
123

Lee B. Lu
Robert J. Fortuna
Craig F. Noronha
Halle G. Sobel
Daniel G. Tobin
Editors 

Second Edition

Leading 
an Academic 
Medical Practice



Leading an Academic Medical Practice



Lee B. Lu • Robert J. Fortuna 
Craig F. Noronha • Halle G. Sobel 
Daniel G. Tobin
Editors

Leading an Academic 
Medical Practice

Second Edition



ISBN 978-3-031-40272-2    ISBN 978-3-031-40273-9 (eBook)
https://doi.org/10.1007/978-3-031-40273-9

© The Editor(s) (if applicable) and The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2023
This work is subject to copyright. All rights are solely and exclusively licensed by the Publisher, whether 
the whole or part of the material is concerned, specifically the rights of translation, reprinting, reuse of 
illustrations, recitation, broadcasting, reproduction on microfilms or in any other physical way, and 
transmission or information storage and retrieval, electronic adaptation, computer software, or by similar 
or dissimilar methodology now known or hereafter developed.
The use of general descriptive names, registered names, trademarks, service marks, etc. in this publication 
does not imply, even in the absence of a specific statement, that such names are exempt from the relevant 
protective laws and regulations and therefore free for general use.
The publisher, the authors, and the editors are safe to assume that the advice and information in this book 
are believed to be true and accurate at the date of publication. Neither the publisher nor the authors or the 
editors give a warranty, expressed or implied, with respect to the material contained herein or for any 
errors or omissions that may have been made. The publisher remains neutral with regard to jurisdictional 
claims in published maps and institutional affiliations.

This Springer imprint is published by the registered company Springer Nature Switzerland AG
The registered company address is: Gewerbestrasse 11, 6330 Cham, Switzerland

Paper in this product is recyclable.

Editors
Lee B. Lu
Baylor College of Medicine
Houston, TX, USA

Craig F. Noronha
Boston University Chobanian & Avedisian 
School of Medicine
Boston, MA, USA

Daniel G. Tobin
Yale University School of Medicine
New Haven, CT, USA

Robert J. Fortuna
School of Medicine and Dentistry
University of Rochester
Rochester, NY, USA

Halle G. Sobel
Larner College of Medicine
University of Vermont
Burlington, VT, USA

https://doi.org/10.1007/978-3-031-40273-9


v

Foreword

The Society of General Internal Medicine (SGIM) is delighted to endorse the second 
edition of Leading an Academic Medical Practice. The inspiration for this important 
book began in 2002 as a grassroots effort among members of the SGIM Medical 
Resident Clinic Directors’ Interest Group for a formal “orientation handbook.” The 
handbook was shared internally among members and was so well received that many 
pushed for its growth and expansion. With the collaborative effort of our members, 
the first edition of this book was published by Springer in 2018. The first edition of 
Leading an Academic Medical Practice was highly popular among the academic 
medicine community, in part for its pragmatic focus and evidence-based approach. 
Its success stems from how it addresses the increasing complexity of the academic, 
regulatory, clinical, and administrative aspects of care delivery in outpatient aca-
demic medicine that many academic internists face. Beginning in 2021, SGIM mem-
bers Lee B. Lu, Robert J. Fortuna, Craig F. Noronha, Halle G. Sobel, and Daniel 
G. Tobin once again led the effort to produce the second edition of this valuable book. 
Over 70 SGIM members, all practicing academic general internists, contributed to 
the authorship of this edition. New chapters in this second edition of Leading an 
Academic Medical Practice include telemedicine, crisis management, social justice, 
diversity, bias, and healthcare advocacy. The second edition provides valuable clini-
cal and educational guidance to any individual academic faculty who lead and teach 
in outpatient general internal medicine clinics alongside peers, learners, and patients.

This book is not an “official” statement of practice standards from the 
SGIM. However, the writing and editorial process involved extensive peer review 
and represents the culmination of years of work from the authors and editors in col-
laboration with Springer and members of the SGIM.

About SGIM: SGIM is an international medical society of over 3000 physicians who 
represent the general internal medicine faculty of medical schools and teaching hospi-
tals in the United States as well as Canada, Europe, South America, and Asia. SGIM 
members teach medical students, residents, and fellows. They also conduct research 
intended to foster comprehensive coordinated care of patients across ambulatory and 
hospital settings, including preventive measures and treatment services. Please learn 
more about SGIM’s mission and activities by visiting us online at http://www.sgim.org/.
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Preface

Academic medical practices play a vital role in resident education, patient care, and 
medical scholarship. In addition, they are uniquely positioned to serve as a beacon 
for clinical excellence and educational innovation.

Leading an academic medical practice is also uniquely demanding and has 
become increasingly complex over time. Medical directors for academic medical 
practices must simultaneously become expert clinicians, administrators, and educa-
tors, and they need to use these skills to mobilize resources and engage a wide array 
of stakeholders. Meeting the needs of graduate medical education programs while 
caring for patients, engaging in academic scholarship, overseeing clinical opera-
tions, spearheading population health initiatives, and safeguarding the financial 
health of a practice is no easy task.

Recognizing this challenge, in 2015, a small group of physician leaders and aca-
demic medical directors from the Society of General Internal Medicine joined 
together to create a “how-to” guide for medical directors and academic clinicians 
across the country. After recruiting a remarkable collection of academic physician 
experts as authors, this group compiled their collective experiences, best practices, 
and clinical workflows into the first book of its kind to address this need. The first 
edition of Leading an Academic Medical Practice was published in 2018.

Since that time, much has changed. COVID-19 forced academic medical prac-
tices to rapidly adapt to the realities of the pandemic, which impacted patients, 
physicians, and trainees in profound ways. Relatedly, the rise of telehealth, a shift-
ing regulatory landscape, new billing rules, and evolved best practices in care deliv-
ery all required a new and updated exploration of the unique needs of academic 
medical practices. In this milieu, the second edition of Leading an Academic 
Medical Practice was born. More than just an update, this new edition of our book 
dramatically expands on the first edition and adds new content that is especially 
relevant to the academic medical practice of today.

As editors for this project, we also want to acknowledge the impact that the 
COVID-19 pandemic had on our authors and contributors. Several of our authors 
overcame profound personal and family health crises while writing for the book, 
and we are immensely grateful for their resilience and dedication. Sadly, while this 
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book was in production, we also lost one of our co-authors, Dr. Laura Whitman, 
after a long illness. Laura was a tremendously talented, kind, and beloved clinician- 
educator and medical director at Yale University, and we are privileged and grateful 
for her contributions to our book.

Finally, this book would not have been possible without the support from our 
families, and we want to acknowledge the love and support they have given us. Bich 
Nguyen, Christopher Nguyen, Jonathan Nguyen, Janice Fortuna, Katelyn Fortuna, 
Allison Fortuna, Ansu Noronha, Elizabeth Noronha, Maria Noronha, Cecilia 
Noronha, Mark Kautzman, Francis Kautzman, Melissa Held-Tobin, Rebecca Tobin, 
and Jack Tobin—thank you for putting up with our many long nights of work!

It is our hope that this book will serve as a foundation for medical directors and 
leaders of academic practices across the United States. This was a labor of love, and 
we hope that it helps you to take the next step in your journey.

Houston, TX, USA Lee B. Lu  
Rochester, NY, USA  Robert J. Fortuna  
Boston, MA, USA  Craig F. Noronha  
Burlington, VT, USA  Halle G. Sobel  
New Haven, CT, USA  Daniel G. Tobin  

Preface



ix

Part I  Clinic Director and Faculty

 1   Clinic Director Roles and Expectations  . . . . . . . . . . . . . . . . . . . . . . . .    3
Halle G. Sobel and Mark E. Pasanen

 2   Supervising and Supporting Faculty . . . . . . . . . . . . . . . . . . . . . . . . . . .   11
Alaka Ray, Priya Radhakrishnan, and Joyce Wipf

 3   Faculty Recruitment and Retention  . . . . . . . . . . . . . . . . . . . . . . . . . . .   27
Mohan Nadkarni and Ira Marie Helenius

Part II  Operational Management

 4   Academic Scheduling Models: Challenges and Solutions . . . . . . . . . .   41
Craig F. Noronha, Mamta K. Singh, and William G. Weppner

 5   Management of Refills and Electronic Medical Record  
in-Basket Messages . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   57
Chad Henson Martins, Elizabeth Bowles, and M. Danielle King

 6   Maximizing Continuity in Resident Clinic . . . . . . . . . . . . . . . . . . . . . .   67
William G. Weppner, Reena Gupta, and Robert J. Fortuna

Part III  Resident Clinic Requirements and Expectations

 7   Outpatient Billing and Coding and Center for  
Medicare & Medicaid Services Billing Rules . . . . . . . . . . . . . . . . . . . .   77
Lee B. Lu, Scott V. Joy, and Jeannine Z. Engel

 8   ACGME Requirements and Accreditation Issues . . . . . . . . . . . . . . . .  113
Craig F. Noronha and Mark E. Pasanen

 9   Resident Clinic Orientation and Expectations . . . . . . . . . . . . . . . . . . .  123
Emily Fondahn and Daniel S. Kim

Contents



x

 10   Resident Milestones, Assessments, and Feedback . . . . . . . . . . . . . . . .  137
Craig F. Noronha, Jillian Catalanotti, and Mia Marcus

 11   Academic Year-End Resident Panel Transfer: Models,  
Methods, and Best Practices  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  157
Lisa Ochoa-Frongia, Lee Bach Lu, and Anne Rosenthal

Part IV  Telehealth & Telemedicine

 12   History and Overview of Telehealth  . . . . . . . . . . . . . . . . . . . . . . . . . . .  169
Syed N. Imam and Anna Rubin

 13   Telemedicine Clinical Workflow  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  179
Katherine Otto Chebly and Catherine Anne Varnum

 14   Telemedicine in Medical Education . . . . . . . . . . . . . . . . . . . . . . . . . . . .  195
Dianne L. Goede and Sarai Ambert-Pompey

Part V  Pain and Substance Use Disorders

 15   Establishing an Integrative Chronic Pain Management Clinic  
Within an Academic Medical Practice  . . . . . . . . . . . . . . . . . . . . . . . . .  211
Meroë B. Morse, Alicia Carrasco, and Daniel G. Tobin

 16   Safe Opioid Prescribing and Controlled Substance Policies . . . . . . . .  233
Daniel G. Tobin and Ernie-Paul Barrette

 17   Leading a Substance Use Disorder Clinic . . . . . . . . . . . . . . . . . . . . . . .  255
Carolyn A. Chan, Jeanette M. Tetrault, and Stephen R. Holt

Part VI  Curriculum, Education, and Scholarship

 18   Ambulatory Curriculum Design and Delivery for Internal  
Medicine Residents . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  277
Margaret C. Lo, Alia Chisty, and Emily Mullen

 19   Medical Students in Clinic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  309
Kelly White, Achilia Morrow, and Marla Tschepikow

 20   Scholarship in Clinic . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  329
Louisa Whitesides and Jillian Catalanotti

Part VII  Social Justices, Diversity, Bias, and Healthcare Advocacy

 21   Structural and Social Determinants of Health . . . . . . . . . . . . . . . . . . .  343
Iman Hassan, Alia Chisty, and Thuy Bui

 22   Institutional Racism . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  357
Thuy Bui and Alia Chisty

Contents



xi

 23   Nurturing a Culture of Diversity and Inclusion in Resident  
Clinic  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  377
Vandana Khungar, Laura Whitman, and Inginia Genao

 24   Healthcare Advocacy and Social Justice . . . . . . . . . . . . . . . . . . . . . . . .  387
Tracey L. Henry, Amber-Nicole Bird, and Sarah Candler

Part VIII  Population Health, Quality Improvement and Patient Safety

 25   Population Health Management for Residents. . . . . . . . . . . . . . . . . . .  403
Robert J. Fortuna and Halle G. Sobel

 26   Dashboards to Support Academic Practices . . . . . . . . . . . . . . . . . . . . .  413
Robert J. Fortuna, Gail Berkenblit, and Halle G. Sobel

 27   Management of Patients with Complex Needs . . . . . . . . . . . . . . . . . . .  423
Jeremy A. Epstein and Lisa Ochoa-Frongia

 28   Strategies for Optimizing Patient Satisfaction in an  
Academic Medical Practice  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  433
John S. Clark

 29   Quality Improvement Projects and Indicators . . . . . . . . . . . . . . . . . . .  445
Emily Fondahn and Peter McDonnell

 30   Patient Safety in an Academic Medical Practice . . . . . . . . . . . . . . . . .  457
Emily Fondahn, Claire Horton, and Natalie Baumann

Part IX  Models of Care Delivery

 31   Hospital Based Clinics  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  477
Emily Mullen and Jason Worcester

 32   Patient Centered Medical Home . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  485
Priya Radhakrishnan

 33   Federally Qualified Health Centers . . . . . . . . . . . . . . . . . . . . . . . . . . . .  495
Shwetha Iyer, Mary Gover, and Magni Hamso

 34   Veterans Affairs Continuity Clinics . . . . . . . . . . . . . . . . . . . . . . . . . . . .  511
Rebekah Kaplowitz and Himabindu Kadiyala

Part X  Crisis Management, Trauma Informed Care, Burnout and Wellness

 35   Crisis Management: The Pandemic  . . . . . . . . . . . . . . . . . . . . . . . . . . .  525
Leslie Harris Jr, Juhee C. McDougal, and Louisa Whitesides

 36   Managing Patients in Crisis in the Outpatient Medical Setting . . . . .  535
Kimberly Parks, Joslyn Fisher, and Elizabeth McCord

Contents



xii

 37   Addressing Disruptive Patient Encounters:  
A Trauma-Informed, Equity-Focused Approach . . . . . . . . . . . . . . . . .  553
Stacie Schmidt, Elizabeth Norian, and Stan Sonu

 38   Burnout and Steps Toward Wellness . . . . . . . . . . . . . . . . . . . . . . . . . . .  575
Amy Sheer, Nischal Narendra, and Sharon Aroda

  Index . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  589

Contents



Part I
Clinic Director and Faculty



3© The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2023
L. B. Lu et al. (eds.), Leading an Academic Medical Practice, 
https://doi.org/10.1007/978-3-031-40273-9_1

Chapter 1
Clinic Director Roles and Expectations

Halle G. Sobel and Mark E. Pasanen

 Introduction

The clinic director plays an instrumental role in a successful clinic experience for 
trainees, faculty, staff, and patients. This chapter provides an overview of the gen-
eral expectations and qualifications of an academic medical clinic director. The 
responsibilities of a clinic director will be reviewed including the clinical, academic, 
quality improvement, and administrative missions. Lastly, the relationship between 
the clinic director and health care administration will be discussed as this can pres-
ent both challenges and opportunities for the clinic director as well as the overall 
clinical environment.

Outline
• Background
• Overview of clinic director role

 – General expectations
 – Qualifications

• Principal responsibilities

 – Clinical mission (clinical operations)
 – Academic mission (residency program, resident/medical student education)
 – Quality mission
 – Administrative mission

H. G. Sobel (*) · M. E. Pasanen 
Division of General Internal Medicine, Department of Medicine, University of Vermont 
Medical Center/Larner College of Medicine at the University of Vermont,  
Burlington, VT, USA
e-mail: Halle.sobel@uvmhealth.org; Mark.pasanen@uvmhealth.org

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-40273-9_1&domain=pdf
https://doi.org/10.1007/978-3-031-40273-9_1
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• Working with health care administration
• Conclusion

 Background

The ambulatory clinic is a critical learning venue for internal medicine residents to 
master the skills necessary to provide outstanding care in the outpatient clinic. The 
resident clinic director plays an important role, with responsibility for oversight of 
the clinical and educational missions for residents while assuring a supportive learn-
ing environment. In addition, the clinic director must work closely with faculty and 
staff, helping navigate the inherent challenges of care delivery in a teaching clinic. 
Every ambulatory clinic director should strive to foster a resident training experi-
ence that will help residents gain the knowledge and skills necessary to practice 
independently in an outpatient setting and within an inter-professional team. This 
includes making sure that residents have sufficiently broad exposure to allow for 
skill development in varied areas of medicine, including acute care, chronic disease 
management, preventative care, mental health care, substance use disorder care, 
population management, and practice improvement. The clinic director must keep 
up with the changing and challenging landscape of medicine and be a champion of 
quality improvement and patient safety. This typically involves understanding the 
patient-centered medical home (PCMH) and National Committee of Quality 
Assurance (NCQA) standards that apply to primary care settings [1]. The clinic 
director works closely with the entire clinic staff to create a positive experience for 
residents that balances the education and service needs [2]. He/she serves as a liai-
son to the residency program director and the residency administrative team [3].

 Overview of the Clinic Director Role

 General Expectations

In addition to the responsibility of overseeing the resident experience and caring for 
patients, the resident clinic director may have a variety of other roles. These may 
include serving as the clinic’s medical director, academic roles in residency leader-
ship (such as associate program director, primary care program director, or core 
faculty), or other clinic and/or educational leadership positions. Because this role is 
not consistently defined, the salary support and protected time vary from institution 
to institution.

H. G. Sobel and M. E. Pasanen
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 Qualifications

Clinic directors are expected to be certified by either the American Board of Internal 
Medicine (ABIM) or the American Osteopathic Board of Internal Medicine 
(AOBIM) [3]. It is good practice for the resident clinic director to have significant 
experience in outpatient resident precepting, previous participation in resident edu-
cational conferences, and strong leadership skills. In addition, it is important that 
this individual has excellent communication and problem-solving skills to handle 
daily issues. Experience in curricula development, resident assessment, quality 
improvement, panel management, and primary care research are also desirable 
traits. However, recruiting additional faculty members for these tasks is often neces-
sary, making strong organizational skills essential [4]. The ability to engage with 
residents, staff, and patients effectively and productively in response to concerns 
about the resident clinic is another important attribute. Patient and resident physi-
cian continuity [5] (see Chap. 6) is important for the resident experience, and team- 
based care can enhance the resident experience [6].

From an administrative standpoint, he/she will frequently meet with program 
administration to ensure that patient care and educational goals are aligned and that 
all Accreditation Council for Graduate Medical Education (ACGME) requirements 
are being met (see Chap. 8) [7]. This will often involve active engagement in the 
residency infrastructure, including potential participation in Program Evaluation 
and Clinical Competency committees. He/she will also collaborate with faculty and 
the section chief to make sure that the expected work relative value units (wRVUs) 
and educational value units (EVUs) are well understood and appropriate (see 
Chap. 3).

 Principal Responsibilities

 Clinical Mission

During the academic year, the clinic director or delegate begins each year by orient-
ing the new first-year residents to the clinic. Residents meet the staff and become 
familiar with both the structure and the day-to-day operations of the clinic. Although 
residents learn the majority of the clinic processes once they start seeing patients in 
the clinic, they clearly benefit from a well-organized orientation. This often includes 
arranging for additional electronic health record training that may not be part of the 
overall graduate medical education (GME) orientation and focuses on outpatient 
workflows (in-basket management, result notifications, ordering durable medical 
equipment, etc.). Some programs choose to have ambulatory intern “boot camps” to 
orient residents to the clinic [8]. Graduating resident panels are often assigned to the 
new intern or resident (PGY2) panels during the Spring, as this ambulatory handoff 

1 Clinic Director Roles and Expectations
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process is necessary to ensure that continuity of care for patients is maintained 
through this time of transition, a key component of high-quality care [8–10].

