core Competencies and the 
ACGME’s view of the progress of implementation but 
did not contain any specific data regarding the imple-
mentation. This study’s purpose was to document the 
knowledge and experience of family medicine program 
directors with regard to the Core Competencies.

Methods
Study Design and Target Population

We conducted a national survey of all civilian family 
medicine residency programs. Programs were identi-
fied using the Directory of Family Practice Residency 
Programs, published by the American Academy of 
Family Physicians (AAFP).5 The University of Mis-
souri Institutional Review Board granted the project 
an exemption from formal review. The project had no 
external funding source.
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Survey Instrument
We developed the survey instrument using infor-

mation from the ACGME Toolbox of Assessment 
Methods.6,7 The ACGME and the American Board of 
Medical Specialties have developed the Toolbox as a 
joint initiative to improve evaluation of residents. The 
Toolbox contains descriptions of assessment methods 
and directs readers to references describing each 
method. 

In our survey, program directors were asked about 
their familiarity with the ACGME competencies and to 
identify which competencies were currently being eval-
uated in their residency program. We asked program 
directors to rank the relative importance of the Core 
Competencies on a 6-point scale (1=most important 
to 6=least important). We then asked program direc-
tors to identify, from a list, barriers to implementation 
of their evaluation system. Program directors were 
also asked to identify, from a list of the 20 evaluation 
methods (from the ACGME Toolbox), which methods 
they thought were the easiest to use and to report which 
methods they were actually using.  

We asked the program directors for demographic 
information, including their age and gender. We also 
asked them to indicate the date of their last Residency 
Review Committee (RRC) site visit for accreditation, 
the number of residents in the program, and the number 
of full-time faculty in the program. Programs were 
identified by state and by programmatic structure. 

The survey instrument was reviewed and pilot 
tested by four residency faculty, including two former 
program directors; minor changes were then made to 
improve the clarity of some questions. The programs 
at which these individuals worked were not included 
in the results. 

Survey Administration
In January 2003, we mailed a single wave of ques-

tionnaires to the program directors of every civilian 
family medicine residency program listed in the AAFP 
Directory. Each survey was identified numerically, and 
the respondents were tracked. 

Data Analysis
Data were entered into a Microsoft Access for 

Windows database. We performed statistical analysis 
using SPSS for Windows (Version 10.0). We calculated 
frequencies of the various respondent characteristics. 
We calculated a mean importance rank for each compe-
tency by multiplying the numeric rank by the number of 
votes for each rank. This product was totaled for each 
competency and subsequently divided by the number of 
respondents. This resulted in a mean importance rank, 
with the lowest total score corresponding to the compe-
tency that respondents rated as the most important. 

We used chi-square analysis to determine whether 
program characteristics were related to the evalua-
tion methods used. The Mantel-Haenszel chi-square 
was used when categories were ordered, such as for 
age groups. We used Fisher exact test when 20% or 
more of the cells had expected counts of less than 5. 
We compared median rank for the competencies by 
program characteristics with either a Mann-Whitney 
U test (two categories) or a Kruskal-Wallis test (three 
or more categories). We calculated Cramer’s V, a mea-
sure of association that varies from -1 to 1, to indicate 
strength of association between program characteristics 
and evaluation methods, ease of evaluation methods, 
and awareness of the competencies.

Results
Of the 444 programs surveyed, 287 responded 

(64.6%). Programs that did not respond were more 
likely to be community-based (10.2% nonrespondents 
versus 4.2% respondents) or medical school-based 
programs (17.8% nonrespondents versus 10.8% respon-
dents). Program demographics are shown in Table 2. 

Of the responding program directors, 279/287 
(97.2%) were aware of the ACGME Core Competen-
cies, and 257/287 (89.5%) had begun to implement an 
evaluation program for the competencies. However, 
18.8% were not aware that the ACGME would begin 
to cite programs that had not begun to implement core 
competency evaluation. The most commonly evaluated 
competency was medical knowledge, with 86.1% of 
respondents indicating currently evaluating (Table 3). 
Systems-based practice was evaluated by the fewest 
programs (70.4%).  

About two thirds of program directors ranked patient 
care as the most important competency (67.6%), with 
only seven respondents ranking it as fourth or lower. 
Overall, the mean importance rank for patient care was 
1.5 (Table 3). Medical knowledge was a distant second, 
receiving only 15.9% of the first place votes and a mean 
importance rank of 2.6. Program directors assigned 
the lowest importance rank to systems-based practice 
(mean importance rank 5.5) and practice-based learn-
ing and improvement (mean importance rank 4.8). 

Table 1

The ACGME Core Competencies

1.  Patient care
2.  Medical knowledge
3.  Practice-based learning and improvement
4.  Interpersonal and communication skills
5.  Professionalism
6.  Systems-based practice

ACGME—Accreditation Council for Graduate Medical Education
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Median ranks for the competencies were not signifi-
cantly associated with program characteristics, with a 
few exceptions. Programs with a larger number of 
faculty were more likely than programs with a smaller 
faculty to value interpersonal skills (P=.02). Younger 
program directors (≤ 45 years) ranked systems-based 
practice more highly (P=.03) than those more than 45 
years, although this competency was ranked lower than 
the other competencies overall. The more recent the 
RRC site visit, the more highly that professionalism 
was ranked (P=.01).

