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Family medicine residency in 
Canada is on a strong footing, 
with 17 university-based pro-

grams offering broad-scope train-
ing that produces several hundred 
graduates each year. Graduates are 
recognized locally, nationally, and 
internationally as well-qualified 

family physicians. Yet there is no 
place for complacency. The demands 
upon family physicians are increas-
ing from the standpoint of expected 
standards of care, changing demo-
graphics, accountability frameworks, 
new models of care, and patients as 
consumers. Patients’ longstanding, 

relatively forgiving attitude has 
moved toward alarm about timely 
access to care, medical error, and 
safety.1 All stakeholders rightly ex-
pect the best and most appropriate 
education for family medicine resi-
dents, designed to produce the best 
possible family physicians who are 
prepared to adapt to an ever-chang-
ing environment. 

Despite the fact that close to half 
of all physicians in Canada are fam-
ily doctors, like many parts of the 
world, Canada has been producing 
an inadequate number of family phy-
sicians to respond to the needs of its 
growing, aging, and dispersed popu-
lation, and the number of medical 
students applying to family medicine 
residency programs is not sufficient 
to compensate.2,3 The reasons for this 
deficit are complex and cannot be 
solved by educational interventions 
alone. Family medicine programs 
must continue to be credible and 
forward-thinking to meet the needs 
of communities. With growing num-
bers of family physicians choosing to 
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BACKGROUND AND OBJECTIVES: Despite a record of excellence, 
Canadian family medicine residency programs must respond to 
the changing face of health care and the needs of the population. 
A working group was established by the College of Family Physi-
cians of Canada to review the current curriculum and make rec-
ommendations for change. 

METHODS: Literature reviews of current evidence regarding strat-
egies in postgraduate medical education were carried out, and 
recent developments in medical education internationally were 
studied. After recommendations for curriculum change were draft-
ed, workshops, presentations, and peer consultations were con-
ducted over a 4-year period to test ideas and obtain stakeholder 
feedback.

RESULTS: The core recommendation of the working group is: Res-
idency programs in family medicine are to establish a competen-
cy-based curriculum that is comprehensive, focused on continuity, 
and centered in family medicine—The Triple C Competency-based 
Curriculum. The working group developed a new framework for 
family medicine competency in Canada, CanMEDS-FM, to support 
the transition.  

CONCLUSIONS: The Triple C Competency-based Curriculum was 
developed to redesign Canadian family medicine residencies based 
on a solid rationale. Recommendations for curricular change, as 
well as the competency framework, CanMEDS-FM, have been ac-
cepted enthusiastically by stakeholders. Implementation and evalu-
ation phases are underway.
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focus their practices, Canadian medi-
cal educators have agreed that gen-
eralists may well be an endangered 
species, and action must be taken if 
the health care system is to meet its 
responsibility to society.4 Concomi-
tantly, family medicine has become 
increasingly mature as a discipline, 
with a heightened understanding of 
its importance within the health care 
system.5 

Medical education has also been 
burgeoning with an increasingly so-
phisticated research base that has 
enhanced our capacity to teach.  
Globally, competency-based educa-
tional systems have gained currency, 
as programs seek methods that are 
more accountable and strive to en-
sure certain outcomes for their grad-
uates.6-8 Findings and strategies from 
current research on effective learn-
ing, as well as new technologies and 
instructional innovations, must be 
considered in curriculum design.

Presently the length of residency 
training in family medicine in Cana-
da is 24 months, with ongoing debate 
about whether this offers sufficient 
time to achieve the necessary com-
petencies. Most learning is done in a 
rotation-based format that includes 
a minimum of 8 months of core 
family medicine as well as “off-ser-
vice” rotations in specialties such as 
medicine, pediatrics, and obstetrics. 
While off service, learning opportu-
nities are largely controlled by the 
departments who operate the clini-
cal service, and resident progress is 
determined by summative reports.

The development of expertise and 
professional identity requires repeat-
ed, deliberate practice and is fostered 
through authentic learning in rele-
vant contexts.9,10 Our programs must 
therefore be highly efficient, using 
the most effective educational meth-
ods to achieve desired outcomes in 
the short timeframe available. 