As the academic year progresses, the clinic director may serve as the point per-
son when clinic protocols develop or change to make sure that all the residents can 
function well within an ever-evolving system. The clinic director often supervises 
resident activities that require an attending attestation such as anticoagulation 
encounters, prior authorization paperwork, and durable medical equipment forms. 
Given their role as a preceptor in the clinic, the director can also serve as a resource 
for residents, patients, faculty, and staff on feedback for issues that arise. It is com-
mon for resident clinic directors to oversee panel management activities and to pro-
vide oversight to result follow-up, chart documentation, consultations, and other 
tasks that may fall through the cracks when the resident is out of clinic. Some clinic 
directors may set up a resident coverage system to manage results and messages by 
residents in the clinic for residents who are out of the clinic. The clinic director 
should recruit and orient faculty preceptors to ensure that residents work with fac-
ulty who are dedicated to the educational and clinical mission of the clinic [3]. 
Throughout, team-based care should be modeled and taught with a patient-centered 
approach [2].

 Academic Mission

Although patient care is often the focus of the resident continuity clinic experience, 
making sure that there is a strong educational program is critical. He/she often 
directs the resident conferences, which require curriculum development, faculty 
recruitment, and faculty development to ensure a robust curriculum [11]. This may 
include didactic experiences, small group workshops, resident-led presentations, 
self-study with electronic resources, quality improvement activities (discussed in 
Chap. 29), and panel management (discussed in Chaps. 25 and 27). The academic 
offerings of the clinic must undergo consistent assessment, based on input from 
evaluations and feedback by the learners.

For programs that offer a primary care track, the clinic director may coordinate 
the offerings of this track and should help support these residents with particular 
interest in primary care [12, 13]. Some institutions have a primary care program 
director who would then work with the clinic director to coordinate electives and 
academic conferences for the primary care residents.

Many residency programs have formal expectations for resident scholarship, and 
the clinic director may be requested to assist residents in performing research that is 
focused on the outpatient setting. As clinic directors may have limited experience or 
training in research mentorship, working with program leadership is critical to be 
confident that residents are receiving adequate support to successfully complete 
these projects.

In addition to the other academic roles, the clinic director is frequently involved 
in ensuring compliance with program requirements from the Accreditation Council 

H. G. Sobel and M. E. Pasanen
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for ACGME and ABIM. This requires close coordination with program leadership, 
including delivery of effective feedback and evaluation of residents as part of the 
assessment and support of their progress toward independent practice (see Chap. 10).

 Quality Mission

The clinic director must be engaged in the quality improvement initiatives that are 
ongoing in the outpatient clinic and ensure that residents are aware and involved in 
this work. For practices that are designated as a PCMH, the clinic director should 
follow the NCQA guidelines to make sure that accreditation requirements are being 
met and familiarize residents with these credentialing standards. In addition, fea-
tures of ongoing primary care transformation, a key aspect of the PCMH, must be 
openly discussed with residents, with the clinic director ensuring compliance within 
this system of care [1]. These efforts will guide curriculum development and learner 
assessment in medical homes. Competencies and entrustable professional activities 
(EPAs) are tied to many of the clinical tasks, which can be observed and integrated 
into feedback [14, 15].

With the increasing presence of Accountable Care Organizations (ACOs) and 
additional available metrics, the clinic director or faculty may review clinical data 
such as Healthcare Effectiveness Data and Information Set (HEDIS) indicators, 
patient volume, no-show rate, and patient satisfaction surveys. Additionally, it is 
important to participate in implementation plans to meet clinic goals based on these 
metrics, such as diabetes and hypertension management. It is essential for the clinic 
director to foster a safe environment for quality initiatives and be prepared to inno-
vate and adjust clinic experiences for their trainees in the changing landscape of 
medicine.

The resident clinic director is also likely to be involved in efforts to review and 
improve the health of the population the clinic serves. This can include formal train-
ing in population health assessment and can blend in nicely with quality improve-
ment projects.

 Administrative Mission

In addition to the clinical, academic, and quality missions, it is important to recog-
nize the administrative expectations of the position. For instance, the residency 
clinic director must negotiate with clinic administration to assure that the clinic has 
adequate workspace, exam rooms, equipment, and supplies. He/she must also advo-
cate for acceptable clinic staffing, including nursing and assistants along with 
appropriate access to social work, case management, and pharmacy. He/she must 
effectively interface with the program director to assure timely clinic schedule 
availability and advocate for minimizing disruptions to the continuity experience. 

1 Clinic Director Roles and Expectations
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As noted above, it is also critical to negotiate adequate support for the clinic director 
position and to assure that productivity expectations are achievable and sustainable. 
Clinic directors must provide support to the other preceptors, including assistance 
in delivering feedback and remediation as well as offering mentoring for junior 
faculty.

 Working with Health Care Administration

Given the broad roles and responsibilities of the clinic director, successful naviga-
tion of complex administrative structures is crucial. It is not unusual for the clinic 
director to have multiple reporting relationships, including program leadership, 
clinic leadership, and division/department leadership. The competing priorities 
within the leadership structure can create tension, as issues around clinical produc-
tivity and patient access can impact support for teaching time and other non-patient 
care activities. However, these challenges can also identify opportunities to improve 
clinical care and learning environment. Throughout these interactions, it is impor-
tant for the clinic director to appreciate the complexities of health care delivery and 
medical education, all while making sure to advocate for themselves, their learners, 
and their patients. In dealing with challenges, they should make sure that all stake-
holders understand the role of the teaching clinic and are able to fairly advocate for 
both patients and learners.

 Conclusion

For a successful ambulatory clinic experience, the medical resident clinic director 
should be an individual with a mastery of patient care, residency education, and 
office practice management [3]. With approximately one-third of residency time 
spent in the outpatient setting, a positive clinical and educational experience is a key 
component of residency training. Clinic directors should be flexible and able to 
pivot when both small and large emergencies interface with the system such as the 
COVID-19 pandemic or natural disasters, as effective leadership is critically impor-
tant. In addition, an excellent training environment can improve patient care and 
physician satisfaction and promote increased interest in primary care.
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Chapter 2
Supervising and Supporting Faculty

Alaka Ray, Priya Radhakrishnan, and Joyce Wipf

 Introduction

The academic clinic medical director has complex responsibilities to align patient 
care, clinic operations, and the clinic’s education mission. Successful academic 
clinics require leadership and collaborative management with academic affiliates 
and multiple team professions. In this chapter, we describe the role of the medical 
director in providing oversight of the teaching faculty, including faculty responsi-
bilities for precepting and teaching trainees, supervising patient care, and mentoring 
and training their learners to achieve graduated autonomy. The clinic director pro-
vides resources for faculty, residents, and staff to utilize data tools and work together 
to improve health metrics, outcomes, access, and equitable care. Academic primary 
care clinics may serve as a training site for other health professionals in addition to 
medicine, which expands the medical director roles to support and facilitate educa-
tion and collaboration to enhance patient care. Partnership with academic program 
leaders creates an alliance to optimize scheduling, continuity clinic experience, and 
teaching the next generation of physicians and other health professionals.

A. Ray 
Internal Medicine Residency Program, Massachusetts General Hospital, Boston, MA, USA
e-mail: aray2@mgh.harvard.edu 

P. Radhakrishnan (*) 
HonorHealth, Scottsdale, AZ, USA
e-mail: Priya.Radhakrishnan@honorhealth.com 

J. Wipf 
Center of Education for Interprofessional Collaboration, VA Puget Sound, Seattle, WA, USA 

Department of Medicine, University of Washington, Seattle, WA, USA
e-mail: joyce.wipf@va.gov; jwipf@uw.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-40273-9_2&domain=pdf
https://doi.org/10.1007/978-3-031-40273-9_2
mailto:aray2@mgh.harvard.edu
mailto:Priya.Radhakrishnan@honorhealth.com
mailto:joyce.wipf@va.gov
mailto:jwipf@uw.edu


12

Outline
• Overview
• Management of academic clinic faculty

 – Outlining expectations
 – Part-time vs. full-time
 – Compensation and productivity goals
 – Scheduling
 – Clinic call coverage

• Oversight of teaching activities

 – Responsibilities
 – Clinical supervision
 – Clinic operations
 – Clinical coverage
 – Qualification and teaching skills development
 – Supervision and support of scholarly activities

• Conclusion

 Overview

Academic faculty are integral to the clinical and medical education in an academic 
medical practice. A well-structured general internal medicine clinic requires the active 
engagement of faculty under strong leadership of the clinic director. Academic clinics 
are complex with faculty and resident physicians only present in clinic part- time due 
to other responsibilities and commitment to many training sites in partnership with 
academic affiliates. Yet, the teaching clinic has positive outcomes for patients, faculty, 
and staff, based on the data from Veterans Affairs (VA) team-based care in interprofes-
sional academic clinics [1–3]. Residents may become “change agents” with participa-
tion in quality improvement projects of innovations in care delivery. Academic clinics 
vary in size, scope, and academic affiliations. There are over 500 internal medicine 
residency programs, with over 30,000 internal medicine residents in the United States 
[4]. The clinics that support the primary care and categorical internal medicine pro-
grams have various academic affiliations, with the majority being hospital based. The 
sponsoring institutions include universities, academic medical centers, community-
based hospitals, VA, federally qualified health centers, and community health centers. 
Geographical locations may be urban, suburban, or rural and include underserved 
populations. According to the Society of General Internal Medicine Medical Resident 
Clinic Director Interest Group (MRCDIG) 2022 survey, directors reported their resi-
dent clinic or practice affiliation as hospital based (63% of respondents), medical 
school (31%), community (20%), VA (17%), or private practice (3%) [5].

The clinic director has many responsibilities, ranging from overseeing patient 
care and resident education to many administrative and financial elements of the 
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clinic. Many academic clinics are teaching clinics with residents supervised by pre-
cepting faculty and are also the site where these faculty see their own patients. 
Faculty members can range in clinical effort from part-time to full-time. Some 
“part-time” faculty may have limited clinical responsibilities with significant admin-
istrative, educational, and/or research commitments. Some academic General 
Internal Medicine (GIM) faculty also attend on the inpatient medical wards for sev-
eral weeks per year. It is the clinic director’s role to support all of these diverse 
physicians. As primary care is increasingly team based in medical home-type set-
tings, some clinic directors are also responsible for their interprofessional team of 
advanced practice providers (APPs), clinical pharmacists, and other healthcare pro-
fessionals who work closely with the residents and faculty in co-managing patients.

 Management of Academic Clinic Faculty

 Outlining Expectations

In many institutions, the clinic director is directly responsible for the faculty who 
work in the clinic. In some university-based institutions, this responsibility may lie 
with the section chief of the division or the chair of the department. Regardless, the 
clinic director plays an important role in interacting with the faculty and academic 
leaders on a regular basis and is directly responsible for overseeing the faculty pre-
ceptor schedule and faculty development with regard to precepting and teaching con-
ferences. To ensure excellent clinical supervision, teaching skills, and academic 
progress of faculty, it is essential that residents formally evaluate the precepting fac-
ulty. Additionally, the 360 evaluations with peer faculty and clinic staff assessments 
of the teaching faculty are invaluable. The clinic director must work closely with the 
resident program leaders to discuss any issues that arise with faculty preceptors.

The clinic director and each faculty member need to be aware of metric tools to 
monitor clinical care in chronic disease and preventive health, patient satisfaction, 
and access to care. The clinic structure should have methods for reviewing these 
data with the faculty member on a periodic basis. Ideally, electronic health records 
(EHRs) should provide available tools for faculty to independently assess their data, 
termed population health panel management. Primary care clinics should have 
built-in protected time for faculty to work with their healthcare team to improve 
clinical care and outcome measures, with time proportionate to panel size. 
Additionally, faculty can self-assess their individual productivity metrics, so they 
can adjust their clinic schedules to meet expectations based on clinical time map-
ping. This allows the practice to plan for adequate staffing. Goals for faculty mem-
bers are dependent on many factors and organizational priorities. They often include 
accountable care objectives, education, research priorities, and quality initiatives. 
Staying well informed and having input in the organizational and departmental ini-
tiatives and priorities are important tasks for the clinic director and enable them to 
advocate for faculty in a methodical and equitable manner.
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During the onboarding process for new faculty, the clinic director and the pro-
gram director provide input to the section chief, service chief, and department lead-
ers regarding roles and responsibilities as to the expected number of clinical sessions 
and educational sessions in the teaching clinic. For full-time and regularly sched-
uled clinic faculty, it is helpful to include quality improvement responsibilities and 
potential projects with residents, given the need for clinical champions for quality 
initiatives. The clinic director should provide a formal document outlining expecta-
tions for faculty preceptors and can enlist the support of residency program leader-
ship for this task.

 Clinical Time: Part-Time vs. Full-Time

Internal medicine residency clinics have variable models of staffing: all full-time 
employed faculty, combined part- and full-time faculty, or a combination of employed 
and community-based preceptors. According to the MRCDIG 2022 survey [5], out 
of 36 respondents, 68% stated that their faculty precepted 1–2 half-days per week; 
13% responded that faculty precepted 3–5 half-days per week, and only 6.5% 
reported that their faculty precepted more than 5 sessions a week on average. In the 
authors’ experience, academic clinics vary in the structure and faculty expectations 
in their clinical and educational roles. To provide teaching opportunities for all the 
faculty and enhance broad engagement in the teaching mission, a common design is 
for each faculty member to have 1–3 half-days per week of dedicated precepting, 
with the remainder of clinical time for their own direct patient care. The clinic direc-
tor and support staff should develop a system to manage the preceptor schedules and 
ensure sufficient clinical coverage when faculty are teaching or in other education, 
research, or nonclinical activities. It is important for the clinic director to build a 
culture of wellness and collaboration so that faculty members are encouraged to 
cover each other [6–8]. Diversity of practice is an essential component for physician 
longitudinal career satisfaction and joy of practice. Although less common in the past 
two decades, academic GIM faculty may in some settings choose to maintain inpa-
tient skills and continue to have ward attending rotations for several weeks per year. 
This requires special efforts for clinic panel size adjustment and panel patient care 
coverage, although there are potential advantages. Dual career may be a recruitment 
incentive for recent graduates who wish to maintain skills, broaden internal medicine 
knowledge base, and expand teaching time. GIM primary care physicians bring dis-
ease management skills to wards and expertise in transitions of care.

 Compensation and Productivity Goals

Faculty productivity is essential for academic medical centers striving to achieve 
excellence and national recognition. Most academic departments measure relative 
value units (RVUs), and some may measure educational value units (EVUs) [9–12]. 
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The Medical Group Management Association (MGMA) and the American Medical 
Group Association (AMGA) survey reports productivity median RVUs at 4,847 and 
4,861 respectively [10, 13]. The clinic director is an integral part of the financial 
success of the institution and should oversee correct billing and coding practices by 
faculty preceptors. In our experience, academic internal medicine clinics are often 
represented as “loss centers” for hospitals and sponsoring institutions. This is a 
combination of undervaluing of primary care reimbursement and overvaluing spe-
cialty care [14]. To overcome institutional bias against primary care, the clinic 
director must have an understanding of the operating dashboards, expenses, revenue 
and productivity metrics, downstream revenue generated from testing, and referrals 
to specialists. Most clinics have administrative leaders such as clinic managers or 
operational managers who are responsible for day-to-day management. However, 
understanding the finances of the clinical operations is particularly important for the 
clinic director. Several professional organizations such as MGMA, AMGA, and 
Alliance for Academic Internal Medicine (AAIM) have resources for understanding 
dashboards and in-depth financial education [10, 15, 16].

Most academic institutions use RVUs, billing charges, patients per session, or 
other encounter standards as a measure of clinical productivity. The academic and 
administrative work may be compensated based on an hourly rate or a percentage of 
salary. Some institutions use educational relative value units (eRVUs) to measure 
and quantify the educational work that academic faculty perform [17]. A simple 
measure may be the number of visits per day for the entire clinic or the specific 
preceptor. In VA clinics, the preceptor is assigned in the encounter as the direct 
primary provider when supervising resident clinic visits. If a preceptor supervises 
2–3 residents per half-day in a typical clinic, the volume of patients seen and super-
vised would meet or exceed the numbers of patients seen if the preceptor had their 
own clinic session.

Since numbers of patients may fluctuate on a seasonal basis based on resident 
schedules, academic meetings, and other local factors including the availability of 
physicians, the clinic director is able to plan on staffing as well as outreach based on 
projected volumes. Faculty should have the expectation to be flexible in order to 
meet financial outcomes. For example, to ensure that productivity targets are met 
and quality measures are addressed, some clinics develop their wellness visits dur-
ing the summer or holiday months when visit volumes can be lower, leading to 
sustained numbers of patients. There is an increasing number of organizations that 
include quality and patient satisfaction measures in the physician compensation 
structure (i.e., “pay for performance”), either as part of their compensation plans or 
as part of their arrangements with Accountable Care Organizations or other shared 
savings programs [18, 19]. The clinic director often also plays the role of the quality 
director in smaller clinics and serves as the liaison between faculty and administra-
tion on the quality targets. Specific metric targets for pay for performance may 
change over time to include organization “stretch goals” (going beyond the primary 
aim to expand the target outcome in a defined time; for example, if the usual diabe-
tes type 2 metric is having 80% of patients in a panel with HBA1c <7, it could aim 
for 90% in target in 1  year). Pay-for-performance metrics must be reviewed in 
advance with faculty.
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Preceptor payment occurs via a number of different models across the country. 
Many programs compensate preceptors based on the productivity-based revenue 
from resident clinic sessions they supervise. In other cases, preceptors are paid a 
stipend based on sessions of precepting or number of residents precepted. Funds for 
stipends may be set aside from clinical revenue at the practice site or from the divi-
sion or department budget. Clinics may have agreements with academic affiliate for 
compensation of teaching, based on indirect funding established for resident training 
via Medicare and the Accreditation Council for Graduate Medical Education 
(ACGME) payment system. This includes direct funding for salary support and indi-
rect funding for the cost of training. Less frequently, the clinic site such as the feder-
ally funded healthcare centers may have their own federal payment for residents.

Review of clinical productivity for allotted clinical time during regularly sched-
uled staff meetings is essential to engage the physicians and the staff in the financial 
success of the clinic and the organization at large. Since financial education is often 
not a priority in residency education, it is not unusual for faculty to have gaps in 
their knowledge. Having sessions devoted towards improving the faculty under-
standing of the finances of the clinics may improve engagement and ownership of 
the process. Training in high-value care will also impact clinic and healthcare orga-
nization costs. Although not regularly accounted by financial review, training the 
next generation of physicians has financial benefits to the organization when/if 
potential recruitment of resident clinic graduates to the practice. Research estimates 
that the cost of recruiting and establishing fully in practice a primary care physician 
nears twice an annual physician salary [20–22]. Recruiting resident graduates who 
already are familiar to the culture and system of care will lead to greater initial effi-
ciency and faster up-titration of panel size than external candidates.

