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There have been dramatic 
changes in family medicine 
and the American health care 

system since the birth of the special-
ty 42 years ago. This includes most 
family physicians joining health 
care systems, implementation of 
electronic health records, the rise 
of evidence-based and outcomes-
based medicine, and increased col-
laborative, team-based care. There 

is emerging evidence that health 
systems that practice patient-cen-
tered care in the medical home mod-
el create healthier populations at a 
lower cost.1-3 Responding in 2004 
to this dynamic environment, the 
Future of Family Medicine (FFM) 
project noted that “The tradition-
al family medicine curriculum, al-
though successful in the past, cannot 
meet the needs of the future.”4 The 

Accreditation Council for Graduate 
Medical Education’s standards have 
promoted uniform quality in family 
medicine postgraduate education for 
many years; however, new models of 
post-graduate family medicine train-
ing are now needed. FFM called for 
comprehensive change in the post-
graduate training model to better 
prepare family physicians, includ-
ing (1) continued broad training in 
primary care, (2) a focus on building 
the patient-physician relationship, 
and (3) fostering a culture of inno-
vation and experimentation to train 
family physicians for the changing 
practice environment.5 

In early 2006, in response to 
the changing health care environ-
ment and FFM, faculty members at 
Waukesha Family Medicine Residen-
cy (WFMR) began discussing the ad-
dition of a fourth year of residency to 
allow interested residents to pursue 
advanced training. Serendipitously, 
in the fall of 2006, the P4 program 
(Preparing the Personal Physician 
for Practice) released a request for 
proposals from residency programs 
interested in developing and testing 
innovations in family medicine train-
ing. Our residency saw this as an op-
portunity to broaden and advance 
our vision of improved training, 
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BACKGROUND AND OBJECTIVES: There have been dramatic 
changes in the specialty of family medicine and the American 
health care system in the more than 40 years since the forma-
tion of the specialty. As a result, there is urgent need for experi-
mentation and innovation in residency training to better prepare 
family physicians. 

METHODS: Waukesha Family Medicine Residency used a strate-
gic planning process to identify four guiding concepts for a new 
model of residency education: intentional diversification; options 
for advanced training in a fourth year of residency; longitudinal, 
competency-based training; and strong fundamental background 
in family medicine skills. These concepts guided radical restruc-
turing of the curriculum. 

RESULTS: The new Majors and Masteries curriculum begins with 
19 months of training in core family medicine skills. Residents 
then elect to pursue a Major or Mastery in an area of interest.   
Majors are completed within 3 years, while Masteries are com-
pleted in 4 years and include advanced training (MPH, MBA, ad-
vanced obstetrics). Since implementation, residents have selected 
a broad range of Majors, three residents have elected advanced 
training in three different mastery areas, and resident recruitment 
has not been disrupted.  

CONCLUSIONS: The Majors and Masteries curriculum and the 
process used to implement it may benefit other residencies con-
sidering radical curriculum change.

(Fam Med 2011;43(7):514-21.)
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obtain funding, and make the case 
for radical change to our medical 
school and community hospital. In 
this paper, we describe our experi-
ence implementing radical curricu-
lum change including the planning 
process, the new training model, 
and its implementation and result-
ing outcomes. 

Methods 
Setting
WFMR is a community-based resi-
dency established in 1976, affiliated 
with the Medical College of Wiscon-
sin (MCW). In 2006, the residency 
had a strong track record of success 
and had already incorporated ele-
ments of the New Model of Fami-
ly Medicine including outstanding 
obstetrical training, innovation in 
medical informatics and electronic 
health records (EHR), and strong 

commitment to community service. 
Residency faculty included six fam-
ily physicians and one behavioral sci-
entist. WFMR was approved for 18 
residents, six per class. This study 
was approved by the MCW Institu-
tional Review Board. 

Planning Process
Our first step was getting all resi-
dency faculty members invested in 
the need for change. To solidify our 
commitment the faculty discussed 
selected articles on curricular change 
and the FFM project (see Table 1).  
Based on these discussions, faculty 
members decided to proceed with 
curricular change using four broad 
concepts: 

(1) Intentional diversification—
Each resident would intentionally 
diversify training by developing com-
petency in an area of special interest 

(a Major) and thereby customize 
training to their future practice.  

(2) Advanced training—Residents 
would have the option to obtain ad-
vanced training and prepare for po-
sitions of leadership by pursing a 
4-year training track (a Mastery). 
The 4-year Mastery would allow res-
idents to pursue a master of public 
health (MPH), a master of business 
administration (MBA), or advanced 
obstetrics concurrent with residency 
training.

