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Scholarly Activity: Why?
“. . . poor self-image and a lack of research support have combined with physician
values to produce a subtle “anti-research” culture within family medicine.”
Katerndahl, 2002
•

Research and other scholarly activity
isolated
– Only 8.5% STFM members published
journal article in 1999 (Weiss, 2002)
– Among 869 family medicine research
authors in 1999-2000, only 10% were
from community residency programs
(Pathman, 2002)
– About ½ of programs produced
recognized research over 3-year
period (Young, 2006)
– Over 20% STFM members published
journal article in 2009 (Post, 2012)

•

Family medicine specialty choice
and interest in research (Senf, 2005)
– Students interested in family
medicine less likely:
• To have selected this
field of medicine because
of research interests
• To have participated in
research project during
medical school
• To plan on career
involving research

Scholarly Activity: Why?
• Patients receive only 54.9% of overall recommended care (McGlynn,
2003)

– Preventive care (54.9%)
– Acute care (53.5%)
– Care for chronic disease (56.1%)

Scholarly Activity: Why?

Scholarly Activity: Why?
Length of Training in Family Medicine
• Meeting the Challenge of Family Practice –
Willard Report, 1966

• . . . the minimum program, on the basis of
consecutive blocks of time, would require more than
3 years after medical school and 4 years would be
the more usual requirement. It should be understood
clearly that special competence in any of the
individual fields mention would require additional
training in that field. However, as described below,
the Ad Hoc Committee believes there is a more
efficient approach, which will permit an excellent
program to be presented in 3 years if circumstances
are favorable for this approach.

Scholarly Activity: Why?
IV.B. Residents’ Scholarly Activities
IV.B.1. The curriculum must advance residents’ knowledge of
the basic principles of research, including how research is
conducted, evaluated, explained to patients, and applied to
patient care. (Core)
IV.B.2. Residents should participate in scholarly activity. (Core)
IV.B.2.a) Residents should complete two scholarly
activities, at least one of which should be a quality
improvement project. (Outcome)
IV.B.3. The sponsoring institution and program should allocate
adequate educational resources to facilitate resident
involvement in scholarly activities. (Detail)

Introduction
1. Outstanding medical education optimally occurs in
an environment of outstanding patient care.
2. Quality of care we provide is very good and could
be better.
3. Quality of our medical education is very good and
could be better.
4. We can change and we want to get better.
. . . and to do so, we need to become both a
teaching and learning organization.

Introduction

Culture

Environment

Curriculum

• To successfully
implement scholarly
activity into your GME
program, these areas
will need to be
addressed
– Absence of constant and
persistent effort in any
area will make scholarly
activity difficult, if not
impossible

Culture
• Set of shared attitudes, values, goals, and practices
that characterizes an institution or organization
“Culture eats strategy for breakfast.”
Peter Drucker
• Part of mission and vision for your program.
Values

Customs

Attitudes

Beliefs

Culture
“The ongoing development of the specialty
and its need to contribute more substantially
to the body of medical and health systems
knowledge will depend on the growth of
research and a greater commitment to a
culture of inquiry in family medicine.”
Future of Family Medicine Report
“Perhaps our culture of teaching is itself a major part of our problem.
Instead of defining ourselves as teachers, we might reconsider our
academic identities to be defined by learning. If family medicine were
to create a culture of inquiry to augment our culture of teaching,
things might look very different to our students and residents. Our
students and residents would learn less from us, instead of learning
with us as we invent the future, improving both the care we provide
and the education we need.”

Introduction

“In times of change, learners
inherit the earth while the
learned find themselves
beautifully equipped to deal with
a world that no longer exists.”
-Eric Hoffer

Introduction
To change a culture change, you need to . . .
• Set mission and vision
• Communicate, communicate, communicate . . .
• Balance subjective and objective
Without turmoil and commotion, there is no growth.
Without turmoil and commotion, there is no change.
Without turmoil and commotion, there is no improved performance.
-Anonymous
The road to success is not doing one thing
100 percent better, but doing 100 things
one percent better.

Environment
Circumstances, objects, or conditions by which one is
surrounded

Common Program Requirements
(ACGME)
The Learning and Working Environment
• Residency education must occur in the context of a learning
and working environment that emphasizes the following
principles:
– Excellence in the safety and quality of care rendered to patients by
residents today
– Excellence in the safety and quality of care rendered to patients by
today’s residents in their future practice

• Excellence in professionalism through faculty modeling of:
– the effacement of self-interest in a humanistic environment that
supports the professional development physicians
– the joy of curiosity, problem-solving, intellectual rigor, and discovery

• Commitment to the well-being of the students, residents,
faculty members, and all members of the health care team

ACGME Core Competencies
•
•
•
•
•
•

Practice-Based Learning and Improvement
Patient Care and Procedural Skills
Systems-Based Practice
Medical Knowledge
Interpersonal and Communication Skills
Professionalism

Quality Improvement
• Provides common
sense approach to
quality health care
• Manages human
performance using
systemic, data-driven
and integrated
approach
• Provides a structure for
self-directed learning
and improvement

• What are we trying
to accomplish?
• How will we know
that change is
improvement?
• What changes can
we make that result
in improvement?