The clinic director or a delegate should work with the departmental leadership to 
understand dashboards such that the faculty can monitor their own performance. It 
is not unusual for clinic directors to inherit senior faculty who have traditionally 
been allotted time for research and administrative or educational duties that have 
changed. Faculty careers evolve over time, and accurate time mapping of active 
nonclinical responsibilities should be done annually with monitoring of academic 
progress and productivity of protected time. For example, if an established research- 
based physician no longer has research funding or ongoing publications, then addi-
tional clinical time would be allotted. In such cases, having a dashboard that takes 
into account educational and research metrics is important.

 Scheduling

In the authors’ experience, the creation and maintenance of schedules are a complex 
entity in a resident practice. The term “scheduling” encompasses appointment capac-
ity, maximizing continuity, maintaining physician productivity, and optimizing 
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workflows [23]. It is advisable to meet regularly with key stakeholders including 
clinic staff and clinic faculty to review the schedules. Regularly reviewing appoint-
ment data with the number of arrived patients, no-show rates, and late visits at faculty 
meetings in a transparent way ensures that all the members of the clinic are engaged. 
A team-based approach with data-driven quality improvement should be used [24].

There should be an established policy for how to handle patients who arrive late 
or miss appointments that is transparent to the faculty preceptors, clinic staff, and 
residents. For example, at the University of Vermont Medical Center, if a patient is 
20 minutes late, the faculty preceptor can decide if the patient should be seen or 
rescheduled. It is advisable to consider how far the patient has traveled and the reason 
for the visit and to evaluate the psychosocial factors which may impact the ability of 
the patient to arrive on time. Safety net clinics often have patients who run late due 
to transportation issues. The Institute of Healthcare Improvement guides on primary 
care or the Dartmouth Institute Microsystem Academy on the Clinical Microsystem 
(Improving Health Care by Improving Your Microsystem) provides a good frame-
work for patient-centered management of late arrivals and no-show visits [25–27].

 Clinic Call Coverage

Ambulatory clinics vary in the structure of their call coverage, while some may 
employ residents or other advanced practice providers such as nurse practitioners, 
and others may not. In our experience, an established workflow for on-call docu-
mentation ensuring necessary post-call follow-up should be part of the clinic work-
flow. It can be helpful to have a telephone medicine curriculum so that residents and 
new faculty learn this important skill. To maintain high-value care, the clinic direc-
tor plays an important role in managing utilization of services including emergency 
room visits and is expected to train faculty, residents, and staff in ensuring that 
proper care is given at the appropriate time [28]. Clinics need to have a system to 
immediately address critical lab and imaging results for clinicians who are not 
available or on leave [29, 30] (see Chap. 5 for details). In authors’ experience, a 
“critical-results” pager may be rotated among clinic faculty, who address and deter-
mine if emergency department evaluation or other workup is needed.

 Oversight of Teaching Activities

As part of the responsibilities of an academic practice, clinic directors will also have 
supervision of faculty who precept medical residents or medical students in outpa-
tient clinic. As such, it is useful to have a clear understanding of the resident conti-
nuity clinic preceptor role and responsibilities.

2 Supervising and Supporting Faculty
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 Responsibilities

The responsibilities of the clinic preceptor can be summed up in the phrase “the 
primary supervisor for learners in their outpatient clinical practice” [31, 32]. In 
most cases, preceptors serve as the “attending of record” for resident patients. Thus, 
the preceptor is also usually associated with the patients in the resident panel for 
insurance and medicolegal purposes. Another key responsibility is to serve as a role 
model in the field of primary care and general medicine. Role modeling is particu-
larly relevant in imparting skills in competencies such as professionalism and com-
munication [33]. Preceptors are also called on to provide mentorship, especially for 
trainees considering general medicine careers. However, there are several concrete 
components, as discussed below.

 Clinical Supervision

Clinical supervision can take various forms depending on the experience level of the 
resident and the teaching style of the preceptor. Unlike medical students, residents 
will obtain the history and physical exam independently. Following this, residents 
will usually present each patient to the outpatient preceptor. This may be done in a 
separate office or conference room, but in some cases, preceptors have found it 
effective to listen to the presentation in the patient’s room, allowing the patient to 
hear the presentation and also facilitating clarifying questions by the preceptor. 
After reviewing the details of the case together, the preceptor may use various teach-
ing methods to impart teaching points relevant to the case, including the approach 
to the disease, management, and follow up. Effective teaching requires the precep-
tor to have multiple content frameworks and teaching strategies. In addition, teach-
ing points must be made in a time-sensitive manner allowing the resident to adhere 
to the patient schedule [34, 35]. The preceptor may then choose to ask the patient 
additional questions or examine the patient to clarify the resident’s history and 
physical exam. The resident may then discuss the plan with the patient. At times, the 
resident may do this in the presence of the preceptor. After the visit has ended and 
the resident has completed the documentation, preceptors are required to review, 
addend, and cosign the documentation.

Typically, questions arise outside clinic sessions as well. The clinic preceptor 
must be available, or the clinic should have a coverage system in place to assist resi-
dents outside of continuity clinic sessions with questions regarding patient panel 
management, patient laboratory testing follow-up, imaging studies, consults, paper-
work, or other duties. This includes being available by email, phone, or pager to 
respond to residents with urgent clinical questions. In most institutions, the clinic 
preceptor is not the attending of record when a resident patient is admitted to the 
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hospital. However, clinic preceptors should encourage residents to continue moni-
toring the progress of their hospitalized clinic patients and maintain communication 
with the inpatient team. This can contribute to strengthening the therapeutic rela-
tionship with clinic patients and support the transition of care at discharge. Equally 
important, residents should discuss any potential medical recommendations with 
the preceptor and inpatient attending of record for that admission.

There are different clinic supervisory models. Generally, only the supervising 
preceptors cosign the notes and are responsible for the care of the patients. To ensure 
continuity between patients, resident physicians, and panel preceptors, the VA Puget 
Sound Resident Clinic, for example, has the dual supervisory model whereby a resi-
dent is paired with a preceptor on a shared panel for 3 years. In addition to the 
supervising faculty, the panel preceptors are required to cosign every EHR note by 
their residents, even if they are not directly involved in the care during the specific 
clinic session. Intervisit care and follow-up of studies post-visit are managed by the 
resident with the paired panel preceptor, who knows those patients over time. Patient 
and preceptor continuity is enhanced as the panel preceptor will address issues 
when the resident is not available, such as prescription renewals, triage of acute 
needs, or seeing the patient in urgent clinic visits.

There are relevant guidelines from the ACGME regarding the preceptor-to- 
resident ratio in a clinic, which state that clinics “must maintain a ratio of residents 
or other learners to faculty preceptor not to exceed four to one.” In addition, “Faculty 
members must not have other patient care responsibilities while supervising more 
than two residents or other learners” [36]. This ratio is currently utilized as part of 
the Centers for Medicare & Medicaid Services (CMS) Primary Care Exception 
Rule that allows preceptors to bill and supervise the entire visit from outside the 
patient’s room if the following requirements are met: the patient is covered by 
Medicare; the resident has more than 6 months of experience; the 4:1 ratio stated 
above is maintained; and the preceptor is easily available for any required supervi-
sion [37]. As a result, this teaching ratio has been utilized in many continuity clinics, 
even if the exception rule is not being utilized for billing. In clinics where the resi-
dent patients have a broader range of insurers, the exception rule can be challenging 
to implement equitably since the preceptor’s approach to each patient should theo-
retically be payer blind. Commercial payers usually require that each patient be 
seen by an attending physician—a rule that can pose difficulties in clinics with 
fewer teaching faculty. In addition, the literature suggests that the six-month thresh-
old is arbitrary and should be supplemented by an ACGME Milestones-based 
assessment of each individual resident’s readiness to practice under indirect super-
vision [38, 39]. The University of Washington Internal Medicine Residency Program 
instituted a requirement across all eight primary care clinic sites that residents be 
observed and signed off in several specific skills prior to exception rule utilization, 
including agenda setting; counseling on new medication, behavior change, and 
screening; history; examination; and advance care planning. Thus, it should be pos-
sible to utilize the exception rule while balancing patient safety and resident 
autonomy.
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 Clinic Operations

The clinic director oversees clinic operations with a management team that includes 
nurse manager and administrative manager. We encourage a standing managers’ 
meeting (e.g., weekly) of these individuals with academic leaders such as the sec-
tion chief to systematically discuss operations such as staffing needs and actions, 
updates, care metrics, and training program activities. This leadership team also 
identifies and troubleshoots challenges. Selected meetings have expanded multidis-
ciplinary focus to include clinic supervisors in pharmacy, mental health, social 
work, and program leaders for women’s health, homeless care, telemedicine, and 
population health. The clinic director also holds standing meetings monthly or 
bimonthly of the entire clinic staff and preceptors to educate on changes in opera-
tions and delivery of care processes, identify clinician challenges, and address 
questions.

Preceptors must educate residents in effective clinical operations and also assist 
with patient triage. Preceptors have an important role in orienting and updating resi-
dents to clinic structure and workflow, as well as use of the electronic care systems 
and billing. Preceptors are ideally placed to serve as an outpatient ambassador, as 
well as by introducing and orienting residents to various clinic supports (i.e., nurse 
practitioners, nurses, medical assistants, administrative staff, nutritionists, and case 
managers). When practice-level discussions occur regarding workflow and clinical 
support, preceptors can serve as a strong advocate for resident physicians to ensure 
that there is equity in the support that is provided. Often, since residents are usually 
the most “part-time” providers, workflows need to be adapted to be effective for 
residents and their patients. Soliciting feedback and input from preceptors and resi-
dents on clinic workflows can help improve efficiency and foster team engagement.

Primary care clinics are increasingly team based, such as medical home-type 
models of care, with evidence of positive outcomes for patients and staff [40, 41]. 
In training the next generation of physicians and other profession clinicians, aca-
demic clinic medical director’s scope of supervision is expanding beyond medicine 
residents, students, and faculty. Clinic faculty of other health professions may have 
their own trainees and academic affiliates. Training program leaders need to align 
with the medical clinic director to plan opportunities, including resources such as 
sufficient exam rooms, computers, and precepting space for training. In 2011, the 
VA established Centers of Excellence in Primary Care Education (CoEPCE) to 
transform training from professional “silos” to interprofessional learning and care 
collaboration [42]. The Centers successfully created and sustained programs with 
expanded primary care requirements (30% of total clinical training) and innovative 
curricula. Centers included medical residents and other postgraduate professional 
trainees, such as advanced practice nursing, pharmacy, psychology, social work, 
and other professions. Patient outcome measures included study comparison of 
medical resident clinical care at five VA CoEPCE centers versus VA academic clin-
ics without CoEPCE [1]. Results showed that CoEPCEs had improved diabetes 
A1c, renal monitoring, mental health referrals, deprescribing polypharmacy, 
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reduced related emergency department visits, and reduced hospitalizations com-
pared to other VA non-CoEPCE academic clinics.

 Clinical Coverage

Preceptors are required to assist with resident clinical activities that require attend-
ing sign-off, e.g., controlled substance refills, anticoagulation oversight, forms 
related to outpatient services, and other forms. In some clinics, preceptors also pro-
vide coverage for assigned residents’ patient panel when a resident is unavailable. 
In larger programs, this coverage can be offset by any available resident coverage 
system; however, preceptors should still remain available to provide clinical super-
vision as needed for the resident who is covering. The literature suggests that resi-
dents are less able to attend to “between-visit” work during inpatient rotations rather 
than electives [43]. Episodic coverage for these “between-visit” tasks can be at least 
partially provided by preceptors.

 Qualifications and Teaching Skill Development

The ACGME states: “Faculty members are a foundational element of graduate med-
ical education—faculty members teach residents how to care for patients.” There 
must be physicians with certification in internal medicine by the American Board of 
Internal Medicine (ABIM) or the American Osteopathic Board of Internal Medicine 
(AOBIM) to teach and supervise [36]. Faculty should be primary care physicians in 
good standing at an approved primary care site affiliated with the residency program.

Precepting faculty should have a deep interest in medical education and mentor-
ship of residents. Programs must have robust faculty development programs, and 
preceptors should be expected to attend. Attendance to a reasonable number of fac-
ulty development events per year should be prioritized and facilitated by the clinic 
director. Onboarding activities for new preceptors should be available, either 
through in-person meetings or through asynchronous access to materials. Topics 
should delineate common outpatient teaching strategies such as One-Minute 
Preceptor; SNAPPS 6-step learner-centered education model, or Precepting in the 
Presence of the Patient, as well as guidelines for clinical supervision and billing, 
evaluations, and well-being [44–46].

360-degree evaluations are a core requirement for medical education. Preceptors 
should have the opportunity to review their evaluations from residents and discuss 
their engagement in teaching with a residency program director or associate pro-
gram director or their section chief on an annual basis. Generally, a successful pre-
ceptor will have a demonstrated interest and experience in education, reflected in 
written evaluations by trainees.

2 Supervising and Supporting Faculty
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Finally, it should be noted that a genuine alliance between precepting faculty and 
practice leadership promotes a stronger educational experience for learners. Gupta 
et  al. discussed the concept of “Clinic First” and described six actions that can 
improve the educational experience of a resident continuity clinic. Four of the six 
actions—developing a small core of clinic faculty, creating operationally excellent 
clinics, building stable clinic teams, and engaging residents in practice transforma-
tion—are in the bailiwick of the clinic medical director [47]. The goals are for resi-
dents to be embedded in the clinic as engaged clinicians with graduated 
responsibilities, and not viewed as “visitors” to the clinic.

 Supervision and Support of Scholarly Activities

Traditionally, academic faculty, particularly core faculty, have an expectation for 
scholarly work and research. Over the last few decades, there have been dramatic 
changes in healthcare funding and increasing pressure of clinical productivity. This 
has resulted in a diminishing relationship between tenure and guaranteed salary for 
some academic clinics. As a result, there have been significant changes in the schol-
arly output of GIM faculty if predominantly clinical track with the academic affili-
ates, which usually have fewer or no requirements for publication and yet provide 
significant precepting expertise.

All faculty need to make a contribution to the academic culture; defining tracks 
and identifying core faculty are the first steps towards building and sustaining a 
culture of scholarship. Faculty with an interest in academic work in the clinic setting 
usually belong to the clinician-educator or clinician-researcher tracks. The advent 
of big data and the need for quality improvement due to the shift towards population- 
based medicine provide a rich opportunity for academic clinicians to pursue aca-
demic work with relative ease and in line with the mission of most organizations.

For clinics with faculty in academic tracks requiring scholarship, productivity 
measures need to consider specific promotion criteria of the academic affiliate, 
which vary by type of track and institution. For example, physician-scientist track 
faculty have more limited clinical and teaching, and major requirements for research 
achievements, publications, and grants contribute to success and reputation. 
Clinician-educator track faculty in some institutions have required scholarly crite-
ria, curriculum development, and publications, in addition to clinical and teaching 
excellence and educational leadership.

To retain and recruit outstanding academic track faculty, it is crucially important 
for the clinic director and section chief to foster an environment of curiosity, discov-
ery, and innovation. This includes setting uniform expectations for proportions of 
protected time and clinical time based on the type of faculty track and scholarly 
productivity. The section chief, affiliate division head, and department chair moni-
tor academic progress and encourage mentoring of junior faculty. For clinician- 
educators who develop curricula and provide a majority of the teaching for the 
residents and students, developing a rich faculty development program with 
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instructions on how to evaluate curricula provides professional enrichment. In addi-
tion, providing support for faculty to present their work at local, regional, or national 
meetings not only fulfills the ACGME requirements for scholarship, but also helps 
develop the culture of inquiry. These academic faculty may bring in funding to the 
healthcare organization via grants, have a percentage of salary paid by the affiliate, 
or expand educational funding if the clinic site facility receives resident stipends 
(direct and indirect) as a partner with the affiliate.

While the role of the clinic director is primarily to ensure that the academic clinic 
runs smoothly, the very nature of the academic enterprise requires commitment to 
promote scholarship and research. The clinic director needs to partner and work 
closely with the department chair or division chief to ensure growth of the clinical, 
research, and scholarly activities; to define academic work distinct from clinical 
service; and to carve out time for faculty to achieve career goals and promotion in 
their specific career pathway.

 Conclusion

The clinic director has a challenging role. In order to fulfill the responsibilities and 
expectations, it is important for a clinic director to have leadership and management 
skills, an understanding of financial and operational metrics, and a passion for men-
torship and education in partnership with academic affiliates. A robust organiza-
tional structure, in collaboration with other health profession leaders, and clearly 
delineated expectations for all clinic staff can greatly augment the effectiveness of 
the clinic director.
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Chapter 3
Faculty Recruitment and Retention

Mohan Nadkarni and Ira Marie Helenius

 Introduction

In an ambulatory teaching practice, successful retention and recruitment of high- 
quality teaching faculty are critical. Shifts in care delivery models that now empha-
size efficient patient-centered ambulatory care require a large ambulatory faculty 
workforce capable of both providing and teaching high-value medical care. This 
chapter highlights the steps to accomplish successful retention and recruitment 
identified from the literature. Common barriers and ways to overcome them are 
discussed. This chapter also provides specific steps of recruitment, contract negotia-
tion, onboarding, and retention. Particular attention is given to retention strategies 
that help to improve the well-being of faculty in their positions and reduce the inci-
dence of attrition.
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 – Creating a culture of connection and flexibility
 – Optimize clinical work environments
 – Ensuring a mission-based care focus
 – Factors to overcome barriers to faculty recruitment and retention

Value teaching
Career development
Faculty development
Faculty mentoring
Innovative clinical learning models
Develop faculty interests
Nonfinancialincentives

• Conclusion

 Background

Recruitment and retention of high-quality clinical educators to internal medicine 
(IM) residency teaching ambulatory practices have always been an important part of 
successful leadership. Shifts in care delivery models that now emphasize efficient 
patient-centered ambulatory care require a large ambulatory faculty workforce 
capable of both providing and teaching high-value medical care. Even before the 
pandemic, recruitment and retention of clinical faculty had become increasingly 
difficult. Data from a 2010 Association of Program Directors in Internal Medicine 
(APDIM) survey demonstrated that greater than 40% of programs reported diffi-
culty recruiting core ambulatory faculty [1]. In the current environment, the pres-
sures on retaining and recruiting faculty have increased dramatically. Rising rates of 
physician burnout and effects of “The Great Resignation” of 2021 seen across all 
sectors of employment, but highly magnified in medicine, have continued to strain 
the system [2]. Attrition of faculty is costly and time consuming. Specifically, turn-
over of primary care physicians (PCPs) in the USA has been estimated to add 
$979 million of excess health care spending in a 2018 study [3]. For an organiza-
tion, the cost of physician turnover can range from $500,000 to more than $1 mil-
lion per doctor [4]. This estimate includes recruitment, sign-on bonuses, lost billings, 
and onboarding costs for replacement physicians. Thus, clinic leadership needs to 
recognize the critical importance of a strategy to actively recruit and retain a stable 
core of faculty.
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 Identifying the Challenges to Recruitment and Retention

Physicians are faced with many stressors that potentially reduce their job satisfac-
tion and lead to increased risk of attrition. Fifty-four percent of physicians leave 
their practice group within the first 5 years [5]. The Jackson Physician Search and 
Medical Group Management Association (MGMA) 2021 survey of 181 physicians 
found that 46% of physicians had considered leaving their current employer for 
another medical practice and 43% had considered early retirement in the year prior 
to the survey [6]. In the survey, physicians identified various problems that impacted 
their job satisfaction: lack of effective two-way communication with management, 
loss of influence on patient care and scheduling, inadequate support staff and 
increased administrative burden, loss of meaning and value in their work, fear of 
instability, being overworked, and lack of recognition.