(3) Longitudinal, competency- 
based training—The training ex-
perience would approximate real 
practice and teach lifelong learning 
skills using curricula taught longi-
tudinally throughout residency and 
require demonstration of specific 
competencies.

(4) Training in core family medi-
cine skills—Residents would receive 

Table 1: Summary of Planning Retreats and Meetings

Retreat Structure Attendees Agenda References/Resources

November 
2006

Half day, off 
site

Faculty, selected 
residents, clinic 
administrator, 
administrative 
support

1. Review of existing rotations
2. Discussion of overall proposal
3. Resident input

1. Current curriculum
2. ACGME program-specific 
requirements
3. Future of Family Medicine 
report 
4. P4 position papers.7-10

February 
2007

2 half days, 
off site

Faculty, selected 
residents, clinic 
administrator, 
administrative 
support

1. Transition plan
2. Individual learning plans
3. Exploration days
4. Marketing strategy
5. Timeline and tasks
6. Review research questions
7. Discuss all new curriculum 
in detail

1. Curriculum development 
tool
2. Longitudinal curriculum 
worksheet

July 2007 New Curriculum Implemented

November 
3–4, 2007

2 full days, off 
site

Faculty, selected 
residents, clinic 
administrator, 
administrative 
support

1. Timeline review and revision
2. Systems issues (scheduling, 
advising, choosing major)
3. Masteries design (selection, 
rotations, funding)
4. Funding priorities
5. Competency (how to assess)

Carraccio C, et al. Shifting 
Paradigms: From Flexnor to 
Competencies.11 

Epstein RM. Assessment in 
Medical Education.12

November 
2007–present

Tuesday 
afternoon 
(1–5 pm), 
twice 
monthly

Faculty, chief 
residents, 
administrative 
support

Rotating meeting schedule:
1. P4 work
2. Residency issues
3. Clinic/community issues
4. Dissemination issues
5. Faculty development

Varies depending upon need 
for background reading.

ACGME—Accreditation Council for Graduate Medical Education
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specific educational experiences and 
demonstrate competence in core fam-
ily medicine skills.

Our second step was obtaining 
input and securing commitment to 
change from internal stakeholders—
residents, administrative staff, and 
clinical staff. Selected residents, ad-
ministrative staff, clinic leaders, and 
all residency faculty gathered at a 
retreat to discuss the rationale for 
curriculum change and the Majors 
and Masteries concept. Outcomes 
from this meeting included commit-
ments from all stakeholders to help 
lead the changes, a general frame-
work for the new curriculum, and 
a timeline with delegated responsi-
bilities. The group also agreed on six 
principles to guide the change pro-
cess (Table 2).

Our third step was evaluating 
every component of the current and 
proposed curriculum (rotations, lon-
gitudinal experiences, outpatient 
training, independent projects, etc) 
in terms of value to resident educa-
tion and modifications that might be 
needed. A faculty and resident evalu-
ator was assigned to each curricular 
component and used a standardized 
form to gather and report informa-
tion. Each report was discussed at 
a series of meetings over a 4-month 
period (Table 1).

Our progress evolved naturally 
from general principles, key concepts, 
and broad ideas to specific work and 
fine details. Implementing the Ma-
jors and Masteries curriculum re-
quired creating curricula for five 
Majors and three Masteries, rewrit-
ing 76 existing rotation descriptions, 
creating 18 new rotations, convert-
ing five block rotations to a longitu-
dinal format, and creating curricula 
for six content areas taught via ex-
ploration days. Competency-based, 
measurable objectives were designed 
for each existing and new education-
al experience. Much of this work was 
completed in 7 months while faculty 
continued working full-time teaching 
the existing curriculum. New rota-
tion development was intentionally 
managed as a “just in time” product, 
completed just prior to the first resi-
dent participating in the rotation. At 

the 3-year mark, 34 rotation descrip-
tions out of a total of 94 remained 
wholly or partially incomplete and 
were not fully completed until the 3 
months prior to our 2010 ACGME 
site visit. 

Planning was closely coordinated 
with the recruiting calendar. Con-
sistent communication among fac-
ulty, residents, and staff throughout 
ensured that everyone was able to 
answer candidates’ questions. We 
fully committed to a general plan 
early enough in the recruiting sea-
son that applicants would know 
what the program should look like 
on July 1. Once the overall curric-
ulum structure and rotations were 
established, these were presented to 
applicants and posted on our Web 
site in a Frequently Asked Questions 
format. This communication contin-
ued during new resident orientation 
when each faculty member met with 
the incoming class and explained a 
specific facet of the new curriculum. 
These presentations were modified 
each year as the curriculum evolved. 

