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The primary care specialties of 
family medicine, general pe-
diatrics, and general inter-

nal medicine are actively engaged 
in residency redesign, driven by the 
need to transform their disciplines 
and adequately prepare physicians 
to practice in a changing health 
care environment.1-3 Others have 
suggested that transformation in 

particular must respond to the ef-
fort to improve quality of medical 
care, balance educational needs of 
learners with the service needs of 
institutions, and teach physicians to 
be lifelong learners.4-6 

Fourth-year medical students may 
be fearful about ranking programs 
that are experiencing substantial 
change because the educational 

redesigns may be perceived as of-
fering lesser educational value and/
or greater uncertainty than estab-
lished residency program designs. 
Fears about participating in inno-
vatively redesigned programs may 
result in a decrease in the quality 
and quantity of applicants or an in-
crease in positions filled after the 
Match (during the scramble). Ap-
plicants selected after the Match 
are more likely to leave programs 
early and/or to require remediation, 
which creates difficulties for pro-
gram management.  International 
medical graduates (IMGs) applicants 
selected in the Match are also more 
likely to leave their program early.7   

While each of the three primary 
care disciplines have different ini-
tiatives for curriculum change and 
innovation, a consistent theme for 
change in all three has been cus-
tomizing training for individual res-
idents rather than standard block 
educational designs that do not of-
fer flexibility.8,9 Specifically, the Aca-
demic Internal Medicine Education 
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BACKGROUND AND OBJECTIVES: Family medicine is actively 
engaged in residency redesign, but it is unclear how curricular in-
novation and restructuring of residency programs will affect their 
performance in the National Resident Matching Program (NRMP).

METHODS: The Preparing the Personal Physician for Practice (P4) 
Project is a residency redesign initiative of 14 family medicine 
residency programs. Applicant and Match data provided by P4 pro-
grams were analyzed to determine if Match performance improved 
between the pre- (2006–2007) and post- (2008–2010) P4 program 
years and were compared to national applicant and Match data 
obtained from Electronic Residency Application System (ERAS) 
data and the NRMP.

RESULTS: The mean number of US MD senior applicants per pro-
gram increased from 53 before P4 to 81 after P4 implementa-
tion. The mean number of applicants interviewed per program 
increased nearly 40% in the post-P4 period. The mean percent of 
positions filled in the Match increased from 72.6% before P4 to 
86.8% post-P4. Programs that implemented individualized training 
significantly improved the percent of positions filled in the Match 
compared to those that did not, 90% versus 83.  

CONCLUSIONS: In the family medicine P4 programs, innovations 
in residency curriculum, especially those with individualized train-
ing, appear to have a positive influence on student interest and 
program performance in the Match.
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redesign taskforce called for a central 
core of internal medicine training 
and then “increased resident-cen-
tered education beyond.”3 The Resi-
dency Review and Redesign Project 
R3P in pediatrics used almost the 
same language regarding pediatric 
training.10 

A controllable lifestyle and achiev-
ing a balance between work and 
leisure are increasingly important 
factors in the specialty choices of 
both female and male medical stu-
dents.11 A survey of pediatric resi-
dents, fellows, and early career 
physicians showed that for those 
who were generalists, geographic lo-
cation and lifestyle issues were the 
most important factors in choosing 
a residency program.8 Customized 
training matched with individual 
learner goals may lead to a greater 
sense of control over one’s education 
and aligns well with the anticipated 
needs of the next generation of phy-
sicians. This type of residency inno-
vation may be generating increased 
student interest in primary care.    

Previous studies have addressed 
whether the presence of rural train-
ing tracks or research requirements 
affect performance in the Nation-
al Resident Matching Program 
(NRMP).12,13 However, we know of 
no previous papers that have evalu-
ated how residency program Match 
performance is influenced by overall 
residency restructuring within a pro-
gram or group of programs. 

Family medicine’s Preparing the 
Personal Physician for Practice (P4) 
project was specifically designed to 
evaluate outcomes related to imple-
menting curricular change in resi-
dencies.14 Many but not all of the 
innovations implemented by the P4 
programs address training designed 
to provide care in the Patient-cen-
tered Medical Home (PCMH), the 
current name for redesigned high- 
performance primary care. Other 
innovations address changes in the 
length, structure, content, location 
of training, and expanded measure-
ments of competency. Several pro-
grams are implementing customized 
training as part of their innovations. 