A 2017 Alliance for Academic Internal Medicine (AAIM)/Society of General 
Internal Medicine (SGIM) position paper on faculty recruitment, retention, and 
development identified four problems that are prevalent for faculty in ambulatory 
teaching clinics [7]: (1) increased workload and stress (driven by increasing clinical 
volume, lack of time, increasing patient complexity, and workflow modernization), 
(2) inadequate financial support of teaching, (3) increased demand for ambulatory 
teaching, and (4) inadequate faculty development.

In the current climate, the effects of the pandemic on the health care workforce 
cannot be overstated. In a 2020 survey of 20,665 health care workers including 2914 
physicians, 1 in 5 physicians reported intention to leave their practice within 2 years 
[8]. Burnout, fear of exposure, COVID-related anxiety/depression, and workload 
were found to be the driving factors (see Chap. 38 on burnout). Conversely, physi-
cians who felt highly valued by their organization and who had a strong sense of 
meaning and purpose in their work were less likely to report intent to leave their jobs.

 Successful Recruitment

Recruitment of faculty takes much time, commitment, and attention to detail. The 
key to success is being able to consistently and effectively communicate the 
strengths of the program to the right candidates. A program with high levels of 
retention of faculty will be attractive to potential candidates. Successful recruitment 
will effectively highlight the program’s strengths and the features that make it an 
attractive place to work.

The first step of recruitment is assessing the needs for the position and then dis-
seminating the information about the job opening out to appropriate venues. Some 
of the important components of this communication are clear and informative job 
descriptions, effective use of good advertisement in the right journals/venues includ-
ing social media, use of professional organizations and meetings (i.e., regional and 
national SGIM meeting), and use of word of mouth. Taking the step to recruit in 
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areas where minority candidates are reached is imperative and may help minimize 
any potential recruitment bias.

Once a candidate is identified, ensure clear and quick communication. Consider 
having a knowledgeable administrative staff member as well as a clinic faculty 
leader as point persons assigned to always be responsive to the candidate’s inqui-
ries. Be transparent about the position and the requirements and explicit about 
details such as relative value unit (RVU) goals, protected teaching or research time, 
and any other expectations.

Interview time requires putting the best foot forward. Have the candidate inter-
view with faculty that have similar or complementary interest while emphasizing 
program diversity. Seeing a variety of faculty members supported by leadership to 
pursue many different academic endeavors will impress candidates.

The details of the interview day highly influence the candidate’s opinion of the 
position and environment. The applicant’s experience should be optimized from 
beginning to end. Hotel choice, friendly travel assistance, and shared meals with 
interested, engaged faculty will be critical. Use video technology when necessary, 
but prioritize in-person meetings.

Assessing and addressing special needs of candidates’ family members are vital 
to success and retention.

 Contract Negotiation

Once mutually interested, it is important to negotiate an appealing contract for both 
parties. Knowing the resources and the salary ranges available to offer and amount 
of protected time that can be supported is paramount prior to the negotiation. Within 
that context, be as flexible as possible to meet the needs of the candidate. Items such 
as remote work, flexible schedules, continuing education, and leadership opportuni-
ties are important to discuss. The candidate should leave the negotiation meeting 
feeling welcomed and understanding the expectations of the position itself.

 Onboarding

The first few months of a faculty member’s new position are an opportunity to build 
future success. Clear direction and strong support will help smooth the path for the 
new faculty member. Commitment, time, and attention to detail are needed in this 
phase just as they were required during recruitment.

Ensuring that the lines of communication are open will be very important in the 
first few months. The faculty member should have easy and quick access to the staff 
who are in charge of administrative tasks of onboarding. Assigning a mentor, such 
as the clinic medical director or another seasoned clinic faculty member who knows 
the ropes, will be helpful to ease the transition. A written manual for clinic faculty 
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can be very effective as a way of organizing the information that needs to be relayed 
to the new member of the team. Such a manual could include items such as the fol-
lowing: lists of websites, phone numbers, and email groups to join; list of teaching/
supervising/resident feedback responsibilities; clinical responsibilities when seeing 
own patients; list of staff/service resources; scheduling rules, processes, and guide-
lines (i.e., how to make any schedule adjustments); list of resources patients may 
need outside of clinic; how to use translation services; and how to use the electronic 
medical record (EMR) most efficiently in the clinic and resources to help, etc.

Other very important steps of the onboarding process are (1) introducing the new 
faculty member to the whole clinic, including support staff, residents, and faculty; 
(2) creating a reasonable clinical schedule with a gradual ramp-up to full productiv-
ity; (3) making sure that the EMR training is effective and ongoing (general and 
specific to the clinic); (4) sending an email to the department/division/medical cen-
ter introducing the new faculty member; (5) introducing candidates to faculty in 
other clinics/divisions who share interests (work or nonwork related); (6) adding 
new faculty to critical email lists; and (7) ensuring that the new faculty can physi-
cally find their way in the health system.

During the onboarding period, it is the department and clinic leaders’ responsi-
bility to create effective and open lines of communication. Frequent and early 
check-ins will be the building blocks to success. These check-ins will create strong 
working relationships, will help identify issues that need attention quickly, and will 
forge a path towards an engaged and confident faculty member who feels empow-
ered and supported by leadership.

 Making Retention Possible

Prioritizing the well-being and satisfaction of the faculty in a teaching clinic will be 
paramount to increase retention and also enable recruitment. The Jackson Physician 
Search and Medical Management Association group survey identified the top three 
drivers of physician satisfaction with their employer as [5] (1) effective two-way 
communication between physician and management, (2) increased/adequate com-
pensation, and (3) decreased administrative burden.

Sinsky C et al. recommended evidence-based approaches to reducing burnout 
and a focus on ensuring that each faculty feels valued by their organization as poten-
tial ways of retaining physicians and other health care workers [8].

Other key areas of focus to maximize retention and ensure adequate recruitment 
are (1) creating a culture of connection and flexibility, (2) optimizing the clinical 
environment, and (3) ensuring a mission-based care focus. These three areas are 
further described below:
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 Creating a Culture of Connection and Flexibility

It is imperative that leadership maintains strong effective communication strategies 
with their faculty. Long after onboarding is completed, frequent check-ins remain 
necessary. Such meetings will help to recognize burnout and to begin meaningful 
conversations regarding how to improve a struggling faculty member’s situation. 
Showing care for the health and well-being of the faculty’s whole family is essen-
tial. It is also important to recognize the natural shift in priorities that happens for 
any employee when their family is challenged by illness or other stressors. Providing 
flexibility in (1) place of work (practice site home, clinic, hospital); (2) time (part- 
time, nontraditional work schedules); and (3) job descriptions and career paths will 
help faculty adjust to challenging situations. If a faculty member does make the 
difficult decision to step away from work, leadership should try to ensure the stabil-
ity of their position in the future and make reentry possible once the time arises.

 Optimize Clinical Work Environments

Many academic continuity clinics are under-resourced and may not operate effi-
ciently placing significant administrative burden on clinician educator faculty [9]. 
This can lead to decreased satisfaction and burnout detracting from faculty reten-
tion. Focusing specifically on the “quadruple aim” enhancing patient experience, 
improving population health, and reducing costs, but including work-life balance 
improvement, can be vital to retention [10]. Advocating for increased administrative 
and clinical support while involving faculty in quality and efficiency improvement 
programs may be helpful. Working in a culture which rewards collaborative coop-
eration amongst faculty (flexible coverage, peer support) creates a positive environ-
ment, which can go a long way towards offsetting any financial disincentives that 
may be inherent in the system. In an analysis of high-functioning primary care prac-
tices, the tenets of “Joy in Practice” indicated that optimization of clinical practice 
can be achieved via focusing on team-based care with distribution of clinical and 
clerical duties amongst team members, co-location of team members, nonphysician 
order entry, and enhanced team communication [11].

 Ensuring a Mission-Based Care Focus

The sense of participation in a valued mission shared by the faculty as a whole is 
one of the strongest motivators for many faculty. Whether that be pride in providing 
the best teaching experience for trainees or, as in many teaching continuity clinics, 
dedicating the practice to care of vulnerable populations can create an atmosphere 
of collaboration and support that offsets the challenges of practicing in 
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under- resourced environments. Leaders who identify these core missions and prom-
inently highlight the importance of the mission may often be rewarded by faculty 
teams who dedicate themselves to providing the highest level of care and education.

 Factors to Overcome Barriers to Faculty Recruitment 
and Retention

The AAIM/SGIM position paper published prior to the pandemic outlined seven 
factors to consider in order to overcome barriers to faculty recruitment and reten-
tion. These seven factors are summarized below [7]:

 Value Teaching

One key element in demonstrating institutions placing value on ambulatory teach-
ing is to provide adequate time and compensation for those providing this educa-
tion. Studies note that teaching during a clinical session adds significant time and 
complexity to the workday. One study estimated that 30–50 min extra time was 
spent with learners embedded in an ambulatory clinical session [12]. Additionally, 
relative value unit (RVU)-based productivity may be compromised during teaching 
sessions. Clinical educators should not be “penalized” for teaching and should have 
protected time to teach. Systems which provide “teaching RVUs” to supplement 
clinical RVUs may be useful in offsetting decreased clinical productivity [13, 14]. 
Similarly, ramping down the number of patients scheduled per session can enhance 
teaching performance and highlight the value placed on such educational activity 
while decompressing clinical pressures. Another mechanism utilized is “mission- 
based funding,” with specific salary support provided for those faculty regularly 
precepting learners, thus recognizing the inherent clinical productivity losses neces-
sitated by time spent actively teaching and mentoring trainees. Indeed, paying fac-
ulty to teach is positively correlated with better teaching evaluations [15]. Freeing 
up faculty time by the use of scribes or advanced practice providers are other mech-
anisms to protect faculty time while demonstrating institutional commitment to sup-
port clinical teaching.

 Career Development: Promotion and Tenure

Academic faculty with large clinical demands may still face traditional pressures to 
obtain research grants and publish formal peer-reviewed articles, which may not be 
feasible for clinicians focused on clinical care of patients and direct teaching of 
trainees.
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Promotion criteria must be updated and upgraded to reflect the work of the teach-
ing faculty, which includes recognizing a faculty member’s support of the educa-
tional mission, curriculum development, mentoring, presentations, and completion 
of learner evaluations. Faculty members who exhibit excellence in teaching should 
be recognized and rewarded [16].

 Faculty Development

Formal faculty development has been widely recognized as vital to the success of 
clinician educators and requires sufficient protected time for meaningful engage-
ment. For clinical educators, faculty development should focus on teaching as edu-
cational skills, as they are often more comfortable with their clinical skills than with 
the skills required to teach effectively. Furthermore, implementation of measure-
ment of Milestones, Entrusted Professional Activities, and other recent educational 
competency requirements may require faculty to learn new skills to function suc-
cessfully in educational settings [17].

 Faculty Mentoring

In addition to faculty development workshops, faculty mentorship must be highly 
developed in order to successfully retain talented faculty. A position paper pub-
lished by the Association of Program Directors in Internal Medicine in 2010 on the 
redesign of residency education in internal medicine highlighted the importance of 
well-qualified clinician educators to mentor and help develop the skills of junior 
teaching faculty [18]. Components of peer observation and “learning communities” 
with an emphasis on faculty collaboration appear to be most successful in support-
ing clinician educators in their work. A systematic review on mentoring programs 
found that successful programs included mentor engagement, presence of a steering 
committee, mentor-mentee relationships, formal curricula, regularly scheduled 
mentoring activities, and dedicated program funding [19].

 Innovative Clinical Learning Models

Recruiting and retaining faculty into sites with innovative clinical learning models 
which can enhance clinical care and education are an appealing mechanism for 
attracting faculty committed to clinical education. Innovative educational models 
which add variety to the teaching environment include use of nontraditional venues 
such as homeless clinics or prison clinics, incorporating medical students into a 
clinic, and incorporating specialty clinics or other primary care specialties into a 
clinic. Changing the resident schedules in clinic can also improve the learning envi-
ronment; for example, clinics utilizing long block curriculum or increasingly 
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popular X + Y block system can enhance continuity and resident satisfaction while 
decreasing the stress of simultaneous clinic and inpatient duties [20, 21].

 Develop Faculty Interests

Faculty members may have specific niche interests that lend themselves well to the 
development of a specialized sub-clinic within the regular continuity clinic setting. 
Examples such as women’s health, sports medicine, integrated behavioral care, and 
high-risk patient or procedure clinics have been reported. Faculty members with a 
passion in such areas can often spur educational interest amongst trainees and may 
lead to enhanced faculty satisfaction and retention.

 Nonfinancial Incentives

Direct funding for clinician educators as mentioned is important in demonstrating 
institutional commitment to education. However, other mechanisms of incentiviza-
tion of the faculty can be employed. Simple interventions such as providing an 
academic title can assist with career advancement. Providing teaching faculty with 
extra exam rooms or dedicated parking if possible and other simple recognitions can 
go a long way to demonstrate appreciation for the work provided. Ambulatory 
teaching awards, letters of recognition provided to departmental leadership, and 
certificates of appreciation are all inexpensive but effective interventions, which 
may enhance faculty satisfaction.

 Conclusion

Ambulatory education in the continuity clinic setting is a vital part of medical train-
ing. Recruitment and retention of excellent clinician educators can be increasingly 
difficult. However, focusing on valuing clinician educators as demonstrated by pro-
tected teaching time, warding off clinical burnout, educational parity with other 
academic endeavors, rigorous faculty development, and promotion and tenure 
advancement, as well as nonfinancial incentives and mission-focused goals can 
enhance leaders’ ability to recruit and retain the highest quality clinician educators. 
Excellent communication with faculty and flexibility focused on work-life balance 
are highly important factors in retaining happy productive faculty.
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Chapter 4
Academic Scheduling Models: Challenges 
and Solutions

Craig F. Noronha, Mamta K. Singh, and William G. Weppner

 Introduction

Scheduling models for continuity clinics have expanded over the past few decades, 
ranging from the traditional one half-day per week model to versions of more 
intense clinic immersion experiences or “X + Y” block models. These seek to bal-
ance consistency and access for patients with the increasingly important goals of 
decreasing simultaneous inpatient and outpatient duties, as well as supporting team 
and patient continuity and resident wellness. While no one cookie-cutter approach 
is likely to solve all the challenges a program faces, this chapter reviews different 
models and the available evidence (or lack thereof) of impacts on important patient 
and resident outcomes.This chapter reviews ACGME requirements for resident 
scheduling with a focus on the ambulatory experience. The authors describe the 
most common scheduling models and illustrate the benefits and challenges with 
each model. The chapter also highlights a few curricular opportunities that align 
with ambulatory schedules. A review of recent literature will highlight the impact of 
scheduling models.
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Outline
• The Accreditation Council for Graduate Medical Education (ACGME) common 

program requirements
• Current scheduling models
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 – X + Y
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• Evidence of impact:
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Systems-based practice and practice-based learning and improvement
Primary care or ambulatory specialty interest of graduate

 – Clinical outcomes

Access
Continuity
Quality of care
Diabetic care

• Opportunities provided by scheduling models

 – Non-traditional clinic experiences
 – Specialty clinics

• Conclusion

 Common Program Requirements

The Accreditation Council for Graduate Medical Education (ACGME) is a private 
not-for-profit organization that “sets the standards for US graduate medical education 
programs and renders accreditation decisions based on compliance with these stan-
dards” [1]. The ACGME creates a set of common program requirements that all resi-
dency programs must comply with in order to maintain certification. The July 2022 
program requirements include several substantial changes including scheduling mod-
els and continuity clinic requirements (Box 4.1) [2]. Among the ACGME suggestions 
for scheduling include encouraging programs to reduce conflicts between inpatient 
and outpatient responsibilities. They provide specific options including creating 
schedules that “provide more continuity clinic experiences or an exclusive continuity 
clinic experience when residents are not on inpatient rotations” [2].
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The ACGME has made a concerted effort to create opportunities for residents 
to engage in individualized training that may prepare them for their intended 
future career paths. The ACGME requires programs to provide “at least six 
months of individualized educational experiences to participate in opportunities 
relevant to their future practice or to further skill/competency development in 
the foundational areas.” Furthermore, the ACGME changed the requirements for 
a continuity clinic experience to a more generic outpatient setting requirement 
as opposed to the more prescribed requirement of 130 total clinic sessions in a 
primary care setting that was required in previous iterations. The ACGME 
provides several examples of what satisfies outpatient experiences including 
internal medicine subspecialty clinic, home visits, or even non-medicine 
clinics [2].

These relaxed regulations potentially provide programs more flexibility with 
scheduling while also tailoring residency training to trainee-specific interests. The 
new ACGME requirements indicate that programs provide at least 10 months of 
outpatient clinical experiences. The requirements highlight that if continuity clinic 
experiences in a primary care clinic can count towards the required 10 months, then 
each month is equal to 40 half-day continuity clinic experiences. Residents must 
have a longitudinal, continuity experience for the duration of their residency train-
ing. Thus, if the resident experience is solely located in a continuity clinic setting 
without other outpatient experiences, they would be required to fulfill 400 total clin-
ics. The author suspects that most programs will aim for a mixture of ambulatory 
experiences to meet the requirements of 10 total months. To this end, the ACGME 
specifically notes that 1 month in a subspecialty clinic counts as 1 month of outpa-
tient clinical experience. The individualized educational experiences can count as 
part of the outpatient requirements if the experiences occur in the ambulatory set-
ting. The ACGME allows for flexibility with outpatient training schedules if they 
meet the program requirements. This allows programs to utilize systems such as 
ambulatory long blocks, X + Y scheduling models, or hybrid models to meet these 
requirements [3–7].

Box 4.1 ACGME Internal Medicine 2022 Requirements
ACGME Internal Medicine Scheduling Requirements—effective July first, 
2022 [2].

Total clinical experiences At least 30 months
Clinical experiences in the outpatient setting At least 10 months
Longitudinal team-based continuity experience Duration of the residency training
Continuity clinic experience 1 month = 40 clinics
Individualized educational experiences At least 6 months
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 Current Scheduling Models

The flexibility of the new ACGME requirements and the need to reduce the inpa-
tient and outpatient rotation tension have led to different models for ambulatory 
scheduling. Clinical sites are moving away from the traditional half-day rotations 
(described below) and adopting a “X plus Y” model, immersive or block or hybrid 
model [4, 5]. The traditional scheduling model, often dubbed “visitor in clinic,” has 
been shown to contribute to the perception of chaotic ambulatory experiences and 
can lead to trainee dissatisfaction. This further prompted innovative schedules to 
reduce the tension between inpatient and outpatient clinical duties [8]. Transitioning 
to these models within a residency program is a complex process that involves fac-
ulty and staff in both the inpatient and outpatient arenas. Thus, programs must care-
fully weigh the pros and cons for each of the scheduling models to determine what 
is best for each institution. The authors recommend spending at least a year plan-
ning any major schedule changes prior to initiation of a new model, based on our 
experience with schedule transitions.