We developed a communication 
plan to inform and maintain com-
mitment from external stakehold-
ers, including community preceptors 
and our Graduate Medical Education 
Council. The program director (PD) 
communicated with the president of 
our affiliated hospital and the chair 
of Family and Community Medi-
cine. The PD and family medicine 
chair managed communication with 
the medical school dean. Finally, the 

PD and two faculty members worked 
closely with the national P4 project.

Our curriculum redesign result-
ed in several unforeseen projects. 
Most notably, we discovered that 
current methods for tracking resi-
dent progress were inadequate to 
document progress in the new cur-
riculum. We therefore began develop-
ing a Web-based Electronic Learners 
File (ELF), a portfolio used by resi-
dents and faculty to document indi-
vidualized learning plans, preceptor 
evaluations, procedures, and clinical 
competencies for all rotations and 
longitudinal experiences. 

During planning and implemen-
tation, excitement about the project 
and anxiety about the workload were 
high. A leadership team consisting of 
the program director and two faculty 
members provided project oversight 
and coordination. Faculty, residents, 
and staff worked in teams to ensure 
that project outcomes were timely 
and of high quality. Five teams fo-
cused on specific issues: portfo-
lios/ELF, scheduling, curriculum, 
research, and funding. 

In November 2007, 4 months after 
beginning the new curriculum, we 
scheduled a final planning retreat 
to identify and solve problems that 
arose during the initial implementa-
tion. We also reconsidered resourc-
es, including funding and personnel. 
As a result, we sought and later ob-
tained funding to hire a project co-
ordinator and a Web programmer to 
further develop ELF.

Table 2: Guiding Principles of Change

1. Everything is available for review and change—there are no sacred cows.

2. We are committed to change, will “burn the boats,” and will not return to the 
old curriculum.

3. Ideas for change can come from anyone; investment in change needs to come 
from everyone.

4. Communication is critical for success within the residency and with external 
partners.

5. Educational needs will drive change.

6. Change requires resources to plan, implement, assess, and improve.  
Resources include money, time, personnel, and knowledge.
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Training Model
Our new curriculum is built around 
the Majors and Masteries concept. 
Residents complete core elements of 
family medicine training in the first 
19 months of residency. Core train-
ing is an 80-week curriculum com-
mencing at the start of the residency, 
comprised of 20 4-week-long block 
rotations: obstetrics and gynecology 
(three), inpatient medicine (four), pe-
diatrics (three), emergency medicine 
(two), Neonatal Intensive Care Unit 
(one), family and community medi-
cine (two), cardiology (one), surgery 
(one), orthopedics (one), outpatient 
family medicine with a communi-
ty preceptor (one–two), longitudinal 
(one–two), and an elective (one). Con-
tinuity time in the outpatient fam-
ily medicine clinic is also included. 
Residents complete a total of four 
longitudinal rotations that include 
experiences in palliative care, derma-
tology, urology, ophthalmology, and 
ear, nose, and throat (ENT). In ad-
dition, “exploration days,” which are 
half days of protected time for self-di-
rected learning, occur throughout the 
core (two to four every 4 weeks), pro-
viding experience in sports medicine, 

geriatrics, chronic disease manage-
ment, radiology, community health, 
and scholarly effort. This combina-
tion of rotations, exploration days, 
and experience in the outpatient 
clinic during core training ensures 
that each resident will have broad 
exposure in family medicine before 
selecting and embarking on a Major 
or Mastery. 

Near the end of their core, resi-
dents select a Major or apply for a 
Mastery. Each Mastery has applica-
tion criteria, and residency faculty 
must approve the resident’s appli-
cation. A resident not accepted for a 
Mastery program must select a Ma-
jor. Residents may change Majors; 
however, all requirements for gradu-
ation within the newly selected Ma-
jor must be met, which may delay 
graduation.  

Majors (Table 3) are completed 
in 3 years and allow the resident to 
intentionally diversify training by 
completing one of the predesigned 
Majors or an individualized Major 
customized by the resident with in-
put from faculty. The Major includes 
six 4-week rotations in the chosen 

area of focus along with a longitu-
dinal project. 