The Section of Teachers Council 
of the College of Family Physicians 
of Canada (CFPC) established the 
Working Group on Postgraduate 
Curriculum Review (WGCR) in 2006 
to reassess the current curriculum 

and make recommendations for 
change. This was the first formal 
review since 1995. This paper sum-
marizes the methods and findings of 
this group, describing its key recom-
mendations, organized as a “Triple 
C Competency-based Curriculum.”

Methods
Having determined the need for a 
formal review of postgraduate fam-
ily medicine education in Canada, 
the CFPC Section of Teachers Coun-
cil, along with the CFPC associate 
executive director of academic fam-
ily medicine, approached experts 
in family medicine education from 
across Canada to form the Working 
Group on Postgraduate Curriculum 
Review (WGCR). Six representa-
tives were selected based on their 
extensive and varied experience in 
postgraduate medical education, and 
two resident representatives were 
recruited from the CFPC Section of 
Residents Council (Table 1). All rec-
ommendations were to be submitted 
for approval by the CFPC Section of 
Teachers Council and Board of Di-
rectors.

A research librarian conducted 
searches of the major databases of 
peer-reviewed biomedical and edu-
cation literature, publications of the 
CFPC, and other national and inter-
national medical associations and 
specialized medical education and 
grey literature databases for rele-
vant trends in medical education and 
family medicine, including curricu-
lum development, competency-based 
education, family medicine-centered 
education, longitudinal/horizontal/in-
tegrated training, scope of practice, 
enhanced skills training, and clini-
cal domains of training. Additional 
literature searches were conducted 
on themes that emerged, including 
professional socialization, specific do-
mains of clinical care, and principles 
of family medicine. All search results 
were maintained in a Web-based re-
pository accessible by all group mem-
bers. 

Following discussion around 
trends in the literature and a review 

of the current curriculum, a consen-
sus was reached to consider signif-
icant revisions to the curriculum, 
including a move to a competency-
based design. In March 2007, the 
major themes were summarized as 
the importance of comprehensive 
care, continuity, and the centrality 
of family medicine to the training 
program. 

The WGCR communicated openly 
with key stakeholders (Table 2) to fa-
cilitate input and feedback through-
out the review process. A variety of 
techniques and forums were used to 
address the challenges of stakehold-
er heterogeneity and accessibility.  
Presentations and workshops were 
developed as communication tools 
to bring forward evolving concepts 
to groups of various sizes and back-
grounds, and individual stakehold-
ers were invited to attend WGCR 
meetings. 

Annual presentations and work-
shops at the Canadian Family Med-
icine Education Forum allowed for 
larger-scale ongoing dialogue with 
family medicine educators as the 
core recommendations were devel-
oped.   

Within the CFPC, meetings and 
workshops were held with groups 
representing residents, medical stu-
dents, undergraduate medical educa-
tors, and the accreditation process. 
Presentations were made to com-
mittees representing rural medical 
educators and consultant specialists 
from the Royal College of Physicians 
and Surgeons of Canada, the orga-
nization that assesses all residency 
programs outside of family medicine.

To ensure buy in from universi-
ty faculties of medicine, which are 
responsible for all residency pro-
grams in Canada, presentations and 
retreats were organized for family 
medicine residency program direc-
tors, department chairs of family 
medicine, and postgraduate medi-
cine deans. The chair of the work-
ing group was awarded the D. I. Rice 
Fellowship from the CFPC, which 
afforded opportunities to meet with 
family medicine faculty members 
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Table 1: Working Group on Postgraduate Curriculum Review Members, 
Demographics, and Relevant Experience (as of 2006)

Name Institution
Geographic 
Location Gender

Years in 
Clinical 
Practice

Years in 
Medical 

Education
Educational Involvement/

Expertise

David 
Tannenbaum 
(Chair)

University of 
Toronto

Toronto,
Ontario

M 26 23 • Director of Postgraduate 
   Education, Department 
   of Family and 
   Community Medicine

Jonathan Kerr
(Resident 
Representative)

Queen’s 
University

Belleville, 
Ontario

M 0 0 • Chair, CFPC Section of  
   Residents
• Member, CFPC Section 
   of Residents Council

Jill Konkin University of 
Alberta

Edmonton, 
Alberta

F 22 17 • Associate Dean, Rural 
   and Regional Health
• Council Member, Society  
   of Rural Physicians of 
   Canada
• Former Associate  
   Dean—Admissions and 
   Student Affairs