 Traditional Scheduling

In a traditional scheduling model, residents are scheduled for one half-day of conti-
nuity clinic per week throughout their residency. Residents are expected to hand off 
their inpatient duties to a covering resident or nonresident provider on the particular 
half-day of their continuity clinic each week. Certain rotations and call schedules 
may dictate that the resident returns to their inpatient duties after the clinic session. 
As we could imagine doing the “flip,” where a resident spends their time in outpa-
tient and returns to the wards once a week to admit patients, we can see how dys-
functional this approach seems. Invariably, there will be scheduling issues that 
cannot be reconciled leading to clinic cancelations. The most common issues 
include cancelations of clinic if the resident is post-call, in an intensive care unit 
rotation, or possibly on call where they are expected to be admitting patients in the 
hospital in the afternoon. Other examples include rotations such as night float or 
away rotations. Inherent in this model is a conflict between the inpatient and outpa-
tient settings [9].

A resident may be caring for a sick inpatient and feel pressure to leave for clinic 
to see his or her scheduled patients. Similarly, the resident may feel pressure to 
leave clinic quickly if they are expected to go back to their inpatient rotation after 
clinic. This typically includes travel between sites, which adds to stress and time 
and may lead to issues with work-hour restrictions. Covering team members may 
have an increase in workload with the additional patient care duties, and this may 
increase stress on the inpatient team. Within this traditional model, some programs 
may call on residents to cover the inpatient duties of the clinic resident, leading to 
some discontinuity for the inpatient service. However, in the traditional model, the 
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clinic may pair preceptors with residents on specific half-days, which may be ben-
eficial for continuity between the teaching pairs. The traditional model also pro-
vides some predictability, knowing that the resident usually will be there each week.

 Hybrid Models

There are multiple programs that use hybrid models integrating combinations of the 
traditional scheduling model, the ambulatory long block, and the X + Y model. The 
hybrid model is often a safe transition for programs that cannot abruptly change 
their schedule to a different structure, especially with a specific cohort of residents. 
Some programs utilize a traditional scheduling model for the PGY-1 and then tran-
sition the PGY-2 and PGY-3 residents into an X + Y model. A hybrid model might 
be employed by a residency program to allow some flexibility in scheduling, with a 
more intensive period of clinic exposure. This can be part of efforts to orient resi-
dents to clinic at the beginning of residency or to provide them with greater expo-
sure at other times. Some programs follow a traditional model and integrate 
month-long ambulatory blocks throughout the residency, for example, one long 
block per postgraduate year so that there would be at least three ambulatory long 
blocks during the course of residency. Another option is to include multiple ambula-
tory long blocks in the third year of residency. Yet another alternative is the 1 + 1 
model where residents alternate nonambulatory months with ambulatory months. 
Continuity clinic is only scheduled during ambulatory blocks in this 1 + 1 model. In 
any hybrid model, consideration should be given to variations in the number of 
preceptors required and clinic space availability based upon when the long 
blocks fall.

 X + Y Model

This model has become the most popular over the years with about greater than 44% 
of programs using this scheduling model [4]. In an X + Y scheduling model, the X 
represents the number of continuous weeks of the nonambulatory portion of the 
schedule including inpatient wards, ICU rotations, night float rotations, and inpa-
tient electives. The Y represents the number of continuous weeks in the continuity 
clinic and possibly other ambulatory experiences before returning to the inpatient 
setting. There are different versions of X + Y models such as 3 + 1, 4 + 2, 5 + 1, and 
6 + 2 models. In each case, the Y portion entails a concentrated block of ambulatory 
clinics and ambulatory experiences. The Y can be scheduled in various ways 
depending on the resources available. Based on surveys and discussion at the 
Society of General Internal Medicine Clinic Directors Interest Group, there are typi-
cally at least four half-days of continuity clinic per week, and some programs may 
schedule up to eight sessions per week. Unlike the traditional model, the timing of 
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continuity clinics can be more flexible, allowing for morning clinics and evening 
clinics without adversely impacting inpatient schedules or work-hour restrictions. 
Aside from continuity clinics, other unique or specialty clinic opportunities can be 
built into the ambulatory Y week. Examples include rotations through specialty 
clinics (e.g., rheumatology clinic), outside community and underserved clinic rota-
tions, and even a second continuity clinic, thus improving residents’ exposure to 
multiple ambulatory settings. Some programs have designed the subspecialty rota-
tions such that the residents rotate through multiple specialty clinics during their 
residency, doing specific ambulatory blocks in each specialty. For instance, an intern 
may rotate through three to four different specialties and then rotate through other 
specialty clinics during their second and third years of residency. Each clinic must 
also decide on how to schedule preceptors within this model. Some programs have 
utilized the traditional model where the attendings precept one to two sessions per 
week and attend clinic every week. This allows preceptors to meet most residents in 
the program from different Y weeks but also reduces the responsibility they have for 
any specific group of residents. A more complex scheduling model is to have the 
preceptors rotate on the same schedule as the residents. For example, in a 3 + 1 
system (see Box 4.2), the attendings would have their usual continuity and/or inpa-
tient schedule for the 3 weeks or X part of the model. Then during the Y week, they 
would ideally precept four or more sessions with the same group of residents. This 
model improves the continuity between the preceptor and resident given that at least 
10% of the trainees’ residency will be with the same preceptor or preceptor group. 
Given these alignment needs, this type of scheduling may be more complicated for 
the preceptors as it may impact access for their own patients. There are several other 
advantages and disadvantages to the X + Y scheduling model (Table 4.1).

Table 4.1 Advantages/disadvantages of X + Y scheduling models

Advantages Disadvantages

Regularly interspersed periods of clinic with 
weekend (and holidays) off during ambulatory 
block

Perception of more limited elective time (if 
ambulatory clinic elective time not counted)

More easily allows for morning, afternoon, 
and/or evening clinics

Weekend night float/medicine/call transition 
from wards can limit Monday clinics and 
electives

Most permutations may work with commonly 
used 13-block system to allow for scheduling 
compatibility with other residency programs

May not exactly match ward rotations for 
collaborating residency programs that are not 
using a similar X + Y base

Allows for integrated resident cohorts; they 
may cover for each other when away from 
clinic and offer more exposure to a smaller 
group of co-residents for cohesion in a larger 
program

Interaction of residents in different cohorts may 
be more limited, if they are not rearranged 
periodically in the schedule or geographic 
locations

Fixed clinic scheduling makes identifying 
follow-up appointments easier in most cases 
(e.g., within 1 week for close follow-up or in 
4/8/12/16/etc. week intervals for a 3 + 1 
system, or 5/10/15/20/etc. for a 4 + 1 system)

Limited patient access for acute visits, 
follow-up calls, completion of forms for the X 
week period between Y clinic weeks
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Advantages Disadvantages

Better use of resident clinic room space by 
making it easier to schedule a consistent 
number of residents each week

Decreases the ability of residents to swap 
rotations with other residents outside of their 
cohort

Allows for scheduling of related ambulatory 
“elective” half-days in specialty settings

Requires programs to find high-quality half-day 
experiences for residents for non-continuity 
clinic half-days

Permits flexibility for recurring didactic, 
quality improvement, panel management 
lessons; this includes having a set academic 
half-day to collaborate with faculty or other 
programs

Requires programs to have staff and support 
supervision of half-day didactics, quality 
improvement, and panel management sessions

Increased appreciation for clinic by residents, 
with decreased perceived conflict with 
inpatient duties

Increased stress on clinic staff in the 
management of patients between ambulatory 
(Y) weeks

Allows for scheduled time off for resident 
wellness, or personal half-days for 
appointments, testing, interviews

May convey perception that continuity clinic is 
“optional” compared to other duties, unless 
criteria to balance out cancellations are used

Increased appreciation for clinic by residents, 
decreased stress from transitions between 
inpatient and ambulatory settings

Increased stress on clinic staff in the 
management of patients between ambulatory 
blocks (Y weeks)

Table 4.1 (continued)

Box 4.2 Description of a 3 + 1 Schedule
For each level of resident (R1, R2, R3), we instituted a “3  +  1” schedule 
which consisted of 3 weeks of more intensive call months (wards/ICU/night 
medicine) or 3 weeks of electives, which were split by 1 week of ambulatory 
clinic. During this “+1” ambulatory week, residents typically have 5 half- 
days of continuity clinic, 1 half-day of dedicated didactics, and 3 half-days of 
ambulatory electives. Depending on the level of the trainee, dedicated time 
for required half-day “selectives” (women’s health, telehealth, addictions 
clinic, quality improvement) is assigned. Senior residents also participate in 
an evening continuity clinic, which permits a half-day off during another part 
of the week, allowing a longer weekend or daytime off for residents to sched-
ule activities outside of work.

During the 1-week clinic block, approximately half the time is spent in the con-
tinuity clinic. There are 3–4 half-days of continuity clinic with two to seven patient 
visits, depending on the resident level. The “virtual clinic” has one or two face-to- 
face clinic appointments, and then dedicated time for telemedicine visits, telephone 
calls, secure messaging, and administrative time. The other half of the ambulatory 
block time can be used for a flexible schedule of ambulatory electives, didactics, 
group visits, or panel management time. For example, during a 1-week block, the 
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resident might rotate through four or more affiliated clinics, including more tradi-
tional specialties such as gastroenterology, cardiology, nephrology, and dermatol-
ogy; affiliated services may include insulin titration clinic with a clinical pharmacist, 
hyperlipidemia clinic, behavioral health clinics such as smoking cessation, endos-
copy, physical therapy, women’s health clinic, pacemaker clinic, and podiatry, to 
give some examples. While this does not give trainees an “in-depth” understanding 
of each discipline, it offers residents exposure to the available services and resources 
and may improve appropriate use of referrals. It can also serve as a way to “sample” 
electives that residents may not be exposed to with traditional clinic scheduling 
systems. Residents may have more choice during the ambulatory block to tailor 
their clinic sessions to see other clinics, and this may help with career choices. For 
example, morning clinics are possible because of lack of conflict with morning 
rounds seen in traditional systems. Evening clinics for patients are also possible, 
allowing for flexibility in administrative time during the workweek. It is also pos-
sible to schedule recurring half-day conferences during ambulatory block for didac-
tics, quality improvement, and panel management. Often, X + Y schedules create 
“cohorts” of R1/R2/R3s that tend to be together during clinic rotations and possibly 
the ward as well as educational sessions. This allows members from different 
cohorts to cross cover in the clinic while the others are away from clinic. For exam-
ple, in a 3 + 1 schedule, four cohorts of resident groups are created; the residents 
that are in clinic can be assigned to cover three other residents that are out of clinic 
on wards, elective or vacation. This can be to cover their colleagues’ paperwork, 
follow up on results, and attend to electronic health record notifications, and even 
for face-to-face visits for patients with urgent issues.

 Ambulatory Long Block

The “ambulatory long block” was created as part of the ACGME’s Educational 
Innovations Projects (EIP) in 2006 [6]. Several residency programs initially trialed 
the model, and other programs have adopted variations since then. In an ambulatory 
long block model, residents follow the traditional model of primary care clinics, 
with one afternoon clinic per week, and then intermittently have weeklong blocks 
of ambulatory experiences. Another example is the yearlong ambulatory long block 
where residents follow a traditional residency model with once-weekly afternoon 
clinics until midway through the second year of residency (Box 4.3). At the mid-
point of the second year of residency, they start a 12-month continuous ambulatory 
clinic schedule until the midpoint of the third year. Given that the long block spans 
the last 6  months of the PGY-2 and the first 6  months of the PGY-3, there will 
always be either second-year or third-year residents on the ambulatory long block 
throughout the academic year. The long block consists of three or more half-day 
clinics per week for 12  months. During the times when the residents are not in 
clinic, they rotate on electives and research blocks. In these ambulatory long block 
periods, due to an increase of the time that the resident is present in the clinic, there 
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is often increased access for their continuity patients. The non-continuity clinic por-
tions of the long block can be designed according to available opportunities (and 
programmatic needs) in both the outpatient and inpatient setting. There is typically 
an equal number of residents on the ambulatory long block throughout the academic 
year, and there is ideally little or no fluctuation in preceptor needs.

 Evidence of Impact

There are several examples of programs transitioning from traditional to newer 
models of scheduling in the literature. Many share pre/post-outcomes, which are 
context specific, but still provide important insights when choosing a model that 
works for a given program.

 Satisfaction

Clinic block scheduling is associated with improved team development and 
improved learning opportunities [6, 10]. Patient satisfaction evidence is mixed; in 
one study, it was similar between block and traditional models, but not as good as in 
a combined system [11]. In another pilot, there was a suggestion of improved patient 
satisfaction [6].

Clinic block scheduling models are associated with improved resident satisfaction 
compared to traditional scheduling models [12]. Additionally, there is improved fac-
ulty perception of the educational value of clinic [13, 14]. Much of this is likely related 

Box 4.3 Description of a 12 + 12 Schedule
The Cleveland VA medical Center’s of Education in primary care imple-
mented a block immersion model at the program’s onset in 2012. Each 
12-week block of outpatient experience alternates with a 12-week inpatient 
experience. Internal medicine residents have one block in postgraduate year 1 
(PGY-1), two blocks in PGY-2, and one block in PGY-3. The residents do not 
have continuity clinic when assigned to inpatient experiences. Cleveland was 
granted an Accreditation Council for Graduate Medical Education (ACGME) 
waiver to allow for 12-week absences from continuity clinic. Residents in this 
practice partnership model are assigned a panel of patients together over 
3 years. Each resident pair shares an assigned IM faculty member who pro-
vides oversight and supervision. While on the 12-week ambulatory rotation, 
residents do three half-days of primary care, one half-day of geriatrics or 
women’s health, two half-days of urgent care, one half-day of elective rotation 
in a subspecialty clinic, one half-day of self-directed learning, one half-day of 
panel management, and one half-day of didactic lectures in an interprofes-
sional setting.
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to decreased stress of abruptly leaving inpatient duties, decreased distraction by con-
flicting needs of both inpatient and outpatient care, and improved comfort and empow-
erment based on time spent in a designated clinical setting. These improvements 
support a reported increased interest in primary care by residents participating in a 
block system. Residents reported improved perception that ambulatory medicine is 
enjoyable to practice [13]. There is also evidence that a dedicated primary care path-
way emphasizing clinic block scheduling is associated with an increase in interest in 
primary care as a career choice [15]. However, there are no published data related to 
X + Y scheduling and the ambulatory long block data that supports an increased inter-
est in primary care careers. The Association of Program Directors in Internal Medicine 
2015 annual survey did not reveal any program director perception of increased inter-
est in primary care careers in programs utilizing X + Y scheduling models [4].

 Educational Outcomes

 Duty Hours and Resident Wellness

It stands to reason that block ambulatory rotations without night float duties or on- 
call responsibilities will have a positive impact on resident sleep cycles and well- 
being. Block rotations have been shown to reduce sleep disturbances, regain diurnal 
sleep cycle, and improve well-being [12].

 Systems-Based Practice and Practice-Based Learning and Improvement

Another advantage of dedicated ambulatory rotations is the opportunity for residents to 
work with interprofessional team members and develop a continuity panel. This 
“empanelment” process creates opportunities to engage in population health discus-
sions, practice-based learning improvements at the panel level, or clinic-wide quality 
improvement (QI) initiatives [16, 17]. As residents have more immersive time in clinic, 
it allows them to identify system barriers, which they may have been impervious to 
during half-day clinics. This creates a natural environment to learn QI. As competen-
cies such as practice-based learning improvement and systems- based practice remain 
challenging to assess in learners, block rotations may have an added benefit of provid-
ing an ideal venue to teach QI and help meet these core ACGME competencies [2].

 Primary Care Interest or Ambulatory Specialty Interest of Graduate

All these improvements potentially support increased interest in primary care by 
residents participating in a block system. Residents reported improved perception 
that ambulatory medicine is enjoyable to practice [15]. There is also evidence that a 
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dedicated primary care pathway emphasizing clinic block scheduling is associated 
with an increase in interest in primary care as a career choice [18]. However, there 
is no published data related to X + Y scheduling and the ambulatory long block data 
that supports an increased interest in primary care careers. There is evidence that 
continuity of relationships with patients is a strong predictor of likelihood to enter 
primary care [19].

 Clinical Outcomes

 Access

Patient’s access to care appears to increase in the block system; there are reports 
of decreased no-show rates [6] and more opportunities for clinical encounters by 
residents [20]. Residents reported improved patient access to care and improved 
empanelment, or a more consistent cohort of patients that is assigned to them [13, 
14]. Developing a means to schedule acute visits via a practice partner system, in 
which the attending or other linked provider is prioritized to see the patient, can 
help to maximize within-team continuity with providers and team members more 
closely linked to the resident provider. Either way, maintaining access for acute 
care needs is necessary and may require extra effort to include the primary care 
provider via sharing of clinic notes to maintain educational understanding of the 
patient’s course.

 Continuity

The evidence related to continuity between residents and patients is mixed but over-
all supports an improvement in continuity, either perceived or measured. One report 
of a 1-year ambulatory care block pilot program improved visit continuity as defined 
by increased number of visits with the patient’s primary provider, as well as a higher 
percentage of all visits with that primary provider [6]. However, some changes to 
X + Y scheduling models have decreased continuity from the patient perspective 
while simultaneously improving continuity from resident perspective [11, 18, 20, 
21]. This means that although a resident in an X + Y system may have more of their 
clinic slots taken up by their panel, from the patients’ perspective, they see that resi-
dent less frequently, because they see other providers instead during the X period 
while the resident is away. A conclusion is that residents in a block system are more 
likely to have continuity for routine follow-up visits but less likely for acute care 
visits occurring during the “X” part of the clinic block. Other types of continuity 
may benefit as well; there is better follow-up on diagnostic tests by residents, better 
perceived educational continuity, and reduced fragmentation of care in both the 
inpatient and outpatient settings [13, 14, 20].
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 Quality of Care

The ultimate goal of internal medicine residency training is to train physicians 
who will improve patient-related outcomes through high-quality care. Ideally, 
clinical performance measures and outcomes would be utilized to assess individ-
ual trainees and at a larger level potentially evaluate the quality of training for an 
entire residency program [22, 23]. However, the “challenges of defining, extract-
ing, and measuring clinical performance” are barriers to their use in educational 
assessment [24]. Despite these limitations, there have been a handful of studies 
that have attempted to measure the impact of residency scheduling models on 
clinical outcomes.

 Comparison of Scheduling Models in Care of Patients with Diabetes

A 2016 study by Francis et al. compared three diabetic outcomes based on schedul-
ing on 4 models in 12 internal medicine programs [25]. The scheduling models 
compared were traditional weekly experience; the ambulatory long block, hybrid 
schedules with a combination of weekly experiences plus additional ambulatory 
block rotations; and a block or X + Y structure with discrete inpatient and ambula-
tory rotations. They demonstrated no major differences in overall glycemic control. 
The block or X + Y scheduling model demonstrated significantly higher perfor-
mance in several measures including percentage of patients with an LDL <100, 
percentage of diabetic patients with blood pressure  <  130/80, and percentage of 
patients who had A1c measured in the last year [25].

 Ambulatory Long Block

The ambulatory long block was assessed extensively by Warm et al. [6] for both 
educational and clinical outcomes. They demonstrated an improvement in a variety 
of process measures and clinical measures including improved diabetes control, 
increased number of patients with blood pressures within goal, and completion of 
age-appropriate cancer screening rates. It should be noted that while most reported 
measures improved after the implementation of the ambulatory long block, a few 
process measures such as semiannual HbA1cs in 1 year and influenza vaccination 
rates actually worsened [6].