We analyzed applicant and Match 
data for the 14 P4 programs before 
and after implementation of P4 to 
assess how characteristics of ap-
plicants and experiences with the 
Match differ among programs active-
ly engaged in residency redesign. We 
also compared how national Match 
performance data for family medi-
cine programs were changing during 
the same time period. We were spe-
cifically interested in individualized 
education because it was one of the 
most prevalent P4 innovations, pur-
sued by half of the programs, and 
it is an innovation suggested by all 
three primary care specialties. It is 
important to assess how students 
and applicants react to this particu-
lar curricular change. 

Methods 
The P4 Project
The P4 project is described in detail 
elsewhere.14 Briefly, the 14 partici-
pating programs represent a com-
parative case series of experiments 
involving a new model of residency 
education. A team from the Depart-
ment of Family Medicine at Oregon 
Health & Science University (OHSU) 
is overseeing the overall evaluation 
of the project. The selection process 
consisted of an initial letter of intent, 
followed by a detailed application for 
those programs selected to go on to 
the second stage of the application 
process. Selection criteria included 
the creativity of the innovations pro-
posed, residency program reputation 
and leadership, capacity to evaluate 
proposed innovations, sustainability, 
and financial viability. 

Data Collection and Management
All P4 programs and OHSU submit-
ted institutional review board (IRB) 
applications for their respective proj-
ects to their respective IRBs, and all 
received exemptions, waivers, or ap-
provals, depending on site-specific 
activities. OHSU received approval 
to receive data from sites and ana-
lyze it to achieve evaluation objec-
tives.

Data used in this study were as-
certained from multiple sources. 

Program-specific applicant data, 
number of interviews completed, and 
number of applicants ranked were 
collected from each of the 14 P4 resi-
dency programs using a spreadsheet 
designed for this purpose. Source 
documents included a combination 
of historical reports from the Elec-
tronic Residency Application Service 
(ERAS) and program records. Na-
tional applicant data were obtained 
from ERAS reports, including total 
applications, US MD senior applica-
tions, doctor of osteopathy (DO) ap-
plications, and international medical 
graduate (IMG) applications. 

Program-specific Match data 
were collected from each of the 14 
P4 residency programs similarly us-
ing historical NRMP reports and 
program records. National Match 
data were obtained from publica-
tions describing the family medi-
cine Match results for years 2006 
through 2010.15-19 Because avail-
able data from programs regarding 
these Match variables was unsta-
ble before 2006, we included these 
2 years only in our pre-P4 analyses.  
Match variables included number of 
positions offered in the Match, posi-
tions filled in the Match, positions 
filled before Match day outside the 
Match, positions filled through the 
scramble or added after Match day, 
and four categories of matched ap-
plicants (US MD seniors, DOs, IMG 
US citizens, and IMG non-US citi-
zens). The total number of first-year 
residents on July 1 in the 14 P4 pro-
grams broken down by the same four 
categories were obtained from the 
American Academy of Family Physi-
cians (AAFP) annual census of resi-
dency programs. National numbers 
of firstyear residents on July 1 were 
obtained from publications regarding 
the family medicine Match results 
for years 2006 through 2010.15-19 Pub-
lished Match data from the NRMP 
for all family medicine residencies 
includes only aggregate data such 
as the average number of applicants 
per program. Thus, we were not able 
to undertake statistical analysis of 
national data or to compare these 
data to those from the P4 programs. 
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National Match data are included 
in our paper for  comparative pur-
poses only. 

A program was considered to have 
individualized education if they had 
defined curricular tracks or a cus-
tomizable curriculum based on in-
dividual resident learning plans. 
Members of the evaluation team 
reviewed the curricular changes 
proposed by each program, and a 
consensus was reached as to wheth-
er this represented individualized 
education.

A track is a set group of experienc-
es with a defined focus in which resi-
dents could participate. For example, 
at one program, each resident spends 
7 months spread through their third 

and fourth year of residency in an 
area of personal passion or antici-
pated future practice need. Current 
tracks in that program are geriat-
rics/palliative medicine, academics/
leadership, global/community health, 
maternal/child health, integrative 
medicine, and behavioral medicine. 
Individualized learning plans were 
defined as a greater number of elec-
tive blocks that residents could use 
to address extra training needs; the 
most common choices in one pro-
gram were combinations of mater-
nity, rural, or global health care. 