Andrew Organek
(Resident 
Representative)

McMaster 
University

Hamilton, 
Ontario

M 0 0 • Chair, Education 
   Subcommittee, CFPC 
   Section of  Residents
• Member, CFPC Section 
   of Residents Council
• Member, CFPC Board of  
   Examiners

Ean Parsons Memorial 
University
of 
Newfoundland

St. John’s,
Newfound-
land and
Labrador

M 23 20 • Former Member,  
   CFPC Examination and 
   Accreditation 
   Committees
• Former Assistant Dean, 
   CPD
• Former Postgraduate 
   Program Director

Danielle Saucier Laval 
University

Québec City, 
Québec 
Province

F 21 21 • Former Chair, CFPC 
   Section of Teachers 
• Former Postgraduate 
   Program Director
• Program coordinator 
   for the renewal to 
   a competency-based  
   program, Laval 
   University

(continued on next page)

from a number of the university 
sites, testing and gaining feedback 
on the curriculum reform recommen-
dations.

Through critical review of feed-
back from stakeholders, the WGCR 
was able to refine its vision, iden-
tify sources of resistance, and gain 

support. The three key directions of 
comprehensiveness, continuity, and 
family medicine-centered training 
were easily accepted both within 
the group and the stakeholder com-
munities. In contrast, consensus for 
a move to a competency-based cur-
riculum was achieved only after 

extensive review and discussion. 
With the development of a novel 
framework, and consultation with 
stakeholders surrounding logistics 
and implications, it became clear 
that this would be the most appro-
priate method to provide a renewed 
postgraduate curriculum. 
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The WGCR published an Inter-
im Report in March 2010,11 which 
presented 11 recommendations for 
change, all related to a Triple C 
Competency-based Curriculum.

Results  
Introducing the Triple C 
Competency-based Curriculum
The central message of the WGCR is 
that each family medicine residency 

program in Canada is to establish 
a competency-based curriculum 
that is comprehensive, focused on 
continuity, and centered in family 
medicine—the Triple C Competen-
cy-based Curriculum. The 11 main 
recommendations derived from the 
work of the group are listed in Table 
3, and more details are available at 
www.cfpc.ca/Triple_C.

Competency-based Curriculum
Competency-based educational pro-
grams define learning objectives by 
the intended outcome of training. 
The outcome is the acquisition of 
competencies that the learner must 
demonstrate by the completion of 
training to be granted certification. 
The degree to which a training pro-
gram is able to achieve the expect-
ed educational outcomes among its 

Table 2: Key Stakeholders for Family Medicine Postgraduate Education in Canada

Internal to College of 
Family Physicians of 
Canada (CFPC)

Section of Residents of the CFPC

Section of Medical Students of the CFPC

Undergraduate Committee, CFPC

Accreditation Committee, CFPC

Working Group on the Certification Process, CFPC

External to CFPC 
(Canada)

National Family Medicine Residency Program Directors

Conjoint Committee on Rural Medical Education, CFPC, and Society of Rural Physicians of 
Canada

Royal College of Physicians and Surgeons of Canada (RCPSC)

Chairs of Family Medicine and Postgraduate Deans from Canadian medical schools

Educators attending sessions at Family Medicine Education Forum and Family Medicine 
Forum (2008–2010)

External to CFPC 
(International)

World Organization of Family Doctors (Wonca) Europe (2009)

International Conference on Postgraduate Medical Education (2009)

Brazilian Congress of Family Medicine (2009)

Table 1: Continued

Name Institution
Geographic 
Location Gender

Years in 
Clinical 
Practice

Years in 
Medical 

Education
Educational Involvement/

Expertise

Elizabeth Shaw McMaster 
University

Hamilton, 
Ontario

F 23 13 •	 Postgraduate Program 
Director

•	 Executive Council 
Member, CFPC Section 
of Teachers

Allyn Walsh McMaster 
University

Hamilton, 
Ontario

F 27 27 •	 Chair, CFPC 
Accreditation 
Committee

•	 Chair, AFMC 
Committee on Faculty 
Development

•	 Assistant Dean, 
Program for Faculty 
Development

•	 Former Postgraduate 
Program Director
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learners can be used as an accredita-
tion tool by organizations responsible 
for setting and monitoring educa-
tional standards.1,7,8,12