Figure 1 shows the number of pro-
grams using each evaluation method and 
the number of programs indicating that 
each method was easy to implement. 
The evaluation methods most frequently 
utilized were active precepting (76.0%), 
record review (72.8%), and maintain-
ing a procedure log (63.8%). The least 
commonly used tools were objective 
structured clinical examination (OSCE) 
(9.1%), audit of computer utilization and 
knowledge (10.5%), and simulations and 
models (11.1%). 

Of all the evaluation methods, only 
the use of review of adverse clinical out-
comes was related to the type of program 
(P=.036; Cramer’s V=.17). Community-
based programs were the least likely to 
use this method (8.3%), followed by com-
munity-based programs that were medical 
school administered (22.4%) or affiliated 
(36.6%) and programs based in medical 
schools (41.9%). There was a significant 
association between increasing numbers 
of faculty members and use of patient 
surveys (Mantel-Haenszel chi-square 
P=.006, Cramer’s V=.17), and review of 
adverse outcomes (Mantel-Haenszel chi-
square P=.03, Cramer’s V=.13). The more 
recent the RRC site visit (1–2 years), the 
less likely they were to use a checklist of 
live performance (Mantel-Haenszel chi-
square P=.03, Cramer’s V=0.16) and resi-
dent self-assessment (Mantel-Haenszel 
chi-square P<.05, Cramer’s V=0.15). 

In contrast to frequency of use, ap-
proximately half of the program direc-
tors identified record review (50.2%) and 
active precepting (49.5%) as the easiest 
evaluation methods to implement. Evalu-
ation methods that were at the opposite 
end of the spectrum (least easy to imple-
ment) included simulations and models 
(1.7%), audit of computer utilization and 

knowledge (2.1%), and OSCE (2.8%). The frequency of 
use for each evaluation method exceeded its perceived 
ease of use (Figure 1).

Program directors identified “time” as the major 
barrier to implementing core competency evaluation 
programs (74.3 %). Other barriers identified were lack 
of faculty development (13.0 %), lack of money (4.2 %), 
lack of institutional support (1.9 %), and low priority 
(1.9 %). The major barrier to implementation was not 
related to the type of program (P=.07).

Table 2

Description of Residency Programs 
(Respondents Versus Nonrespondents)

 Respondents Nonrespondents
    n      (%)*          n      (%)*
Total 287  (64.6) 157  (35.4)

Type of program   
     Community based 12    (4.2) 16  (10.2)
     Community based, medical school administered  58  (20.2) 34  (21.7)
     Community based, medical school affiliated 186  (64.8) 76  (48.4)
     Medical school based 31  (10.8) 28 (17.8)
  
Program director gender  
     Male 232  (80.8) 122  (77.7)
     Female 55  (19.2) 34   (21.7)
  
Program’s last RRC review  
     1–2 years 70  (24.3) N/A
     3–5 years 158  (55.1) N/A
     More than 5 years 42  (14.6) N/A
  
Program age  
     10 or fewer years 54  (18.8) 29  (18.5)
     11–20 years 26    (9.1) 22  (14.0)
     21–30 years 113  (39.4) 55  (35.0)
     More than 30 years 89  (31.0) 49  (31.2)
  
Total number of residents  
      0–15 50  (17.4) 28  (17.8)
     16–25 171  (59.6) 91  (58.0)
     More than 25 66  (23.0) 38  (24.2)
  
Number of physician faculty members  
     <4 31  (10.8) 7    (4.5)
     4–6 114  (39.7) 45  (28.7)
     7–10 90  (31.4) 55  (35.0)
     >10 52  (18.1) 49  (31.2)
  
Geographical region  
     North East 57  (19.9) 33  (21.0)
     South East 45  (15.7) 30  (19.1)
     North Central 66  (23.0) 43  (27.4)
     South Central 55  (19.2) 26  (16.6)
     North West 13    (4.5) 5    (3.2)
     South West 47  (16.4) 15    (9.6)

* Percents do not add up to 100% due to missing responses.

RRC—Residency Review Committee
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Figure 1

The Number of Family Medicine Residency Programs 
Using Each of the Evaluation Methods Listed 

in the ACGME Toolbox

ACGME—Accreditaton Council for Graduate Medical Education
Frequency=total number of programs utilizing this evaluation method
Ease=program directors’ identification of the easiest evaluation methods to 
implement
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Figure 1     The number of Family Medicine residency programs using each of the evaluation
methods listed in the ACGME Toolbox 

Frequency = Total number of programs utilizing this evaluation method 
Ease = Program Directors’ identification of the easiest evaluation methods to implement 

Discussion
This survey was done to determine the knowledge 

and attitudes of family medicine program directors 
about implementation and evaluation of the ACGME 
Core Competencies within their residency programs. 
The major findings of the survey are that program di-
rectors believe that patient care is the most important 
competency; some programs are not yet addressing 
the competencies, and some were unaware that their 

program may be cited on accreditation visits if they 
are noncompliant with the Outcome Project; and time 
was identified as the major barrier to implementing 
evaluation methods.