 Masteries (Table 4) allow for res-
idents to obtain advanced degrees 
in conjunction with their residen-
cy training and are completed in 4 
years. Mastery work is completed 
between the end of the second year 
through the fourth year of residen-
cy. The Mastery includes 19 4-week 
blocks in the area of focus (rotations 
and longitudinal time), the Mastery-
specific advanced training, and a 
project. Both Majors and Masteries 
meet AFMRD Guidelines for Individ-
ual Areas of Concentration.6

During the Major or Mastery por-
tion of their training, residents con-
tinue managing their patient panel 
in the family medicine outpatient 
clinic, completing longitudinal, ob-
stetrics, and inpatient rotations and 
completing exploration day objec-
tives. This ongoing experience en-
sures that the resident maintains 
competence in family medicine’s 
broad basket of services and further 
develops clinical skills in patient-cen-
tered care. 

 

Table 3: Majors

Major Purpose Rotational Experiences Longitudinal Experiences

Community health/ 
international 
medicine

To develop special skills in caring 
for the community, to prepare one 
for international work

International rotations, 
advanced topics in community 
health, public health

Community or 
international project 

Sports medicine To develop special skills in caring 
for athletes, to prepare for a sports 
medicine fellowship

Advanced orthopedics, sports 
medicine, physical medicine, 
research

Maintain team physician 
status at two levels of 
competition

Hospital medicine To develop skills and expertise in 
hospital medicine, to prepare for 
hospitalist work

Adult hospitalist, pediatric 
hospitalist, end of life care, ED, 
peri-operative evaluation

Scholarly project on 
hospital medicine topic

Women’s health To develop skills and expertise in 
women’s health 

High risk obstetrics, NICU, 
perinatology, gynecology,  
procedures, women’s prevention

Scholarly project in 
women’s health

Traditional 
training

To offer residents the traditional 
broad-based training for 
those planning to practice in 
underserved areas

Orthopedics, medicine selective, 
gynecology, obstetrics, geriatrics/
end of life care, procedures

Scholarly project in 
outpatient medicine, 
health promotion change 
project

Individualized To allow residents to tailor their 
Major to meet specific needs (eg, 
dermatology, geriatrics, diabetes 
care)

Project agreed upon by 
resident and faculty
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Results
The new curriculum was imple-
mented at the start of the 2007–
2008 academic year. During that 
year, all third-year residents con-
tinued in the old curriculum. Sec-
ond-year residents were given the 
option of continuing in the old cur-
riculum or choosing to participate in 
the Major and Mastery curriculum. 

All first- year residents entered the 
new curriculum and graduated with 
a Major in June 2010. We have eval-
uated the new curriculum based on 
various outcomes. 

Resident Choice of Intentional  
Diversification
Four classes of residents have chosen 
a Major or Mastery as of fall 2010 

(Figure 1). In 2007, all four second-
year residents elected to participate 
in the new curriculum; three chose 
Majors (individualized communi-
ty health/palliative care, tradition-
al, women’s health), while one was 
accepted into the practice manage-
ment/MBA Mastery. The three sub-
sequent classes continued to show 
diversity in choices. Community 

Table 4: Masteries

Mastery Description Special Skill

Community 
health

Masters will complete their master in public health (MPH) through the 
University of Wisconsin Madison program. Masters will complete a project 
in accordance with the requirements of the sponsoring institution. They will 
share their growing knowledge of public health concepts with other residents 
and faculty though formal teaching and informal discussion.  

Master in public 
health

Practice 
management

Masters will complete their master in business administration (MBA) through 
the University of Wisconsin Milwaukee (UWM). Masters will also be required 
to develop three continuous quality improvement projects, including one each 
addressing operations, patient care, and informatics issues. These will cover at 
least two different types of health systems. Masters will teach residents and 
community physicians about various administrative topics.

Master in 
business 
administration

Advanced 
obstetrics

Masters will acquire advanced obstetric skills, including developing competence 
in operative obstetrics, OB ultrasound, obstetrical anesthesia, advanced 
perinatal issues, gynecologic procedures, and newborn management. Masters 
will gain experience in teaching and supervising residents.

Operative 
obstetrics, 
advanced 
ultrasound 
techniques

Figure 1: Choices of Majors and Masteries by Residency Class

Note: Individualized majors were first available as a choice for residents in the class of 2011.
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health and women’s health remain 
the most popular choices, and tradi-
tional training has been represented 
each year. No resident has yet cho-
sen a Major in sports medicine or in-
patient medicine. One resident each 
in three out of the four classes has 
pursued a Mastery. There has been 
considerable interest in individual-
ized majors, with five members of 
the graduating class of 2011 choos-
ing this option. Individualized ma-
jors have included complementary 
and alternative medicine, palliative 
care, outpatient, urgent care, geriat-
rics, and rural medicine. Of note, the 
individualized outpatient major gen-
erated enough interest that it was 
converted to a regular major.