In a competency-based curricu-
lum, the desired outcome drives 
the length and type of educational 
experience. Periodic assessment is 
conducted until a resident demon-
strates competence. The learners are 
primary actors in this approach and 
must demonstrate that they have ac-
quired the expected competencies.13 
To stay accountable to the public, 
providing a good learning environ-
ment that learners simply “pass 
through” should no longer suffice. 
Training time becomes a resource 
for instruction, not the organizing 
framework for education.10

Moving to a competency-based 
curriculum is the most fitting way 
to prepare future family physicians, 
in accordance with international ed-
ucational trends and societal expec-
tations. This option is well supported 
by educational theories and practical 
experience but does involve a funda-
mental paradigm shift. It recognizes 
that the development of professional 
competence is best achieved when 
learning occurs within a profession’s 
unique culture.14,15 It takes into ac-
count the complexity of professional 
practice,16 the necessity of becoming 
a reflective practitioner, and contrib-
utes directly to the development of 
professional identity.17 Thus, a pro-
found understanding of professional 
practice is an integral part of this 
world view. 

Various frameworks have been 
used to define competency in family 
medicine internationally and across 
Canada. After carefully review-
ing many of these frameworks, the 
WGCR decided to focus on those de-
veloped in the Canadian context, be-
lieving that these are better adapted 
to describing the roles of physicians 
as they are uniquely played out in 
Canada. CanMEDS-Family Medi-
cine (CanMEDS-FM) was developed 
by the WGCR, and approved by the 
CFPC in June 2009, as the official 
framework of required competencies 
for family medicine postgraduate ed-
ucation in Canada. 

CanMEDS-FM, a modification of 
the Royal College of Physicians and 
Surgeons’ CanMEDS 2005 frame-
work, reflects family physicians’ 

Table 3: Recommendations for a Triple C Competency-based Curriculum for Family Medicine Residency in Canada

1 The goal of training should be to produce family physicians who are competent to practice comprehensive, 
continuing care.

2 The scope of learning in family medicine should be comprehensive and defined by a set of competencies organized 
under the seven professional roles of the CanMEDS-FM framework.

3 Continuity should be an important principle in family medicine residency training:
   a. Continuity of patient and family care
   b. Continuity of education

4 A competency-based approach should be used to guide curriculum development and planning. Expected learning 
outcomes should be derived from CanMEDS-FM and related documents. Learning experiences should be designed 
with the explicit intent of assisting residents in the acquisition and demonstration of these competencies.

5 Acquisition of specific competencies should be assessed regularly, and the assessment process should be embedded in 
the curriculum. Promotion should depend upon achievement of competency rather than upon time in training.

6 Family medicine program planners should maintain ownership over all aspects of the curriculum to ensure that 
family medicine and family medicine-relevant experiences form the curriculum.

7 Experienced and skilled family medicine teachers, providing comprehensive care individually or as a group, should 
form the core of the educational faculty.

8 Residents should take enhanced responsibility for their learning and for demonstrating the acquisition of 
competencies.

9 The final performance of residents should be a shared responsibility between residency training programs and the 
residents themselves. This implies that programs should offer the full range of learning opportunities, that learning 
outcomes should be properly assessed, and that flexible, individualized training should be available to permit 
residents to acquire the expected competencies.

10 Most residents should achieve the expected learning outcomes of the core family medicine program within a 
24-month time frame; however, some will require a longer training period, which should be available when needed.

11 Enhanced skills training programs should be structured and operated in a manner that is consistent with the 
above recommendations. Skills in comprehensive, continuing care should be maintained during periods of extended 
training.

Recommendations submitted by the Working Group on Curriculum Review to the College of Family Physicians of Canada’s Section of Teachers 
Executive Committee in March 2010.
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general competencies. It is a broad 
and comprehensive description of 
family physicians’ roles in their work 
with patients, families, other health 
professionals, and communities. The 
terminology is intuitive, and fami-
ly physicians, learners in family 
medicine, and others will gain an 
appreciation for the breadth of the 
discipline, the depth of the skills re-
quired for effective practice, and the 
crucial importance of family medi-
cine as the foundation of health care 
for most individuals and families. 
CanMEDS-FM is available online 
at: http://www.cfpc.ca/Triple_C.