All data were entered, checked for 
accuracy against a set of validation 
rules, recoded where necessary, and 
then housed in a secure relational 

database designed specifically for 
this purpose. The years 2006 and 
2007 were considered pre-P4 imple-
mentation, and 2008–2010 were con-
sidered post-P4 implementation. 

Analytic Methods
Descriptive statistics were used to 
characterize study variables accord-
ing to class size and program year. 
An indicator variable was used to 
subgroup data according to wheth-
er or not customized education was 
implemented as part of programs’ in-
novations. When only numeric data 
were available, we normalized data 
by converting these to percentiles 
and then treated the percents as con-
tinuous variables. When comparisons 

Table 1: P4 Residency Programs

Program

Mean #  
First-year Residents 

on July 1  
(Mean/Year) Pre-P4

Mean # 
First-year Residents 

on July 1 
(Mean/Year) Post-P4

Baylor HCHC Family Medicine Residency Program, Houston, TX 10 4.6

Cedar Rapids Medical Education Foundation, Cedar Rapids, IA 7 7

Christiana Care Health System Family Medicine Residency Program, 
Wilmington, DE 7 6

Hendersonville Family Medicine Residency Program, Hendersonville, NC 3 3.3

John Peter Smith Hospital Family Medicine Residency Program, Fort 
Worth, TX 22.5 22.3

Lehigh Valley Family Medicine Residency Program, Allentown, PA 6 6.3

Loma Linda University Family Medicine Residency Program, Loma Linda, 
CA 9 10

Middlesex Hospital Family Medicine Residency Program, Middletown, CT 7 6.3

Rochester University Family Medicine Residency Program, Rochester, NY 10 10

Tufts University Family Medicine Residency Program at Cambridge Health 
Alliance, Malden, MA 8 8

University of Colorado Family Medicine Residency Program, Denver, CO 8 8

University of Missouri-Columbia Family Medicine Residency Program, 
Columbia, MO 12 11.6

Waukesha Family Medicine Residency Program, Waukesha, WI 7.5 6.3

West Virginia University Rural Family Medicine Residency, Harpers Ferry, 
WV 4 5

Average of all programs combined (SD) 8.6 (4.6) 8.2 (4.7)

SD—standard devistion
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were made between the pre-P4 ver-
sus post-P4 period, data from the 2 
years prior to P4 (2006–2007) and 
the 3 years after P4 (2008–2010) 
implementation were collapsed to 
reflect a single assessment in each 
time period for data display. Analy-
sis of variance was used to assess 
changes in study variables between 
tile periods, taking into account the 
number of years of data contributing 
to each time period. All tests were 
two-tailed with alpha levels set at 
0.05.

Results
The number of residents in each P4 
program’s graduating class in the 
pre-P4 versus the post-P4 period is 
indicated in Table 1. Prior to P4 the 
average number of first-year resi-
dents per program was 8.6 (SD=4.6), 
and the range was 3–22. Table 2 il-
lustrates the applicant pool of P4 
residency programs in the 2 years 
prior to implementation compared 
to 3 years after. The mean number 
of US MD senior applicants per pro-
gram increased by 28 after P4 imple-
mentation. National numbers from 

the NRMP show an increase of seven 
for the same time period. Consistent 
with national trends, the number of 
international medical graduates (US 
and non-US citizens) doubled over 
the 5- year period, as did the mean 
number of applicants overall, both of 
which were statistically significant 
increases. The mean number of ap-
plicants interviewed per program 
increased nearly 40% in the post-P4 
period (P<.05). While the mean num-
ber of applicants ranked was 23% 
higher in the post-P4 period, this did 
not reach statistical significance. 

Table 2: Applicant Pool for Residency Match in P4 Programs Compared to National Data

Variable

Aggregated P4 Applicant 
Data (Mean/ 

Program/Year)   
Pre-P4

Aggregated P4 
Applicant Data 

(Mean/Program/
Year) 

Post-P4

Pre- 
Versus 
Post-P4

National  
ERAS† Data 

(Mean/Program)  
Pre-P4

National  
ERAS Data 

(Mean/Program)
Post-P4

Year 2006–2007 2008–2010 P Value 2006–2007 2008–2010

Mean # (SD) of 
US MD senior 
applicants

52.9
(28.2)

81.1
(50.9) .09

44.7
(2.2)

52.1
(3.6)

Mean # (SD) 
of osteopathic 
applicants

10.7
(11.8)

22.6
(17.7) .01

10.4
(0.5)