Resident Choice of  
Advanced Training
Although offering advanced training 
was one of four concepts that shaped 
our training model, it was unclear at 
the outset whether residents would 
opt to extend training. To date, 16% 
(4/25) have chosen either a 4-year 

residency (three) or a Major followed 
by a fellowship (individualized pal-
liative care major followed by a pal-
liative care fellowship). No residents 
pursued an advanced degree or fel-
lowship in the 3 years prior to imple-
menting the Majors and Masteries 
curriculum. We have successfully 
graduated our first fourth-year res-
ident, a second will graduate in 2012, 
and a third in 2013.

Impact on Resident Practices  
After Graduation
In March of 2011, we surveyed the 
eight graduates of the new curricu-
lum who began practice in the sum-
mer of 2010. Six of eight responded. 
Their comments indicate they feel 
well prepared for practice and are 
using their diversified training (Ta-
ble 5). 

Impact On Recruitment
This project has apparently not 
harmed resident recruitment (Table 
6). The average number of applicants 
interviewed in the 3 years prior to 

implementing the new curriculum 
(n=44, 95% US graduates) is com-
parable to the number interviewed 
in the 3 years after implementa-
tion (n=47, 97% US graduates). Our 
Match rate improved from 71% to 
100%, and the number of states 
represented in our applicant pool 
increased from 10 to 14. Many ap-
plicants cite the innovative curricu-
lum as a specific factor that initially 
attracted them to the program. The 
mean United States Medical Licens-
ing Examination (USMLE) Step 1 
score for interviewed applicants in-
creased from 208 to 219 and for Step 
2 increased from 216 to 228; our cri-
teria for selecting applicants for in-
terview did not change over this 
time.

Impact on Medical Knowledge 
We planned to use residents’ in-
training exam scores as a mark-
er for resident performance in the 
new curriculum. However, in 2008 
the American Board of Family Medi-
cine (ABFM) changed their scoring 

Table 5: Feedback From 2010 Graduates*

Prepared for 
Practice?**

Major or 
Mastery How Are You Using Some or All of the Major You Selected in Your Practice?

Yes

Major:
Community
health 

I work in a Community Health Center. It helps to have focused on community support 
programs and team-based care in my residency. My major has helped me be part physician, 
dentist, social worker, psychologist, nutritionist, patient advocate, and more.

Yes

Major: 
Community 
health 

I have started the approval process for fluoride varnish applications at my clinic and given 
talks about nutrition, exercise, and diabetes prevention in the community.

Yes
Major:
Traditional

I am doing OB, which the traditional major more than prepared me for. I have seen a ton of 
common stuff and a bunch of strange/rare stuff and think I was prepared well for both.

Yes

Major:
Women’s 
health

I’m using my Major skills right now—I’m at the hospital waiting for a patient of mine to 
deliver. I am also doing colposcopies at my office.

Yes

Major:
Community 
health

I use some of what I learned during my major block rotations all of the time and much of it 
most of the time.

Yes

Major: 
Community 
medicine

Some of the knowledge I gained about community health services in Waukesha County has 
been helpful to pass along to patients.

* Six out of eight residents responded to a two-question e-mail survey. Question 1 (column 1): Did the training you receive at Waukesha Family 
Medicine prepare you for your practice?

** Question 2: See first row of column 3.
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system, making before/after compari-
sons impossible.

Impact on ACGME Accreditation
 At the time our project was con-
ceived, we were in the second year 
of a 5-year accreditation. We were 
concerned about the potential impact 
on our next review, but we complet-
ed accreditation review in the fall of 
2010 and received another 5-year ac-
creditation. The site reviewer com-
mented on the value of resident 
portfolios in ELF for documenting 
training.

Impact on Faculty
During the 5 years of development, 
implementation, evaluation, and re-
finement, faculty members have felt 
the effects of change. Two physician 
faculty members present at the start 
of the project left, including one key 
developer. Three new physicians 
joined the faculty, two of whom were 
specifically recruited to enhance the 
depth of new curricular components. 
Faculty meeting time was restruc-
tured early in the process to facili-
tate more productive work sessions, 
which has been perceived as a posi-
tive change. However, faculty percep-
tion of workload has increased, and 
efforts to improve this are ongoing.