Research
FINER* mnemonic
• Framework used for formulating research questions

• F – feasible
• I – interesting
• N – novel
• E – ethical
• R – relevant

High Quality Patient Care
“Consistently contributes to the
Timely - Reducing waits / harmful delays
improvement and maintenance of
Efficient - Avoiding waste
Equitable - Providing care that does not vary quality and/or duration of life.”
AMA
in quality because of personal characteristics
Safe - Avoiding injuries from care
“Doing the right thing, at
Effective - Providing services based on
the right time, in the right
scientific knowledge
way, for the right person
Patient centered - Providing care that is
– and having the best
respectful of and responsive to individual
possible results.”
patient preferences, needs, and values
US Agency for Healthcare
Crossing the Quality Chasm: A New Health
Research and Quality
System for the 21st Century 2001
(AHRQ)
“Degree to which health services for individuals and
populations increase the likelihood of desired health
outcomes and are consistent with current professional
knowledge.”
IOM

High Quality Medical Education

Hoekzema GS, Maxwell L, Gravel JW, Mills WW, Geiger W. The Residency Performance Index: An Effort at Residency Quality
Assessment and Improvement in Family Medicine. J GME 2014; 6(4):756-759.

Quality Improvement
• Not my patient
• Data inaccurate
• My patients more complicated
• I provide great care/medical
education
• Feedback is:
• a gift
• not personal

• Everyday is school day!

Curriculum
• Set of courses constituting an area of
specialization
Knowledge

Attitude

Skills

Learning and Improvement
Active
Experimentation
(planning/trying
out what you have
learned)

Concrete
Experience
(doing/having an
experience)

Abstract
Conceptualization
(concluding/
learning from the
experience)

Reflective
Observation
(reviewing/
reflecting on the
experience)

David Kolb’s Experiential Learning

Scholarly Activity in GME
• Characteristics of successful
programs (Seehusen, 2009)
–
–
–
–
–
–

Faculty mentors
Formal research curriculum
Forum to present projects
Technical assistance
Dedicated research time
Funding support

• Lessons learned

(Diaz, 2010; Carek, 2011)

– Structured Curriculum
• Goals / Objectives
• Time allotment
• Accountability

– Faculty/Mentors

• Role-modeling
• Expertise
• Time

– Persistence
– Patience
– Support of leadership
• Emotional
• Financial

– Forum for presentation

Clinical Scholars Program
• Faculty mentors
• Structured curriculum

• July/August/September

• Educational activities
• Project initiation with concept paper

• October/November
• IRB submission

• December/January/February/March
• Data collection

• April/May

• Data analysis
• Abstract submission/Dissemination preparation

• June

• Presentations

Clinical Scholars Program

Ann Fam Med January 1, 2008 vol. 6 no. suppl 1 S28-S32

Clinical Scholars Program

Low Intensity
INR (2 – 3)

INR
< 1.5

INR
1.5 – 1.9

Extra dose(s)
and/or
increase
weekly dose
by 10 – 20%
RTC in 1-2 weeks

Extra dose(s)
and/or
increase
weekly dose
by 5 – 15%
RTC in 2-4 weeks*

INR
2-3

INR
3.1 – 4.0

INR
4.1 – 5.0

No change
RTC 4-6 weeks

Hold dose
and/or
decrease
weekly dose
by 5-15%
RTC in 2-4 weeks*

Hold dose(s)
and/or
decrease
weekly dose
by 15-20%
RTC in 1-2 weeks

INR
>5.0

Hold dose(s)
and/or
decrease
weekly dose
by 15-20%
RTC within 1 week

Addressing hospital readmissions:
Impact of Weekly Review
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Fam Med 2016;8(48):638-41.

Clinical Scholars Program
Academic productivity
• Presentations
• State – 65
• National/International –29
• 1st Place, AAFP Resident Scholars Competition
• Distinguished Paper, STFM Annual Meeting 2011

• Peer Reviewed Publications - 23

“By expanding participation in scholarly
activity to all family medicine residents and
residency programs, resident education will be
enhanced as they develop critical thinking and
patient care skills, skills necessary for family
physicians to practice high quality, evidencedbased medicine on an individual basis with
their patients.” “While the impact of scholarly activity on critical
thinking and patient care skills and the
understanding of the medical literature is not
clearly understood, these skills are integral to the
development of physicians and vital to their
ability to practice medicine in the future.”

“What has been most relevant for me was
learning how to learn and use critical thinking to
adapt to what almost certainly will be a more
and more rapidly evolving field of knowledge
and practice in the future.”
Randy Longenecker, MD

Importance of Scholarly Activity in Family Medicine
– Improve patient care and medical education
• Both research and quality improvement
• “Outstanding medical education can only occur in an environment
of high quality patient care.”

– Shape and promote individual family physicians and
discipline
– Develop critical thinking skills
Create “culture of inquiry” through critical thinking
• Become a learning community

“High quality medical education can only occur
in an environment of high quality patient care.”
When it comes to providing high
quality patient care and medical
education:
“Culture beats strategy;
Environment beats location;
Attitude beats skills.”