 50:50 Outpatient-Inpatient Model

Wieland et al. studied and evaluated several educational and clinical measures in 
relation to the implementation of a 50:50 outpatient-inpatient model [18]. They 
demonstrated no significant improvement in multiple clinical outcomes including 
blood pressure control and cancer screening.
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 Opportunities Provided by Scheduling Models

The most recent ACGME updates to internal medicine program requirements are 
less prescriptive allowing residency programs and clinics to be more flexible and 
innovative in designing resident schedules [2]. It is important for leadership from 
both the resident clinic and residency program to work together to take full advan-
tage of opportunities within scheduling models. We will highlight some specific 
examples of nontraditional opportunities that can be considered within residency 
training.

 Nontraditional Clinic Experiences

The ACGME does not specify when clinics should be scheduled in terms of time of 
day or days of the week. Resident clinics could potentially be scheduled for evening 
sessions. At first glance, this may not appear to be appealing to both faculty and resi-
dents, but in fact clinicians may favor swapping a morning session for an evening 
session. An evening clinic is not possible in a traditional schedule where residents 
have both inpatient and outpatient requirements on the same day. However, in 
ambulatory long block, hybrid, and X + Y scheduling models, this may be a valu-
able option. Another option, while less favorable, may be weekend clinic sessions. 
Any consideration of weekend clinics should be discussed with all stakeholders to 
ensure that all factors including resident well-being and overall schedule require-
ments are considered. A weekend clinic in the first weekend of a two-week ambula-
tory block would be more accepting compared to a weekend clinic on the last 
weekend before a resident starts an inpatient rotation. A weekend session will most 
likely be less desirable than a weekday clinic, so trade-offs such as converting two 
weekday clinics to one weekend session may be acceptable to a resident.

Other options to consider include ambulatory time focused on panel manage-
ment and population health within the context of the primary clinic experience. For 
example, residents can spend time focused on managing patients with diabetes via 
telephone or electronic messaging. Other options include residents working hand in 
hand with clinic-based population health managers to develop interventions to 
improve cancer screening rates in their patient panel [26]. Ambulatory time may be 
reserved for huddles with primary care team members to plan population health 
interventions or identify specific patient needs in advance of a clinic session [27, 28].

 Specialty Clinics

The ACGME requirements have placed a heavy emphasis on individualized training 
and experiences in specialty care. In fact, the specification that each ambulatory 
month equates to 40 primary care clinics makes it almost impossible to exclusively 
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utilize a standard primary care clinic to meet all the ambulatory requirements. 
Resident clinic directors and residency leadership should consider alternative 
options for ambulatory experiences both within the primary care setting and in other 
ambulatory settings. Within a primary care clinic, there could be specialized clinics 
such as office-based substance use disorder treatment clinics, women’s health, pro-
cedure clinics, or refugee clinics that could all potentially provide unique 
ambulatory- based training opportunities.

Outside of the primary care clinic setting, rotations in internal medicine subspe-
cialties and non-internal medicine specialties are potential options to enhance resi-
dent ambulatory experiences. The ACGME requirements allow residents to develop 
individualized training matching their future career goals. For instance, a resident 
interested in cardiology may have a longitudinal cardiology clinic-based rotation 
throughout their residency. A resident interested in rheumatology may spend time in 
an orthopedic clinic or physical therapy clinic to provide supplemental opportuni-
ties outside of internal medicine training.

 Conclusion

There are various scheduling models that can be used in internal medicine residency 
programs, each with their own benefits and challenges. More recent scheduling 
models, such as X + Y block models, are designed to increase the amount of time in 
ambulatory settings while simultaneously reducing the tensions between inpatient 
and outpatient care responsibilities. Residency programs must work hand in hand 
with clinic directors to optimize each scheduling model to meet multiple goals 
including providing excellent patient care, supporting training in ambulatory set-
tings, and maintaining trainee wellness.
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Chapter 5
Management of Refills and Electronic 
Medical Record in-Basket Messages

Chad Henson Martins, Elizabeth Bowles, and M. Danielle King

 Introduction

The intervisit interval is underrepresented in formal ambulatory care curricula. This 
is the time during which the negotiated plan of care will be implemented, moni-
tored, and titrated. It is human nature to focus on matters directly before us, relegat-
ing intervisit patient care to the status of afterthought both in professional practice 
where providers are expected to complete intervisit task in the moments between 
face-to-face care and in ambulatory care curricula where formal teaching on the 
intervisit period is uncommon. Both these situations are unfortunate and inappropri-
ate. The intervisit period is a time to strengthen patient-provider relationships, 
encourage patient engagement in healthcare, and achieve the connectedness with 
patients that drew providers to outpatient continuity practice. In graduate medical 
education, the intervisit period is rife with opportunities to learn the skills, knowl-
edge, and attitude to prepare trainees for outpatient practice. It is crucial that the 
management of patients between visits be given dedicated time and similar amounts 
of support as face-to-face encounters. It is also important that these tasks be framed 
accurately as representative of the practice of outpatient medicine. The tasks are not 
scut work or some other demeaningly labeled activity. Refilling medications, report-
ing results of testing, and responding to patient communications are opportunities 
for trainees to practice clinical reasoning, grow communication skills, build rapport, 
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connect with patients, demonstrate accountability, and prepare for independent 
practice.

Outline
• Management of medication refills
• In-basket management
• Result notification
• Triaging patient phone calls
• Patient portal messages
• Conclusion

 Medication Refills

A key role in resident management is the oversight of medication prescriptions. 
Each year, between 7000 and 9000 patients die in the United States due to reported 
medication errors, and the cost of errors related to medication prescriptions exceeds 
$40 billion [1]. The reported errors and injuries may represent a much smaller pro-
portion of actual harm. Resident education in medication management and recon-
ciliation is represented in several ACGME milestones, yet there is little guidance on 
the management of medication between visits. This section will emphasize the 
importance of proper documentation to avoid medication errors between visits as 
well as the suggested process for managing medication refill requests in between 
visits (Table 5.1).

Trainees frequently make medication changes during clinical encounters. Blood 
pressure and diabetes medication titration are among the most common clinical 
decisions at the point of care. Residents often will start new medications in a visit, 
either for chronic disease management or for acute care concerns. Moreover, med-
ication therapy is frequently de-escalated or discontinued at clinical encounters 
due to nonadherence, tolerability concerns, or changes in clinical condition. In 
order to improve the medication refill process, it is imperative to properly 

Table 5.1 ACGME Milestones related to medication management in ambulatory setting [2]

Patient care 1: History
3: Clinical reasoning
5: Patient management—outpatient
6: Digital care (EHR)

Medical knowledge 2: Therapeutic knowledge
3: Knowledge of diagnostic testing

Professionalism 3: Accountability/conscientiousness
Practice-based learning and improvement 1: Evidence-based and informed practice
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document this medication changes at the point of care and to reconcile changes to 
the medication list. Recommendations for in-office medication management 
include the following:

• Clinical support staff should take inventory of the medication list during the 
rooming or pre-visit encounter. This includes reconciling the medication list and 
seeing if refills are needed.

• When managing any medications whose frequency and dosage do not need 
adjustment, residents should be trained to provide their patients with enough 
refills to last 12  months. Most insurance providers allow for and encourage 
90-day refills, and clinic attendings can work with the EMR builders to make this 
the default order for commonly prescribed medications. Such a strategy would 
not be applicable to controlled substances.

• When making dose changes to medications, residents should be encouraged to 
not only document this in the progress note, but also adjust the medication list 
accordingly.

• Sometimes, it may be necessary for significant medication adjustments or those 
for patients who have low health literacy to be communicated directly to the 
pharmacy. If refills have already been authorized, automated pharmacy refills 
could continue without this communication.

• For self-limited prescriptions, residents should be encouraged to enter not only a 
“start” date, but also an “end date” so that these medications can be removed 
from the medication list upon completion.

We suggest reviewing medication reconciliation expectations with residents for-
mally on an annual basis, as part of both clinic orientation and reorientation for 
senior-level residents. Additionally, faculty should be aware of these recommenda-
tions in order to best oversee the implementation at the office visit and while 
precepting.

Refill requests can be generated in several ways. Pharmacies can automati-
cally request refills through the EMR. Patients can request refills through patient 
portal systems, and they can call to request any medication (new or old). We 
suggest that the initial requests be triaged through clinical support staff, who 
can be trained to address refill requests systematically to avoid overutilization 
of physician resources. Some policy examples for refill requests include the 
following:

• Set a timeline for patient visits in order to obtain refills. For example, most 
chronic medications require assessment on an annual basis, so the refilling of 
medications could be denied by support staff until a visit is scheduled. 
Alternatively, the staff could process the refill request but also call the patient to 
schedule.
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• Flag medications that require laboratory monitoring. While there are no well- 
validated guidelines on laboratory monitoring for all medications, many classes 
of medications require intermittent lab testing, for example, monitoring 
 potassium and serum creatinine for patients on ACE inhibitors or diuretics and 
hemoglobin A1c for those on diabetes medications. Clinical support staff can 
review the chart for the relevant lab tests prior to forwarding medication refill 
requests in order to identify patients who will need a clinical visit or lab testing. 
Some examples are listed in Table 5.2.

Each resident-based clinic will have its own policy for medication refill requests 
at the provider level. While some larger institutions might have advanced practice 
practitioners to assist, residents or clinic faculty might take on the responsibility of 
managing refills of medications prescribed by their peers. Education around thera-
peutic monitoring, laboratory monitoring, and chart review should occur on an 
annual basis in order to make sure that medications are correctly renewed. Residents 
should be instructed to review the chart of each medication requested to verify that:

• The medication is still actively being prescribed at the correct dose and frequency.
• The patient is not overdue for an appointment or laboratory testing.

Table 5.2 Therapeutic drug monitoring of common outpatient medications [3]

Drug Test Frequency

ACE inhibitor/angiotensin 
receptor blocker (ARB)

BMP (hyperkalemia, serum 
creatinine)

Annually or within 2 weeks of 
medication change

Allopurinol BMP (serum creatinine) Annually
Amiodarone CBC, LFT, TSH Annually
Carbamazepine CBC, CMP (hepatotoxicity, bone 

marrow suppression)
Annually

Digoxin BMP (potassium, creatinine), 
digoxin level

Annually

Diuretics (loops, thiazides, 
potassium-sparing)

BMP (potassium, serum 
creatinine)

Annually

Insulin A1c Every 3 months (uncontrolled), 
every 6 months (controlled)

Metformin BMP (serum creatinine), A1c Annually, every 3 months 
(uncontrolled), every 6 months 
(controlled)

SGLT-2 inhibitors BMP (serum creatinine), A1c Annually, every 3 months 
(uncontrolled), every 6 months 
(controlled)

Statins Lipid panel Annually
Valproic acid CBC, CMP (hepatotoxicity, bone 

marrow suppression), valproic 
acid level

Annually

Thyroid replacement 
therapy

TSH Annually or 6 weeks following 
dose change
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• There are no obvious medication interactions or new medical conditions preclud-
ing refill of the medication.

Controlled substances are a special consideration. At some training sites, medi-
cations listed as Drug Enforcement Agency Controlled Substances will be managed 
by the attending physician. Other training sites may include trainees in the prescrib-
ing and monitoring of controlled substances. If trainees are involved in the prescrib-
ing of controlled substances, they should be educated on appropriate prescribing 
practices. These include use of prescription drug monitoring sites, urine toxicology 
testing, and overdose risk mitigation strategies. Similarly, trainees must learn to 
complete all required regulatory documentation and to maintain any certifications 
and educational requirements at the local, state, or federal level that apply to the 
clinic. As trainees will immediately be expected to prescribe controlled substance 
upon achieving independent practice, they are well served in learning the complexi-
ties and risks of this particular prescribing practice.

 In-Basket Messages

Attending physicians and residents have the unique opportunity to co-manage a 
panel of patients. Residents have a primary duty to these patients, and the supervis-
ing attending shares duty as well as liability. It is imperative that attendings play an 
active role in the management of residents not only in the clinical encounter, but 
also in the follow-up and intervisit management that ensues. This is also represented 
in several ACGME Milestones (Table 5.3).

 Result Notification

In the primary care setting, laboratory testing, imaging, and procedures are ordered 
to assist in the clinical decision-making process. These tests usually result during 
the intervisit period. The individual who ordered the tests may be on another rota-
tion outside of the clinic or may be on leave. The manager of the clinical practice 
and medical director need protocols in place for safe handling of these alerts. The 
vast majority of healthcare systems utilize electronic medical record systems 

Table 5.3 ACGME Milestones related to in-basket message management in ambulatory setting [2]

Patient care 5: Patient management—outpatient
6: Digital care (EHR)

Medical knowledge 2: Therapeutic knowledge
3: Knowledge of diagnostic testing

Professionalism 3: Accountability/conscientiousness
Interpersonal and communications skills 3: Communication within healthcare systems
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(EMRs) in which test results will be directed to the ordering provider through a 
process known as “order entry results reporting.” The implication of this is that the 
ordering provider (trainee) will receive the alert about the test results in their per-
sonal account in the EMR, but that person may be working at another academic site 
for several weeks. Some EMRs are structured such that results are reported to both 
the ordering resident and supervising attending. This may not be possible in all 
EMR systems. In collaborating with local informatics professionals, the following 
options could be discussed:

• Configuration of panels where patients are assigned to a trainee provider/attend-
ing provider (team), thus enabling alerts to be routed to that team. EMRs capable 
of this type of configuration often allow tailored selection of the alert types that 
will result to the “team.”

• Use of surrogacy settings: These are settings found in virtually all EMRs that are 
intended to facilitate coverage when a healthcare team member is on leave. The 
function directs the EMR to direct all alerts to the surrogate until the setting is 
turned off or until a preset date.

• Prompt to select additional desingees to be alerted to results at the time of order 
entry. This is a less optimal option because it increases the number of clicks to 
complete an action.

• Manual selection of designees at this time of order placement. This is a cumber-
some and error-prone option, and it increases cognitive burden because providers 
must remember to add additional alerte alert designees without a prompt.

Some systems do not use an electronic medical record or do not have remote 
access options to allow trainees to log into their accounts when rotating at another 
site. When there is not an option to access the EMR remotely, it might be difficult 
or impossible for trainees to safely and effectively manage patients in the intervisit 
interval. A more attending-reliant process will be necessary.

Once strategies are developed to prevent results from languishing in unreviewed 
inboxes, the academic practice director will need to consider how trainees will be 
supported in their development and use of intervisit care competencies. The clinic 
director, in collaboration with the leadership of the training program and trainee 
leaders, should delineate formal expectations about intervisit patient management 
to include roles and responsibilities for the stakeholders (trainees, outpatient attend-
ing providers, academic clinic director, nursing and support personnel, and training 
program). The following is a list, not exhaustive, of considerations for inclusion:

• Trainee responsibility for maintaining remote access to EMR
• Frequency of trainee remote log-in to EMR
• Timeframe for results notification (trainee and attending, see below)
• Protected time for outpatient intervisit care management
• Documentation of intervisit care
• Oversight of intervisit care
• Availability of attendings to trainees who are off-site
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As noted above, trainees have primary duties to their patients in the intervisit 
interval. They are also early in their professional development, being pulled in a 
number of different directions, working long hours, and at risk for fatigue and burn-
out. In setting expectations, it is helpful to list those times when the trainee will not 
be expected to attend to issues in their primary care patients. These include vaca-
tion, sick leave, and demanding clinical rotations (ICU, etc.). It is not reasonable, 
fair, or safe to expect trainees to function without downtime or to divert their atten-
tion from critically ill patients or large inpatient rosters when an outpatient attend-
ing or a trainee rotating on an ambulatory elective can act as a surrogate for 
outpatients. Clear communication about the start and stop of these times of cover-
age is crucial to avoid dangerous lapses in the coverage of clinical notifications.

The intervisit period presents a unique challenge in that clinical management 
conundrums arise when the trainee is not collocated with their partnered attending 
physician. Residents should be frequently reminded to ask questions if they struggle 
to determine an assessment and plan based on results so as to ensure a culture of 
safety and decrease the delay in result notification. The academic site director must 
ensure that all attendings have shared their contact information with the trainees, 
that they are responsive to trainee questions, and that they understand that their 
trainees may need to confer with them outside of standard clinic operating hours. 
Demonstrating availability and empathy for the trainees’ experience will make con-
tact in times of clinical uncertainty more likely and will decrease the likelihood that 
a trainee opts for unsupervised clinical action instead of trying to contact an attend-
ing who is perceived as unavailable.

Resident clinic directors should determine policies of timeliness of result com-
munication and ensure that faculty and trainees are aware of these expectations. A 
suggested timeframe is as follows:

• Critical results: all healthcare facilities should have a policy for handling criti-
cal results

• Urgent abnormal results: 1 business day
• Abnormal results: 1  week (synchronous or asynchronous communication as 

deemed clinically appropriate). This timeline may seem long until it is recalled 
that there are many mild abnormalities that require neither action nor urgent 
discussion (e.g., stably elevated creatinine)

• Normal results: 1–2 weeks (asynchronous communication recommended for the 
sake of efficiency)

Attendings should screen the results for any urgent abnormalities and, if identi-
fied, address these results in collaboration with or independent of the resident physi-
cian, dependent upon the resident’s schedule. If results are to be addressed in 
collaboration with the resident, communication to the resident can be through the 
EMR, but we also recommend direct contact with the resident through HIPAA- 
compliant methods. Residents should be instructed to communicate these results 
and document the communication in the patient’s chart. Failed attempts at commu-
nication with a patient should also be documented. Multiple failed attempts to con-
tact a patient may require escalation of communication method, up to and including 
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registered mail, and in extreme situations, police welfare check, based on the criti-
cality of the issue being communicated.

We suggest that all results requiring action or resulting in an alteration of the 
management plan are communicated synchronously. Additionally, anticipatory 
management should be considered when ordering tests (i.e., if a lab is abnormal, the 
follow-up plan will be ...). If this is properly documented, covering providers can 
more easily communicate results if the resident is unavailable.

 Triaging Patient Phone Calls

In addition to the patient care that occurs in the clinic, a primary responsibility of 
primary care physicians is managing their patient panel between visits. As discussed 
above, result communication is one form of intervisit management, but patients can 
also initiate communication with their providers through phone calls or portal mes-
sages. Patients may call the office to discuss medication refills (discussed above), 
questions related to their last visit, or new concerns. Each resident clinic should 
determine a workflow for triage of these patient calls in order to facilitate timely 
communication with their providers. Some challenges to this communication with 
residents include:

• Rotations spent outside of clinic (wards, ICU, electives, etc.) with limited access 
to EMR or telephone

• Changes in attending oversight in clinic
• Clinical uncertainty in patient management
• EMR inability to send messages to multiple recipients (for instance, sending a 

call notification to the resident but not the attending)

While every resident clinic will have a different policy for the management of 
patient calls, all clinics should ensure that patient calls are returned as quickly as 
possible, with 24-h callback being the goal. Support staff and call centers can be 
trained to triage messages in order to limit the number of calls the provider needs to 
return. For example, a list of critical complaints can be established wherein the staff 
should immediately recommend emergency evaluation. Support staff can also offer 
same-day visits for new complaints and close follow-up appointments for patients 
requesting to be seen.