13.4
(2.2)

Mean # (SD) of 
IMG US citizen 
applicants 

108.7
(71.1)

277.1
(129.8) <.01 N/A N/A

Mean # (SD) of 
IMG non-US citizen 
applicants 

257.7
(162.5)

445.8
(293.6) .02 N/A N/A

Mean # (SD) of total 
IMG applicants 
(US and Non-US 
citizens)

366.3
(203.6)

722.9
(359.6) <.01

389.0
(78.8)

747.6
(141.6)

Mean # (SD) 
of number of 
applications

451.3
(216.7)

853.6
(394.7) <.01

443.4
(80.2)

812.7
(146.5)

Mean # (SD) 
of interviews 
completed

49.1
(31.1)

68.6
(35.8) .03 N/A N/A

Mean # (SD) of 
applicants ranked

47.2
(30.2)

58.2
(31.9)

0.16 N/A N/A

IMG—international medical graduate

† ERAS (Electronic Residency Application System) data presented here does not include Canadian medical school graduates.

SD—standard deviation

N/A—not available
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Table 3: Resident Match Variable Comparisons Before and After P4

Match Variables
P4 Programs 

Pre-P4 
P4 Programs 

Post-P4

Pre- 
Versus 
Post-P4

NRMP Data 
Pre-P4

NRMP Data 
Post-P4 

Year
2006–2007

(n=14)
2008–2010

(n=14) P Value
2006–2007

(n=459)
2008–2010

(n=451)

Mean number (SD) of positions offered in 
the Match 7.6 (5.0) 7.7 (4.9) .90 5.8 5.7

Mean number (SD) of positions filled outside 
the Match*  0.6 (0.9) 0.8 (1.2) .35 N/A N/A

Mean number (SD) of positions filled 
through the Scramble 1.7 (2.1) 0.6 (1.2) <.01 N/A N/A

Mean percent of positions (SD) filled in the 
Match 72.6 (31.5) 86.8 (25.9) .04 86.6 (2.3) 91.1 (0.4)

Mean percent (SD) of filled positions who 
were US MD seniors 65.3 (30.3) 61.2 (32.3) .60 41.9 (0.5) 43.9 (1.3)

Mean percent (SD) of filled positions who 
were DOs 7.8 (18.0) 15.2 (21.1) .17 9.8 (0.2) 11.0 (0.5)

Mean percent (SD) of filled positions who 
were IMG US citizens 5.7 (14.2) 12.1 (19.7) .15 14.0 (0.8) 17.6 (1.0)

Mean percent (SD) of filled positions who 
were IMG non-US citizens 19.7 (23.5) 10.8 (20.8) .11 24.1 (1.1) 19.2 (2.3)

NRMP—National Resident Match Program

*Before Match Day

N/A—not available

SD—standard deviation

Table 4: Characteristics of First-year Residents on July 1

Match Variables
P4 Programs 

Pre-P4 
P4 Programs 

Post-P4 
Pre- Versus 

Post P4
National 
Pre-P4 

National 
Post-P4 

Year
2006–2007

(n=14)
2008–2010

(n=14) P Value
2006–2007

(n=460)
2008–2010

(n=458)

Mean percent (SD) of year-1 residents 
who were US MD seniors

56.5 (29.4) 54.0 (31.1) 0.72 44.1 (1.1) 41.5 (2.2)

Mean percent (SD) of year-1 residents 
who were DOs

13.4 (20.4) 17.8 (16.2) 0.32 14.4 (1.9) 17.7 (0.7)

Mean percent (SD) of year-1 residents 
who were IMG US citizens

17.4 (25.9) 13.9 (17.9) 0.39 21.0 (2.1) 22.1 (1.1)

Mean percent (SD) of year-1 residents 
who were IMG non-US citizens

12.7 (16.7) 14.2 (27.3) 0.80 20.4 (0.9) 19.2 (2.3)

SD—standard deviation
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Table 3 illustrates Match data 
from 2006–2010 at P4 sites both be-
fore and after implementation and 
national data for the same time pe-
riod. The percent of positions filled 
in the Match was significantly high-
er post-P4 (72.6% versus 86.8%). In 
addition, there was a significant de-
crease in the mean number of posi-
tions filled through scrambling. The 
percent of positions filled by US 
MD seniors was higher for P4 sites 
compared to the national average, 
though this was the case for the en-
tire time period. Of note is that the 
percent of positions filled with osteo-
pathic physicians doubled between 
2006–2007 and 2008–2010, though 
the cell sizes for the analysis were 
too small to associate this with sta-
tistical significance.