Comprehensiveness
Family medicine residency training 
programs must model comprehen-
siveness and train their residents to 
this standard. Postgraduate educa-
tion programs have a social contract 
to train physicians who meet com-
munity needs. There is little doubt 
that family physicians who provide 
comprehensive care are required. 
Starfield included comprehensive 
care as one of the six practice char-
acteristics linked to better health 
outcomes.5 

Residency and the first years in 
practice represent the steepest part 
of the family medicine learning 
curve, and the focus during this time 
must be on comprehensive family 
practice. The goal of residency edu-
cation is to allow residents to provide 
a prescribed level of comprehensive 
care upon graduation to meet soci-
etal needs, while understanding that 
learning will continue throughout 
practice. 

The WGCR reviewed several ef-
forts to define comprehensive care in 
the Canadian context,18-21 and sum-
marized the scope of practice within 
their report. 

Residency training in family medi-
cine must model the comprehensive 
care needed to maintain the rela-
tionships between patients and their 
family physicians and encourage res-
idents to adopt such a practice. Com-
prehensiveness of education, with 
repeated integration of competencies 

in a variety of settings, contributes 
to the ability to provide comprehen-
sive care.

Continuity
Continuity is key to the development 
of physicians whose practice is truly 
comprehensive. Family medicine res-
idency should therefore demonstrate 
continuity of both patient care and 
education. 

Continuity of patient care is a fun-
damental component of family med-
icine that improves physician and 
patient satisfaction, and more im-
portantly, patient outcomes.22-26 The 
benefits of continuity of care include 
increased efficiency of the visit(s), 
improved health outcomes, enhanced 
trust, and increased satisfaction for 
both patient and physician. Lack of 
continuity has been associated with 
higher morbidity, difficult consul-
tations, nonattendance, and an in-
crease of utilization of open-access 
clinics.27

Teaching continuity of care with-
in the time constraints of a residen-
cy program has many challenges, 
as it often requires multiple physi-
cian-patient encounters, consistent 
availability for patients, and time for 
reflection on these interactions. Lon-
gitudinal relationships between pa-
tient and learner afford significant 
advantages in learning about a pa-
tient’s response to illness over time, 
the natural history of disease, and 
the rewards of long-term relation-
ships with patients. Many programs 
attempt to address this through half 
days of family medicine clinic during 
non-family medicine learning experi-
ences, but these can create logistical 
challenges and do not address many 
aspects of continuity of care.28,29 Oth-
er strategies, such as the use of  lon-
gitudinal program structure, have 
the potential to ensure that resi-
dents experience the many facets 
and benefits of continuity of care. 

Continuity of education, both in 
supervision and the learning envi-
ronment, is equally important in a 
competency-based approach. Teach-
ing and assessment facilitated by a 

small core of primary preceptors con-
tributes to authentic assessment of 
learners over time. As trust builds 
between learner and teacher, the 
independence and autonomy of the 
learner increases in a safe, support-
ive environment.30 Continuity of the 
learning environment fosters both 
patient centeredness and learner 
centeredness31 and allows for more 
opportunities for continuity of pa-
tient care. While most research in 
this area has been in undergraduate 
medical education, it is applicable to 
family medicine postgraduate medi-
cal education. A shift to programs 
being centered in family medicine 
will increase the continuity of learn-
ing environment.

Centered in Family Medicine
In a family medicine-centered curric-
ulum, family medicine must be the 
focus of, and central to, learning. Res-
idency programs must be based pri-
marily in family medicine settings, 
using family physician teachers as 
role models. Some focused specialty 
experiences, designed to meet spe-
cific competencies, may be required 
to complement this primary train-
ing. Such a curriculum, which is of-
ten delivered longitudinally,  actively 
integrates all acquired skills and 
knowledge to the family medicine 
context. As family medicine training 
in Canada has evolved from the tra-
dition of the rotating internship, the 
notion that residents should spend 
the majority of their time in their 
own discipline is a novel one. Many 
programs currently rely on multi-
ple specialty rotational experiences, 
with residents spending more than 
half of their time outside of family 
medicine. This shift toward family 
medicine-centered training will have 
significant implications with regard 
to education resource needs within 
family medicine and to the availabil-
ity of family medicine residents to 
support clinical service requirements 
in certain specialty rotations. 