 Patient Portal Messages

As with results reporting in the electronic medical record system, the patient portal 
system should be explored for configuration options that allow notification of a 
group of persons to patient communications in the portal. This is an extremely com-
mon feature, and it allows multi-professional teams to receive and triage patient 
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requests to the most appropriate person to respond (clerk, LPN, RN, pharmacist, 
provider). Trainees should be included in these systems along with their attending 
provider. As recommended with other forms of patient communication, a set of 
guidelines for timely response should be developed and shared with all team mem-
bers. When trainees are on leave or on rotations where they are not expected to 
remotely review alerts, they would be similarly relieved of duty to address patient 
portal messages.

Management of intervisit patient care is often an unconsidered dimension of the 
academic clinical practice and medical education. Lack of formal curriculum, com-
peting priorities, and absence of protocols can lead to patient safety vulnerabilities 
and threats to maintaining positive patient relationships. Strategies to mitigate these 
risks should include vulnerability analysis, written expectations and protocols, and 
creation of formal curricula in collaboration with training program leadership.

Conclusion

Management of inter-visit patient care is often an unconsidered dimension of the 
academic clinical practice and medical education. Lack of formal curriculum, com-
peting priorities, and the absence of protocols can lead to patient safety vulnerabili-
ties and threats to maintaining positive patient relationships.  Strategies to mitigate 
these risks should include vulnerability analysis,  written expectations and proto-
cols, and creation of formal curricula in collaboration with training program 
leadership.
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Chapter 6
Maximizing Continuity in Resident Clinic

William G. Weppner, Reena Gupta, and Robert J. Fortuna

 Introduction

Continuity of care between a physician and patient is associated with improved 
quality and efficiency of care, improved patient and provider experience, and better 
overall clinical outcomes for patients [1–7]. Studies specific to resident training 
clinics support the assertion that higher continuity is associated with better chronic 
disease management, improved preventive care, lower administrative burden, and 
better patient and resident satisfaction [8, 9]. Maximizing continuity of care in resi-
dency practice is particularly important to provide quality care to patients and sup-
port residency education. Achieving high levels of continuity, however, is challenging 
in residency practices. This chapter discusses both the importance of continuity and 
different methods of measuring it. In addition, we will explore means to maximize 
continuity in teaching clinics using different schedules and models.
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 The Case for Continuity

Studies have demonstrated that continuity of care is associated with improved 
chronic disease management, including quality of hypertension and diabetes care 
[1, 4, 10, 11]. Increased continuity is also associated with better delivery of preven-
tative care, including colorectal screening, breast cancer screening, and immuniza-
tions [1, 4].

In addition to improved clinical outcomes, continuity is associated with 
improved satisfaction for both physicians and patients [12, 13]. Longitudinal rela-
tionships and continuity of care form the foundation of primary care. Supporting 
continuity improves provider satisfaction and helps to prevent physician burnout 
[7, 14, 15]. Enhanced continuity also imparts increased trust of physicians by 
patients [12]. These influential relationships are also incredibly important to the 
professional development of trainees. Experiences with continuity of care 
throughout training can influence career choice. In fact, developing a strong rela-
tionship with patients during training is a powerful predictor for entering a pri-
mary care specialty [16].

Beyond improvements in clinical outcomes and patient-provider satisfaction, 
there is evidence that improved continuity is associated with reduced hospital utili-
zation and lower costs of care [3, 17, 18]. As value-based payment structures con-
tinue to evolve, patient satisfaction and financial accountability will become 
increasingly important.

 Types of Continuity

Continuity can be defined from both the patient and trainee perspectives [19]. From 
a patient perspective, the most basic continuity measure indicates the proportion of 
visits in which a patient is seen by their primary care physician (PCP). From a resi-
dent physician perspective, continuity indicates the proportion of a resident’s visits 
that occur with patients from their assigned panel. Both forms of continuity are cru-
cial to consider when developing office scheduling processes and protocols to opti-
mize quality, patient satisfaction, and physician satisfaction in a teaching practice.

The concept of continuity can be further extended to include other members of 
the clinical team. Some programs include the frequency of the attending–resident 
precepting dyad to define continuity between a patient and the supervising 
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physician and trainee dyad. Some institutions follow the continuity of the resident 
team (i.e., supervising physician and team of residents that share a panel of patients). 
The Veteran Affairs (VA) includes the assigned supervising physician in measures 
of continuity when considering continuity among resident physicians. With the 
expansion of team-based care models, continuity between patients and other multi-
disciplinary team members who help to coordinate care is becoming increasingly 
important.

Continuity of care is also an important consideration with the expansion of tele-
health services. Telehealth may provide valuable opportunities to increase patient-
PCP continuity [20].

 Measuring Continuity

Residency teaching practices should prioritize measuring and tracking continuity. 
As one would expect, there are a myriad of different metrics for measuring continu-
ity of care [19]. Continuity indices that are commonly used in training clinic set-
tings include the “Usual Provider of Care” (UPC), “Modified Continuity Index” 
(MCI), “Modified, Modified Continuity Index” (MMCI), and “Continuity of Care” 
(COC) (Fig. 6.1). There are strengths and weaknesses for each. The UPC is defined 
as the proportion of all visits that are with the patient’s PCP. The UPC, while easier 
to interpret, does not take into account dispersion of care among other clinicians 
[21]. The UPC metric is also less reliable when there are fewer visits. The corre-
sponding metric from the physician’s perspective is the PHY (“Continuity for 
Physician”), which measures the proportion of visits that an individual physician 
sees his or her own patients in a given timeframe [22].

Fig. 6.1 Formula for calculating commonly used continuity metrics
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Measuring continuity requires sufficient data on the number of visits with health 
care professionals. Some continuity indices require empanelment of patients to a 
specific primary care provider (such as UPC), while some do not (COC, MCI, 
MMCI) [19]. These indices range between 0 and 1; they approach 0 if all visits are 
with different clinicians, and equal 1 if all visits are with the same clinician. One of 
the easiest continuity measures to understand is the UPC metric. This is simply the 
percentage of primary care visits that are with the primary care provider, defined as 
seen from the patient’s point of view. This is commonly used for its ease of calcula-
tion and its ready interpretability. For example, a UPC of 0.78 indicates that the 
patient saw their designated PCP at 78% of all measured primary care (or equivalent) 
visits. The UPC measure is most commonly measured in the context of all primary 
care visits, but alternative applications have also been developed. An innovative 
modification of the UPC continuity measure, used by the Veterans Administration 
health system, may include emergency department visits inside or outside the VA in 
the denominator. Continuity is lower if patients visit the emergency department more 
often, thereby placing responsibility on the primary care team to prevent unneces-
sary emergency department visits. In the VA system, a stated goal is that 75% of the 
time, a patient will see their own clinician when they are seen the primary care office 
or come to the emergency department [23]. The goal is to maximize the number of 
appropriate visits with the PCP (numerator) while minimizing unnecessary ED utili-
zation and visits with non-continuity providers (denominator).

The MCI and MMCI provides a sense of continuity with a single provider, but 
also corrects for dispersion among other clinicians [24]. There is some suggestion 
that the MMCI is more appropriate than UPC, COC, or MCI for resident providers, 
to adjust for dispersion among other clinicians [24].

How these metrics are interpreted in settings where a resident physician has a 
panel of patients shared with an attending or “supervising” PCP may vary. In most 
cases, these metrics focus on visits that occur in the primary care office. However, the 
type of visits that are counted may be defined in different ways. For example, in VA 
clinics, continuity is assessed with UPC: the numerator is the encountered visits with 
the associate PCP (resident) + preceptor PCP (supervising physician), and the denom-
inator is all visits to primary care clinics, urgent care clinics, or emergency department 
visits. Thus, if a resident sees their own patient in continuity or episodic care clinics, 
this counts for continuity. If a resident sees a patient that is not their patient but pre-
cepts with the panel attending for that patient (and the attending is on the encounter 
form as a primary or secondary physician), then this counts for continuity.

In order to evaluate resident physician continuity, these metrics can be altered 
from the patient perspective to the physician perspective. While not as strongly 
associated with health outcomes, this can be important for the resident’s experience 
in continuity clinic and may be associated with improved physician satisfaction. 
This metric is commonly evaluated in residency continuity clinic settings when 
scheduling changes are enacted to make sure that continuity has improved for both 
patients and providers.

Finally, most of these metrics are based on traditional face-to-face visits in pri-
mary care, but the measures can be extended to include telehealth visits. Historically, 
continuity measures have not accounted for encounters via telephone, video, secure 
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messaging, group visits, or affiliated members of the team, although these interac-
tions certainly contribute to the overall relationship between a provider and patient. 
As telehealth expands, practices should explicitly measure continuity for both face- 
to- face and virtual encounters.

 Maximizing Continuity

Maximizing continuity is important to support patient and physician satisfaction, as 
well as to improve quality of care. There are several factors associated with increased 
continuity of care, including the consistent use of scheduling protocols, increased 
faculty clinical time, and increased number of resident clinical sessions per week 
[4]. Several examples are presented in Table 6.1. Having clearly defined scheduling 

Table 6.1 Specific approaches to improve continuity in resident teaching clinics

Processes to maximize 
continuity Examples

Clinic scheduling 
protocols

   •  Make sure that patients are clearly assigned to residents 
(“empaneled” or clearly designated in the electronic health 
record banner)

   •  Establish protocols to prioritize continuity for nonurgent 
follow-up and preventive care visits with the primary resident [4]

   •  Develop processes to assess whether urgent appointments can 
wait for primary residents. Otherwise, prioritize visit with 
primary team attending or team of advanced practice 
providers (APPs) [4]

   •  Advanced access (or “open access”) scheduling protocols may 
improve continuity, but protocols to increase access may 
decrease UPC [26]

Rescheduling residents 
pulled from clinic

   •  Adopt policies that prioritize stable and consistent resident 
clinic scheduling and prevent residents being pulled from 
clinic to cover other clinical duties [4]

   •  If cancelling clinics is necessary, it is required that residents 
are rescheduled in clinic within several days to accommodate 
patients. Policies should emphasize the importance of clinic 
time, but not penalize residents [4]

Increased resident 
ambulatory clinical time 
and/or panel size

   •  Examine ways to increase the amount of time spent in clinic 
by residents

   •  Increasing the number of sessions will improve availability 
(this increases UPC, but can decrease PHY) [29]

   •  Increasing the number of empaneled patients to a resident 
increases PHY, but decreases UPC [29]

Thoughtful use of practice 
partners or advanced 
practice providers

   •  If PCP is not available and patients need urgent appointments, 
schedule with a full-time team anchor clinician or practice 
partner so that patients see one of the two clinicians for nearly 
all visits

   •  Identifying a single “anchor” attending, advanced practice 
provider, or practice partner may increase continuity [4], 
likely by decreasing dispersion through MMCI or COCI; may 
not affect UPC or PHY
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protocols that prioritize continuity for acute, chronic, and preventive care visits is an 
essential component of maintaining continuity in resident practices. These schedul-
ing protocols will be unique to each practice and must balance the need for continu-
ity with the need for maintaining access for patients. The balance between continuity 
and access will be partially contingent upon the amount of time that residents are 
available in clinic.

Maximizing the time that residents are in clinic is also a critical component to 
support continuity. The Accreditation Council for Graduate Medical Education 
(ACGME) has established core requirements outlining requirements for longitudi-
nal continuity experience in the outpatient setting [25]. Although this establishes the 
minimal requirements, the absolute number of sessions required per week is not 
prescribed, and the optimal number of sessions to maximize continuity is not 
known. However, programs with increased number of resident clinical sessions per 
week are typically able to provide greater availability and continuity to patients and 
residents.

Resident panel size also influences continuity. Panel size should be determined 
based on residents’ availability to care for those patients. The number of sessions 
residents are in clinic and the number of patients seen per session should guide 
overall panel size. In addition to the amount of time spent in clinic and the size of 
resident panels, practices should consider the structure of the schedule. There is 
mixed evidence regarding continuity in block schedules compared with continuity 
in traditional schedules [26]. In the largest study of block vs. traditional vs. hybrid 
scheduling, UPC was highest in the block model and lowest in traditional weekly; 
PHY was the lowest in block model, but subject resident-perceived continuity was 
the highest hybrid model [27, 28].

Rescheduling clinics for residents who are pulled to support inpatient needs is 
another important measure to consider when developing processes to maintain resi-
dent and patient continuity [4]. This requires programmatic and institutional recog-
nition of the importance of outpatient training and patient access to their resident 
physician. Rescheduling policies also discourage residents from being pulled 
unnecessarily from ambulatory rotations.

Thoughtful integration of advanced practice providers (APPs), who may be 
nurse practitioners or physician assistants, can also support patient continuity with 
resident physicians. APPs are important members of ambulatory teams who can 
help improve access to care for patients. At the same time, APP visits may also 
hinder direct patient continuity with their resident physician. This can be reduced by 
having clear scheduling protocols that prioritize scheduling with resident PCP 
unless the patient has a need for an urgent appointment and the PCP is not available. 
Individual clinics must balance the competing needs for maintaining access for 
patients while prioritizing continuity with residents. This balance will be different 
for each program. In many teaching practices, patients are seen by numerous pro-
viders when their resident or faculty PCP is not available. Having a designated full- 
time team anchor clinician and clear scheduling protocols that require scheduling 
appointments with this single alternate team provider when the PCP is not available 
can greatly improve the continuity experience for patients.
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 Conclusion

Based on a review of the available evidence, continuity of care appears closely asso-
ciated with all aspects of the “quadruple aim” including improving care outcomes, 
enhancing patient and provider experience, and lowering costs [30]. Residency 
teaching practices should place a high priority on measuring and tracking continuity 
and implementing strategies to maximize continuity of care for their patients and 
trainees.
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Chapter 7
Outpatient Billing and Coding and Center 
for Medicare & Medicaid Services Billing 
Rules

Lee B. Lu, Scott V. Joy, and Jeannine Z. Engel

 Introduction

Knowing the complexities of outpatient billing is critical to optimizing financial 
success in a general internal medicine clinic. With a current focus in academic med-
ical centers on visit volume and clinical productivity as measured in work relative 
value units (wRVUs), faculty and clinic directors must understand the visit types 
and preventive services that are provided by the general internist, the documentation 
requirements for each of these services, and how to appropriately code and bill for 
the services provided. This chapter highlights the history of physician reimburse-
ment including the impact of the Public Health Emergency (PHE) on physician 
billing, basics of outpatient billing and coding for evaluation and management visits 
with emphasis on the 2021 documentation changes, telemedicine visits, care man-
agement services, and preventive visits and services. Clinical examples will illus-
trate how to maximize wRVUs and revenue in a general internal medicine practice.
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Outline
• History of physician reimbursement for medical services
• The COVID pandemic PHE
• The basics of billing and coding, emphasis on 2021 documentation changes
• New/established patient billing
• Telemedicine billing and coding
• Preventive visits
• Screening visits
• Medicare services

 – Annual wellness visits
 – Care management services
 – Home healthcare oversight
 – Coding and billing for counseling services.

• Modifiers
• Relative value units
• Maximizing revenue
• Conclusion

 History of Physician Reimbursement for Medical Services

The United States (US) Congress created Medicare in 1965. At that time, Congress 
did not want physicians to have a disincentive to treat Medicare patients; thus, 
Medicare allowed for locally determined “reasonable” charges. In an attempt to 
standardize medical services, the American Medical Association (AMA) created 
Current Procedural Terminology (CPT) in 1965 to codify medical services and pro-
cedures but did not assign a financial value to each CPT code. Without any financial 
checks in the system, fees rose. In 1976, the Congress implemented the Medicare 
Economic Index, which limited fee increases by tying them to inflation rates, and in 
1986, the Congress froze fee increases, due to budgetary constraints. This led to 
physicians, physician advocacy groups, and government to engage in endless spar-
ring to address stakeholders’ concerns that continue today. Some highlights of the 
historical timeline and interventions relevant to general internal medicine billing 
and coding are as follows [1]:

1986: Physician Payment Review Commission provided independent advice 
regarding Medicare spending, which continues today as the Medicare Payment 
Advisory Commission (MedPAC) [1997].

1989–1992: Resource-based relative value scale (RBRVS) was created as a 
result of the Omnibus Budget Reconciliation Act with the intent to streamline physi-
cian fee scales and reduce disparities in reimbursements. RBRVS assigns relative 
value units (RVUs) to various aspects of physician activities and forms the basis for 
determining Medicare reimbursements.

L. B. Lu et al.
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1991–1992: The Relative Value Scale Update Committee (RUC) was created by 
the AMA to advise the Center for Medicare & Medicaid Services (CMS) and 
Congress on “refining” RBRVS. This group remains controversial as the majority of 
voting members represent subspecialty services and not primary care.

1997: Sustainable Growth Rate (SGR) was a method that CMS used to calculate 
Medicare reimbursement. It was tied to the gross domestic product (GDP) and 
maintained budget neutrality. When expenditures exceeded targets, CMS enacted 
payment cuts, which could only be altered by an act of the Congress. This led to an 
ongoing series of temporary financial patches, commonly referred to as the “doc fix.”

2010: The Patient Protection and Affordable Care Act (PPACA, ACA, or 
Obamacare) was signed by President Obama. It established the Annual Wellness 
Visit and Center for Medicare & Medicaid Innovation (CMMI) to evaluate new pay-
ment models for physicians, including Accountable Care Organizations (ACOs) and 
Comprehensive Primary Care (CPC), providing coverage for services and testing 
meeting the U.S.  Preventive Services Task Force (USPSTF) grades A and B 
recommendations.

2015: Medicare Access and Children’s Health Insurance Program (CHIP) 
Reauthorization Act (MACRA) of 2015 ended the SGR formula, which threatened 
clinicians participating in Medicare with potential payment cliffs for 13 years [2]. 
MACRA created the Quality Payment Program to provide new tools and resources 
to give patients with Medicare the best possible care. Physicians and practices can 
choose how to participate in the Quality Payment Program, based on practice size, 
specialty, location, or patient population.

There are two tracks a physician can choose to participate in, which are advanced 
alternative payment models (APMs) or the merit-based incentive payment sys-
tem (MIPS).

For practices deciding to participate in an advanced APM, through Medicare Part 
B, they may earn an incentive payment for participating in an innovative payment 
model. Practices deciding to participate in traditional Medicare Part B will partici-
pate in MIPS earning a performance-based payment adjustment.

Each calendar year, data for various patient-driven quality performance metrics 
can be submitted under MIPS. Based on the submitted metrics, a practice or practice 
group may be eligible for an incentive payment or a penalty 2 calendar years later. 
This is a budget-neutral program, so the incentives and penalties must balance out. 
For 2022, the maximum bonus is 9% and the maximum penalty is −9%. The MIPS 
program is updated yearly as part of the Physician Fee Schedule (PFS) final rule.