There were several other interesting findings. Pro-
gram directors often do not correctly identify evalua-
tion tools that they are currently using. For example, 
the American Board of Family Medicine (ABFM) 
offers a multiple-choice examination for residents 
each year. In November 2003, 99.6% of family medi-

cine residencies administered this in-training 
examination (In-training Examination Services, 
American Board of Family Medicine, Lexington, 
Ky, personal communication, April 5, 2004), yet 
only 53.3% identified this as a method of evalu-
ation that they were using. Patient satisfaction 
surveys were rarely identified as a used evalua-
tion method. Programs that are a part of a larger 
health care system often perform routine patient 
satisfaction surveys, but this may have not been 
identified as an evaluation method by program 
directors. Program directors need more education 
to properly identify the evaluation methods they 
are currently using in their programs.  

Another noteworthy finding was a discrepancy 
between the perceived ease of implementation of 
a particular evaluation method and the actual use 
of that method. The fact that use of each evalu-
ation method exceeded its perceived ease of use 
may reflect program directors’ acceptance of the 
need to use some methods in spite of their inher-
ent difficulties. Community-based programs and 
programs with smaller faculty size were signifi-
cantly less likely to use adverse outcome review 
as an evaluation method, which may reflect the 
greater presence of morbidity and mortality re-
view committees in medical schools. 

This study confirmed the common perception 
that time and faculty development are major bar-
riers to curricular innovation. While the Outcome 
Project is an important development in residency 
education, many program directors do not feel 
that they have enough resources to fully imple-
ment its mandates. This may be an opportunity 
for national family medicine organizations to 
provide faculty development, highlight best 
practices, and produce curricular resources. At 
the bottom line, programs and institutions will 
have to provide support (time and money) for 
faculty members and programs to implement the 
Outcome Project. 

Limitations
There are several limitations to this study. First, 

we only surveyed family medicine residency pro-
grams; therefore, the information gathered may 
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by a broad range of residency programs, which should 
increase the generalizability of the results.

Conclusions
This national survey of family medicine residency 

program directors found that program directors believe 
that patient care is the most important competency. 
Some program directors are not yet making an attempt 
to address all the competencies, and some directors are 
unaware of the accreditation implications of noncom-
pliance. Time is the major barrier to implementing core 
competency evaluation methods.

This study should be a call to action for all family 
medicine program directors. It is important that pro-
gram directors identify the educational interventions, 
evaluation tools, and faculty development programs 
that have been effective for their programs and dis-
seminate them in a national forum. The ACGME Core 
Competencies and the Outcome Project are a frame-
work on which to base graduate medical education, 
but residency programs still need to do a better job of 
identifying their teaching methods, demonstrating the 
effectiveness of innovative evaluation methods, and 
providing faculty development to support their teach-
ing and evaluation.
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Table 3

Mean Importance Rank and Percent of Residencies 
Currently Evaluating Each Competency

 Core Competency (1=most important, 6=least important)

   Residency     Mean  
   Programs  Importance 
Rank Competency Evaluating (%)     Rank*
 1 Patient care 85.7 1.5

 2 Medical knowledge 86.1 2.6

 3 Interpersonal and 
  communication skills 84.7 2.7

 4 Professionalism 79.8 3.6

 5 Practice-based learning 
  and improvement 74.6 4.8

 6 Systems-based practice 70.4 5.5

*  Mean rank was derived by multiplying the number of respondents by the 
response value (1–6), summing the products, and dividing by the number 
of respondents.

not apply to residency programs from other specialties. 
Second, as with all surveys, respondents may not be 
representative of all survey recipients. In addition, this 
survey was done in the early stages of the Outcome 
Project, which may limit the number of programs with 
active evaluation programs in process. It is significant to 
note that we are in Phase Two of the Outcome Project, 
and the ACGME already requires evidence of imple-
mentation for accreditation. The nature of the survey 
may also limit this study, since we did not define the 
evaluation tools or specify the extent of implementa-
tion. This may have resulted in an overestimation of 
the amount of evaluation that is actually being done, 
since minimal amounts may have been reported on 
the survey. Finally, survey responses may be subject 
to bias. Program directors were asked to complete the 
survey about their own program. There was no way to 
verify that responses given by the program directors 
were accurate.

Despite these limitations, this is the first national 
report regarding the implementation of the Outcome 
Project of which we are aware. Additionally, we were 
able to survey program directors early in the imple-
mentation process, which will provide baseline data for 
future comparisons. Lastly, the survey was completed 