Table 4 outlines the character-
istics of first-year residents at the 
start of each academic year at P4 
sites both before and after imple-
mentation and national data for the 
same time period. This analysis re-
vealed no significant differences in 
resident composition at the P4 sites 
before and after implementation of 
curricular changes. Representation 
of osteopathic physician and inter-
national medical graduate was lower 
in P4 sites than the national norms. 

Table 5 describes the Match data 
according to whether or not pro-
grams implemented individualized 
training with descriptive compari-
sons to national data for the same 
time period. The increase in the per-
cent of positions filled in the Match 
after P4 was significantly higher in 
the programs with individualized 
training innovations compared to 
those without this type of innova-
tion. The make-up of the applicant 
pool and the percent of US MD se-
niors were not significantly differ-
ent in programs with individualized 
training and those without. 

Discussion
At the start of the P4 program, many 
program directors expressed concern 
that engaging in large- scale curricu-
lar change might further reduce an 
already depleted pool of residency 

applicants. In our analysis of the 14 
P4 programs, innovations in fam-
ily medicine residency education 
did not have a negative impact on 
Match performance during the first 
3 years of such change. Rather, the 
P4 programs that are engaged in sig-
nificant curricular change attract-
ed more US MD senior applicants, 
interviewed and ranked more ap-
plicants, and filled their programs 
at higher rates after implementing 
their innovations. This is important 
because there is a vital need to de-
velop the primary care workforce 
with the skills needed to meet the 
nation’s expanding health care re-
quirements.  We will continue to col-
lect Match data about each of these 
programs throughout the 5-year 
span of the P4 program, and it might 
be that the program’s impact on the 
residency applicant process will be-
come clearer with time. Neverthe-
less, it is reasonable to assume that 
the greatest uncertainty about ma-
jor curricular change would be in the 
first 2 years. Residency programs 
that are considering redesigning 
should be heartened that substan-
tial and innovative curricular change 
can attract more US seniors, even 
during a time of declining student 
interest in primary care.20-22   

Individualized training redesign 
has altered both the content and 
process of residency education to 
accomplish breadth, while allowing 
individualized depth of training. The 
apparent appeal this has for appli-
cants may indicate their thoughtful-
ness about the kind of practice they 
want to join when their training is 
complete or it may indicate their de-
sire for flexibility in their programs 
so they can revise as their areas 
of interest develop. Regardless of 
the reason, individualized train-
ing allows programs to focus scarce 
resources and specific learning op-
portunities according to the goals of 
each resident. 

The Consensus Report of the Alli-
ance for Academic Internal Medicine 
Education Redesign Task Force indi-
cated that trainee-centered educa-
tional approaches are recommended 

to allow residents to explore career 
options in internal medicine and fo-
cus a portion of training to best meet 
their ultimate career goals.21 Partici-
pants of the Residency Review and 
Redesign in Pediatrics (R3P) Project 
affirmed that a “one-size” approach 
to pediatric residency training, even 
if substantially revised, cannot meet 
the needs of all trainees.22 If indi-
vidualized training options become 
an important part of residency pro-
grams, credentialing bodies would 
eventually need to change from time- 
or procedure-based counting systems 
to more emphasis on individual com-
petency assessments. 

 Within the broader context of 
education redesign in all of the pri-
mary care disciplines, the P4 proj-
ect is aligning residency training 
with the Patient-centered Medical 
Home model. For educational inno-
vations to succeed in advancing med-
ical education to better prepare the 
next generation of physicians, rigor-
ous evaluation designs and instru-
ments are needed.23-25 The measures 
of educational quality that flow from 
restructured training are likely to 
be different from those present in 
the current requirements. Educa-
tors who desire flexibility to re-de-
sign residency training must include 
meaningful assessment of the impact 
of program changes. Measuring the 
effect of innovation on student inter-
est and Match performance is one 
way of assessing program change.

A strength of this study is that we 
were able to include data from all 
14 P4 programs for several years so 
we could examine changes in trends 
over time, and we were able to in-
clude national data for descriptive 
comparisons over the same study pe-
riod. Weaknesses include that anal-
yses involving the small number of 
14 suffered from not enough statis-
tical power to determine the specific 
strengths of other curricular inno-
vations other than individualized 
training. A larger sample size would 
have provided more discrimination 
in this comparison. We were not able 
to assess whether changes for indi-
vidual programs were statistically 
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significant. Our study represents an 
observational case series design and 
is not an intervention study. As such, 
our analyses included tests of asso-
ciation and cannot infer any causal 
relationships.