Discussion
Based on our experience with radical 
curriculum change, we offer the fol-
lowing reflections. First, we believe 
resident involvement was essential 
to success. Many of the changes orig-
inated from resident ideas. Residents 
are best able to assess the feasibility 
of many proposed changes because 
they are living the curriculum day to 
day. We discovered that faculty per-
ception of a particular rotation often 
did not match reality. Residents also 
played a significant role in “selling” 
the new curriculum to fellow resi-
dents—peer buy-in seemed more 
persuasive than faculty enthusiasm.

Second, spin-off projects often take 
on a life of their own. Our ELF proj-
ect, the Web-based educational port-
folio, is a prominent example. ELF 
started as one sentence in our P4 pro-
posal but morphed into a separate 
project with a $350,000 budget and 
two full-time employees. ELF is one 
example of many where flexibility 
and adaptability by residents, fac-
ulty, and staff were important to the 
project’s success. 

Third, we found that adult learn-
ing concepts are not innate but a 
learned skill. As we began institut-
ing adult learning concepts, we dis-
covered that residents and faculty 

were not ready to use them effective-
ly. While faculty expected residents 
to efficiently use independent study 
time to seek information of their 
choosing, residents waited for facul-
ty direction. This caused frustration 
that might have been avoided by bet-
ter preparing teachers and learners. 

Fourth, our guiding principles 
of change served us well. By scru-
tinizing every aspect of the train-
ing process, considering the change 
permanent, and giving thoughtful 
consideration to all suggestions, we 
generated better ideas. By ensuring 
that faculty, residents, and staff were 
universally committed to the changes 
and were willing to take ownership 
of the process and outcomes, we were 
able to move forward more effective-
ly. Using resident education as the 
driver of change provided a learner-
centered focus. Anecdotally, residents 
reported that this learner-centered 
focus contributed to their acceptance 
of such radical changes. Communica-
tion and coordination kept everyone 
involved and minimized chaos dur-
ing major transitions. Anticipating 
resource needs—money, knowledge, 
and time—was fundamental to suc-
cess. Two components of the process 
received funding (project coordinator; 
ELF Web designer), but most of the 

Table 6: Residency Applicant Pool Before and After Implementing Majors and Masteries

  Interviewed Applicants  Interviewed Applicants 
Applicants 
Interviewed          Average USMLE

  Total IMG Step 1 Step 2* # of States

2004–2005 54 2 206 213 12

2005–2006 36 2 210 216 10

2006–2007 43 2 208 219 8

2007–2008 38 2 211 218 12

2008–2009 57 0 217 227 17

2009–2010 45 2 228 239 13

Gray = pre-implementation years

USMLE—US Medical Licensing Examination

IMG—international medical graduate

* includes all scores released to program
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project was unfunded. Early retreats 
and ongoing meetings provided time 
for planning, implementation, and 
evaluation. Faculty and resident self-
study of key topics provided neces-
sary knowledge.

A final lesson learned was the 
impact of change fatigue. Given the 
ongoing efforts required by this mas-
sive undertaking, new external de-
mands for major change (such as 
PCMH certification and ACGME 
work hour changes) have been per-
ceived as more stressful and have 
resulted in more resistance from 
faculty, residents, and administra-
tive staff.

The value of our experience to 
others has the same limitations as 
all case studies. There is no control 
group, and the intervention is sub-
ject to historical and contextual bias. 
Our interpretations may be incor-
rect. Factors that led to our success 
may not be present at other institu-
tions. Nevetheless, while acknowl-
edging these limitations, we believe 
other residencies can benefit from 
our experience.

Overall, we believe the Majors 
and Masteries curriculum has been 
successful. Residents have chosen a 
wide range of Majors and Masteries, 
thus illustrating the broad range of 
interests typical of family medicine 
residents and supporting the concept 
of intentional diversification with 
advanced training options. Despite 
the uncertainty created by radical 

curriculum change, our program has 
maintained or improved the quality 
of applicants applying and entering 
the residency and received a 5-year 
accreditation. Based upon our ex-
perience, the Majors and Masteries 
curriculum model and the process 
we used to implement radical cur-
riculum change might be helpful to 
other programs considering curricu-
lum reform.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Mazzone, Waukesha Family 
Medicine Residency, 210 N.W. Barstow, #201, 
Waukesha, WI 53188. 262-548-6907. michael.
mazzone@phci.org.
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