Position papers from Australia, 
the United Kingdom, and the Unit-
ed States have all emphasized the 
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importance of this educational fo-
cus,32-35 and evaluations of longitu-
dinal curricula at the undergraduate 
level suggest improved humanism, 
patient centeredness, and profes-
sionalism.36,37 Limited literature at 
the postgraduate level does show 
improvement in continuity and op-
portunities for developing strong pa-
tient-physician relationships.38,39

Sound educational theory also 
supports this direction. For residents 
to develop unique expertise related 
to complexity, uncertainty, and the 
centrality of the patient-physician 
relationship, they must train in envi-
ronments that provide opportunities 
for deliberate practice.40,41 Repeated, 
ongoing family medicine experiences 
permit exposure to role models and 
the development of a positive profes-
sional identify.42 Residents must be 
engaged in activities with direct rel-
evance to the acquisition of required 
competencies to maximize efficiency 
of training.

Discussion 
“Family physicians are skilled clini-
cians who provide comprehensive, 
continuing care to patients and 
their families within a relationship 
of trust. Family physicians apply and 
integrate medical knowledge, clinical 
skills, and professional attitudes in 
their provision of care. Their exper-
tise includes knowledge of their pa-
tients and families in the context of 
their communities and their ability 
to use the patient-centered clinical 
method effectively.”43

What began in 2006 as a review 
of family medicine postgraduate cur-
riculum, and an attempt to update 
and modernize the delivery of fam-
ily medicine education in Canada, 
rapidly evolved into a discussion of 
the very definition of a family phy-
sician’s work and the discipline of 
family medicine. Through review 
of international frameworks, and 
current literature, it is clear that 
despite the distinct communities 
served, family physicians, as well as 
family medicine educators, are facing 
many similar challenges worldwide. 

As competency frameworks are con-
text dependent, and are developed 
on the basis of local professional set-
tings44 and community needs, it is 
expected that the framework ad-
opted for family medicine in Cana-
da, CanMEDS-FM, will differ from 
other frameworks and should evolve 
over time.

With the current crisis facing gen-
eralism, the discipline of family med-
icine must seek to distinguish itself 
within the health care system. The 
descriptions within the CanMEDS-
FM Roles bring external clarity to 
the practice of family medicine in 
Canada and will play an important 
part in modeling family medicine 
for medical students, residents, and 
practicing family physicians. 

The Triple C Competency-based 
Curriculum was developed to em-
phasize the unique elements of 
family medicine. Continual engage-
ment and survey of stakeholders 
throughout its development result-
ed in strong support from across the 
country. The CFPC Undergraduate 
Committee was among the earliest 
to express excitement over the re-
lease of CanMEDS-FM and has al-
ready adapted this framework using 
level-appropriate competencies.45 The 
CFPC has established a task force 
for the implementation of the rec-
ommended curricular changes, and 
their work will continue to look at 
strategies to deliver and evaluate 
a Triple C Competency-based Cur-
riculum.

The constantly changing nature 
of the medical environment and the 
ever-evolving role of family physi-
cians in society—and, consequently, 
the changing content of training over 
time—make essential the creation of 
a process for reassessment, renewal, 
and periodic update for the compe-
tency framework.

Conclusions
The Triple C competency-based ap-
proach to family medicine residen-
cy education has been developed 
to train Canadian family medicine 
residents using the best available 

evidence in medical education, with 
CanMEDS-FM defining family med-
icine in the Canadian context. This 
document provides language that 
emphasizes the importance and 
contribution of family medicine in 
society. Accordingly, training in fam-
ily medicine should be provided in a 
way that is unique from other medi-
cal specialties. The recommendations 
brought forward by the WGCR serve 
to accomplish this. 

While dissemination of the 
WGCR’s recommendations has be-
gun through presentations, meet-
ings, and publications, further work 
will be required to assist programs 
with the implementation and on-
going evaluation of the curricular 
change. The early adoption and ex-
citement surrounding a move to-
wards a Triple C Competency-based 
Curriculum is promising, as Canada 
looks to respond to the health care 
needs of its population.

The Triple C Report is available 
at www.cfpc.ca/Triple_C.
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