In addition, only 14 programs are 
included in the P4 project, and these 
programs are not representative of 
the other family medicine residen-
cies engaged in residency redesign. 
The sample reflects a small per-
centage of the resident positions of-
fered nationally each year. The lack 
of representativeness is evident in 
comparisons between national data 
and the pre-implementation period, 
which indicates that many of the P4 
programs fared well in the Match be-
fore their participation in P4. Despite 
this limitation, the P4 programs do 
include a diversity of sizes, program 
types (university based and commu-
nity based), geographic regions, and 
settings (urban and rural).

Another limitation of this analy-
sis may be the length of our study 
period. We report on a 5-year period 
(2 years prior to the start of P4 and 

the first 3 years of P4 implementa-
tion), and our findings may be due 
to an increased awareness of the P4 
programs, which may not be sus-
tained over time, especially as oth-
er residencies develop innovations 
in training. 

The comparison of outcomes for 
programs that included individual-
ized training versus those without 
is confounded by the fact that ev-
ery program was engaging in other 
innovations as well. Applicant re-
sponse to these other changes could 
have affected our findings. The mere 
fact that programs are part of the 
P4 project garnered increased pub-
licity and attention. This increased 
attention may have contributed to 
changes in the applicant pool. One 
paper has suggested that when 
medical students rank residencies, 
academic recognition was less im-
portant than satisfaction of current 
residents, how much the program 
seems to care about trainees, how 
well the applicant would fit in, and 
geographic location.26  

A significant change in the process 
residency programs used to rank ap-
plicants would have affected our re-
sults regarding number of applicants 
ranked. Unfortunately, we were not 
able to track or assess whether in-
dividual programs made changes 
in their ranking processes over the 
study period.

Conclusions
The P4 project is the first of the res-
idency redesign initiatives to eval-
uate and report its applicant and 
Match performance outcomes re-
lated to innovation in curriculum. 
Innovation did not significantly 
worsen the number or type of appli-
cants, and performance in the Match 
showed a shift toward more US MD 
senior applicants and residents in 
family medicine programs engaged 
in significant curriculum redesign. 
Programs that included individual-
ized training in their innovations 
improved their performance in the 
Match. 

What is learned in family medi-
cine can help inform the efforts in 

Table 5: Trend in Match Data According to P4 Presence of Individualized Training

Variable

Individualized Training 
as Part of Innovations 

(n=7)

No Individualized 
Training as Part of 

Innovations 
(n=7)

P Value for 
Individualized 

Training 
Versus No 

Individualized 
Training National 

Year

Pre-P4

2006–
2007 

Post-P4

2008–
2010

Pre-P4

2006–
2007 

Post-P4

2008–
2010 P Value

Pre-P4

2006–
2007 

Post-P4

2008–
2010

Percent (SD) of all 
applications that were US 
MD seniors

12.1  
(7.0)

19.0 
(21.4)

12.1  
(9.3)

10.9  
(9.6) .25 19.7 (1.2) 15.5 (1.1)

Percent (SD)  of positions 
filled in the Match

72.5 
(23.4)

90.1 
(24.9)

72.9 
(38.5) 

83.5 
(27.1) .04 86.0 (2.3) 91.1 (0.4)

Percent (SD)  of filled 
positions who were US MD 
seniors

65.0 
(32.6)

68.5 
(32.2)

65.6 
(29.1)

53.5 
(31.3) .60 41.9 (0.5) 43.9 (1.3)

Percent (SD)  of year 1 
residents in July who were 
US MD seniors

49.1 
(34.3)

63.8 
(22.4)

57.7 
(33.2)

50.3 
(29.4) .74 44.1 (1.1) 41.5 (2.2)

With individualized training: Cedar Rapids, Christiana, JPS, Lehigh Valley, Tufts, Middlesex, Waukesha

Without individualized training: Baylor, Hendersonville, Loma Linda, Universities of Colorado, Missouri, Rochester, and West Virginia (rural) 

SD—standard deviation
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other disciplines and lead to im-
proved models of residency training 
tailored to meet the diverse career 
needs of individuals and expand our 
primary care workforce.
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