2019–2020: In the 2019 Medicare Physician Fee Schedule (MPFS) final rule, 
CMS finalized radical changes in the Outpatient Evaluation and Management (E/M) 
documentation and coding framework [3]. However, they deferred the implementa-
tion of these changes until 2021. The proposals included eliminating low-level new 
patient visit code (99201) and offering two payments, one for office levels 2–4 and 
a second higher payment for level 5 visits. They continued to differentiate payments 
for new and established visits. The intent was to simplify documentation require-
ments and reduce clinician burden. Essentially, CMS proposed that the clinician 
could choose how to document. Choices included using the long-standing 
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framework, using medical decision-making only, or using time. For the combined 
level 2–4 visits, the minimum documentation would follow the 1995/97 E/M level 
2 framework. Based on this proposal, CPT convened a workgroup and revised the 
E/M documentation requirements. Ultimately, CMS accepted the CPT-proposed 
changes in the MPFS 2021 Final Rule. The 2021 outpatient E/M documentation 
requirements will be outlined in detail later in the chapter.

Over the same period, CMS proposed and finalized a supplemental add-on code 
for visit complexity, GPC1X, later assigned G2211. This code was valued at 0.33 
RVUs and could be added to any level of service for “Visit complexity inherent to 
evaluation and management associated with primary medical care services that 
serve as the continuing focal point for all needed health care services.” On December 
22, 2020, Congress passed a massive stimulus bill (over 5,000 pages), which 
included a 3-year delay on the implementation of this code or any similar code [4].

Other new billing opportunities during this time frame include virtual check-ins 
(G2012 and G2252) as well as remote evaluation of recorder video or images 
(G2010). In 2020, CPT added codes 99421: Online digital evaluation and manage-
ment service, for an established patient, for up to 7 days’ cumulative time, during 
the 7 days, 5–10 minutes. Code 99422 allows 11–20 minutes, and 99423 accounts 
for 21 or more minutes [5].

 The COVID Pandemic and Public Health Emergency

The coronavirus pandemic and Public Health Emergency (PHE) opened new reim-
bursement opportunities for non-face-to-face services as well. In March 2020, CMS 
published many blanket waivers in an effort to decrease burden on physicians and facili-
ties, as well as increase access to care for Medicare beneficiaries during the COVID-19 
pandemic [6]. Particularly important to primary care, telemedicine including audiovi-
sual and telephone-only visits were generally reimbursable regardless of the location of 
the patient or the physician. Payment for these visits has evolved significantly over the 
course of the pandemic and is currently variable from state to state. In addition, CMS 
added RVU value for telephone-only visits, which in the past were not reimbursed. 
Ultimately, CMS increased the value of a telephone encounter to be equivalent to face-
to-face or telemedicine visit based on time. This PHE implementation emphasized the 
importance of any visit during the pandemic and encouraged providers and facilities to 
advance their telemedicine platforms. The downside was that many of these reimburse-
ment opportunities might disappear depending on the evolution of the COVID PHE. The 
chapter was prepared prior to the ending of PHE on May 11, 2023. Though PHE has 
ended, telephone visits are still reimbursable by Medicare. Eventually, telephone-only 
visits may go back to zero value, and the vast majority of primary care practices may not 
qualify as originating sites for telemedicine reimbursement from Medicare. The Society 
of General Internal Medicine (SGIM) Health Policy Committee is an excellent way 
to keep apprised of the changing reimbursement landscape [7].

*Due to the evolving changes in CMS regulations, please see the statement at the end 
of the chapter for the updates.
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 The Basics of Billing and Coding: Big Changes in 2021

As noted previously, in January 2021, CPT and CMS finalized major changes in the 
outpatient evaluation and management documentation requirements. The impetus 
for these changes was the proposed MPFS 2019 and final rule from CMS, which 
included leveling of payment and documentation requirements for level 2–4 visits, 
along with complexity add-on codes for continuity-type practices and clinicians. 
There was a whirlwind of feedback from the healthcare community, and ultimately, 
the CPT editorial panel took on the task of revising the 25-year-old guidelines using 
an appointed workgroup with open meetings, allowing for broad feedback. The new 
guidelines were accepted by the editorial panel and ultimately by CMS as codified 
in the MPFS 2021 final rule.

For many years, there were two CMS documentation guidelines, the E/M 1995 
and 1997 versions. In the 1995/1997 E/M guidelines, history and physical examina-
tion required multiple system documentation in addition to medical decision- 
making to meet certain levels of services (LOS). The complexity and cumbersome 
requirements added burden to physicians’ work-life. In January 2021, the new out-
patient E/M guideline went into effect with the goal of reducing irrelevant docu-
mentation. It allows time-based billing and eliminates the billing code of 99201 for 
new patients. In this section, we will review the definition of new and established 
patients, describe the new 2021 E/M guidelines, compare the old and new E/M 
guidelines, and provide clinical case examples for determination of LOS.

 New/Established Patient Billing and Coding

New patient definition [8]—by Current Procedural Terminology (CPT) definition—
a patient who has not received any care and professional services from the physi-
cian, or another physician of the same specialty who belongs to the same group 
practice within the past 3 years. New patient outpatient CPT codes are 99202-99205.
Established patient definition [8]—a patient who has received care from the physi-
cian or another physician of the same specialty who belongs to the same group 
practice within the past 3  years. Established patient outpatient CPT codes are 
99212-99215.

One nuance for the clinic medical director to consider is how a new patient is 
defined within the context of the broader health system, especially if the outpatient 
clinician previously cared for the patient in the inpatient setting. Although this 
nuance is beyond the scope of this chapter, the medical director is encouraged to 
reach out to their administrative and financial support offices for further guidance. 
2021 Outpatient E/M Guidelines—same documentation for both established and 
new patients.

History—only relevant history
Review of systems—relevant positives and negatives
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Physical examination—relevant physical examination
 Reviewed laboratory and imaging studies—specify which studies and analysis 
of studies
 Assessment and plan—level of services depends on medical decision-making 
(MDM) or is time based

 Comparison of 1995/1997 with 2021 E/M 
Guideline Documentation

1995/1997 E/M guidelines must meet many requirements and documentation in 
the components of history and physical exam to bill the levels of services [9, 10]. 
2021 E/M guidelines allow limited documentation in history and physical examina-
tion [11].

2021 E/M guidelines for new and established patients

CPT code History and exam MDM Time (min)

99202 Only relevant history and physical exam Straightforward 15–29
99203 Low 30–44
99204 Moderate 45–59
99205 High 60–74
99212 Only relevant history and physical exam Straightforward 10–19
99213 Low 20–29
99214 Moderate 30–39
99215 High 40–54

 Medical Decision-Making

Number of diagnoses, amount and complexity of data to be reviewed and ana-
lyzed, and risk of complications and/or morbidity or mortality of patient 
management

Level of service based on MDM [12]
Only requires two or three elements

CPT
Number of 
diagnoses Complexity of data Risk

99202
99212

1 self-limited Minimal Minimal
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CPT
Number of 
diagnoses Complexity of data Risk

99203
99213

≥2 self-limited or 
minor problems
Or
1 stable chronic 
condition
Or
1 acute 
uncomplicated

Meet 1 out of 2
I. any 2 of the following—
Review external notes, 
review results of each 
unique tests, order each 
unique test
II. Independent historian

Low (e.g., allergic rhinitis, simple 
sprain, controlled hypertension)

99204
99214

≥1 chronic 
condition with 
exacerbation
Or
≥2 stable chronic 
conditions
Or
1 new problem 
with uncertain 
prognosis
Or
1 acute problem 
with systemic 
manifestation

Meeting 1 out of 3
I. any combination of 3—
Review external notes, 
review results, order tests, 
independent historian
II. Independent 
interpretation of tests
III. Discussion with 
external physicians about 
management and test 
results

Moderate
  – Prescription of medications
  – Minor surgery
  – Social determinants of health 

(new 2021 E/M) (e.g., 
uncontrolled diabetes mellitus 
[DM], pyelonephritis, food 
insecurity)

99205
99215

≥1 chronic 
condition with 
severe 
exacerbation
Or
≥1 acute or 
chronic condition 
with threat to life

Meeting 2 out of 3
I. any combination of 3—
Review external notes, 
review results, order tests, 
independent historian
II. Independent 
interpretation of tests
III. Discussion with 
external physicians about 
management and test 
results

High
  – Referral to emergency 

department
  – Hospitalization
  – Emergent major surgery
  – Decision does not resuscitate 

code status or de-escalate care due 
to poor prognosis (e.g., stroke, 
acute coronary syndrome, lung 
mass)

 Time

When choosing a billing level based on time for outpatient E/M codes, the rules 
around what time can count changed in January 2021. While not perfect, the changes 
are an improvement over the previous restrictions. Beginning in January 2021, all 
time spent by the billing physician or qualified healthcare professional (QHP) on 
the date of service can be counted. Both face-to-face and non-face-to-face time can 
be included. Examples of activities that can count in this time include:

• Preparing to see the patient
• Obtaining and/or reviewing separately obtained history
• Performing a medically appropriate examination and/or evaluation
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• Counseling and educating the patient/family/caregiver
• Ordering medications, tests, or procedures
• Referring and communicating with other healthcare professionals (when not 

separately reported)
• Documenting clinical information in the electronic or other health record
• Independently interpreting results (not separately reported) and communicating 

results to the patient/family/caregiver
• Coordinating care (not separately reported) [13]

Activities that cannot be counted toward total time:

• Time spent on a calendar day other than the date of service
• Time spent on services that are separately reportable/reimbursed
• Clinical staff time
• Time spent teaching residents or students (please see sections of GC/GE modi-

fiers for details)

CPT Time (min) CPT Time (min)

99202 15–29 99212 10–19
99203 30–44 99213 20–29
99204 45–59 99214 30–39
99205 60–74 99215 40–54

Physicians should document their total time spent and the activities that they 
performed as part of the time-based service. One example of a possible documenta-
tion “smart phrase” is given below:

My total time on this date was *** minutes, which included the following activi-
ties {drop down}. This time is independent and nonoverlapping.

An example of drop-down list of activities (adapted from the University of 
Virginia Health Epic System):

Preparing before the patient visit
Collecting and/or reviewing history
Performing physical examination and/or evaluation
Counseling and educating patients and caretakers
Ordering medications, tests, and studies
Referring and discussing management with others
Documenting clinical information in the electronic or other health record
Interpreting results independently (not separately reported)
Coordinating care (not separately reported)
*** (free text)
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For visits that go beyond the upper time threshold, there is a prolonged ser-
vice code:

99417—Prolonged office or other outpatient E/M services (beyond the total time 
of the primary procedure which has been selected using total time), requiring total 
time with or without direct patient contact beyond the usual service, on the date of 
the primary service, each 15 min (list separately in addition to codes 99205 and 
99215 for office or other outpatient evaluation and management services).

This code should be added only if billing is based on time, and only to the code 
99215 or 99205. CPT directions for this code outline its use as follows:

“Code 99417 is only used when the office or other outpatient service has been 
selected using time alone as the basis and only after the minimum time required to 
report the highest-level service (i.e., 99205 or 99215) has been exceeded by 15 min. 
To report a unit of 99417, 15 min of additional time must have been attained. Do not 
report 99417 for any additional time increment of less than 15 min” [13].

CMS did not agree with the minimum time requirement and added their own 
prolonged service code, G2212, stating that it should be added to the maximum time 
interval for the service, not the minimum. Physicians and other health professionals 
need to be aware of this discrepancy in the expectations for the use of the prolonged 
service codes based on time.

Codes Time range (min) CPT: times to add 99417 (min) CMS: times to add G2212 (min)

99205 60–74 75–89 89–103
99215 40–54 55–69 69–83

 Split-Shared Visits in the Clinic

When the physician and QHP perform an E/M as a split-shared visit, the time spent 
by each can be summed for the total time. The time spent by each professional must 
be medically necessary, and any time spent together (reviewing the patient’s data, 
discussing a plan, seeing the patient) can only be counted once—either by the phy-
sician or by the QHP. On January 2022, CMS changed the split-shared rules for 
facility-based outpatient clinics [14]. The rules now state that payment will be made 
to the practitioner who performs the substantive portion of the visit. Beginning in 
January 2023, CMS defines the substantive portion as more than half of the time 
spent. During a transition year in 2022, CMS allowed the substantive portion to be 
one of the three key E/M components (history, exam, or MDM) OR more than half 
of the time. Each clinician should document their contribution to the split-shared 
service, whether time or a key component. Time can be summed. If billing based on 
time and QHP spends more than half of the total time, the claim will be submitted 
under their name and (generally) paid at 85% of the physician rate.
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 E/M Visits with Residents or Students

When seeing patients with medical students, only time spent by the billing physi-
cian can be counted if billing is based on time. When precepting residents and 
billing with the GC modifier, the same caveat applies. Only the time spent by the 
billing physician should be counted. In both of these scenarios, if the billing physi-
cian spends time observing the student or resident taking the history and/or per-
forming an exam as part of the patient’s visit, this time can be counted. For primary 
care resident clinics who operate under the primary care exception (GE modifier), 
CMS clarified in the 2022 PFS final rule that time CANNOT be used to select a visit 
level. Only MDM may be used in GE encounters, “to guard against the possibility 
of inappropriate coding that reflects residents’ inefficiencies rather than a measure 
of the total medically necessary time required to furnish the E/M services” [15].

More details about the GE/GC modifiers and specifics of the primary care excep-
tion are outlined later in the chapter.

When would a physician use time for billing over medical decision-making? It 
really depends on the individual practice style and the patient characteristics. 
Consider the following scenarios:

• Did you spend a considerable amount of time preparing for the visit on the date 
of service, collecting a history, or performing an exam? You can only count time 
on the date of service only. If you pre-chart the day prior, or complete your notes 
on the days after clinic, you cannot count this time.

• Did the patient’s care require that you personally engage with other physicians or 
review complex data?

• Is this a patient who does not meet level 5 MDM criteria, but takes level 5 time?
• Are you seeing a partner’s patient (established for you) who is taking more time 

because you do not know them like your own patients?
• Do you routinely complete your notes on the date of service? If so, you can count 

this time toward total visit time.

 Clinical Examples

Example #1
A 60-year-old male with well-controlled hypertension and hyperlipidemia returns 
to the resident clinic for routine follow-up. Also, he reports 3 days of left knee pain 
after hiking with grandkids 5 days prior.

HTN: doing well on meds; blood pressure is controlled. Denies dizziness.
For cholesterol: on atorvastatin; no muscle ache.
Medications and allergies are reviewed.
Physical exam: vital signs: normal including blood pressure—120/72
Heart: RRR, S1 and S2
Lungs: clear
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Left knee: full range of motion, no erythema, no warmth
A/P:

 1. HTN, well controlled on lisinopril 20 mg and HCTZ 25 mg daily. Order BMP 
today. Continue current medications. Refills done.

 2. Hyperlipidemia on atorvastatin 20 mg daily. Last lipids 9 months ago, reviewed. 
No side effects. Continue treatment. Counseling provided: diet and exercise.

 3. Left knee pain. Acute. Consistent with overuse. Exam reassuring. Over-the- 
counter diclofenac gel recommended. Acetaminophen PRN. Call in 2 weeks if 
not resolving, for physical therapy referral.

Attending went in to examine the patient with the resident.

Level of service based on MDM-99214

CPT Number of diagnoses Complexity of data Risk

99214 ≥1 condition with 
exacerbation
or
≥2 chronic 

conditions
or

1 new problem 
with uncertain 
prognosis
or
1 acute problem with 
systemic 
manifestation

Meeting 1 out of 3
I. Any combination of 3—review 
external notes, review results, 
order tests, independent historian
II. Independent interpretation of tests
III. Discussion with external 
physicians about management and test 
results

Moderate
Prescription of 

medications
  – Minor surgery
  – Social 

determinants of 
health (new 2021 
E/M)

 Level of service based on time:
Attending personally spends 25 min on the date of service involved in the care of 
this patient. This time includes reviewing the medical record for details of medica-
tion history and most recent refills, listening to the presentation from the resident, 
personally performing an exam, and discussing plans for the patient’s knee pain 
with the patient. Finally, there is additional time reviewing and editing the resident’s 
documentation and placing the attending attestation. Based on time, 25 minutes 
would allow for billing 99213. Therefore, the attending does not document time 
and submits 99214-GC (a higher level) for LOS based on MDM.

Diagnoses managed Complexity of data Risk
Overall code 
for MDM

Overall 
code for 
time

2 stable chronic plus 1 
new with uncertain 
prognosis

BMP ordered, prior 
lipid panel reviewed

Prescription drug 
management

Need 2/3, 
drop data

25 min

Meets 99214 Meets 99213 Meets 99214 99214 99213
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Example #2:
 A 55-year-old established female with hypertension and diabetes presents with cry-
ing spells and insomnia.
 She reports that her symptoms started gradually in the past 2 months. She would 
have crying spells for “no reason” in addition to having a difficult time falling 
asleep. She would wake up in the middle of the night sobbing. Due to disrupted 
sleep, she would fall asleep at work. She is worried about these episodes and is 
afraid that things will get worse.
 As for her blood pressure, she takes lisinopril, and her blood pressure is 130/78 
at home.
She is on metformin 500 mg bid for her DM.
On further questioning, she stated that 6 months ago, her husband passed away 
unexpectedly from a heart attack due to COVID while they were vacationing in 
Idaho celebrating their anniversary. He was previously healthy. During the trip, 
they both felt tired and did not think much of it. While in the hotel room, he sud-
denly became unresponsive and breathless. She tried to use her phone to call 
911, but the phone did not work. She ran out in the hallway, but no one could 
hear her. Finally, she used her husband’s cell phone and got connected to 911. 
The 911 respondent walked her through on how to perform CPR on him until 
EMS arrived. They continued CPR, and his pulse returned. In the emergency 
department, they told her that he had suffered a massive heart attack. He was 
then transferred to intensive care. At that time, she found out that he had con-
tracted COVID. She went back to her hotel and shortly after received a call from 
the hospital that he coded again and they could not revive him. In shock and 
desperation, she felt the world had crashed onto her. She was all alone away 
from home. With the help of the hotel manager, she got tested and was confirmed 
to have COVID. Subsequently, her oxygen level dropped and was admitted to the 
hospital. Finally, she was discharged, had her husband cremated, and flew home. 
She thought she was doing OK for 6 months that had passed, but is now with all 
these symptoms. She does not have suicidal or homicidal thoughts. She does not 
have children.
PE: vital signs normal with BP 128/70
She appears tired
Mood—tearful at times
 The patient’s response to the PHQ-9 depression screening questionnaire is positive
At the last visit about 1 month ago, laboratory studies were done.
Her basic metabolic panel was normal, hgba1c 6.4, and TSH was normal.
A/P:
 Depression and insomnia—patient does not want to be on medication; I contacted 
the psychologist to schedule an urgent appointment
DM: at goal; continue metformin
HTN: continue lisinopril
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Level of service based on MDM 99214

CPT
Number of 
diagnoses Complexity of data Risk

99214 ≥1 chronic 
condition with 
exacerbation
or
≥2 stable chronic 

conditions
or

1 new problem 
with uncertain 
prognosis
or
1 acute problem 
with systemic 
manifestation

Meeting 1 out of 3
I. Any combination of 3—review 
external notes, review results, 
order tests, independent historian
II. Independent interpretation of 
tests

III. Discussion with external 
physicians about management and 
test results

Moderate
  – Prescription of 

medications
  – Minor surgery
  – Social determinants 

of health (new 2021 
E/M)

 Level of service based on time:
The total time on this date and for this encounter was 71 minutes, which included 
the following activities:

Preparing to see the patient, performing a medically appropriate examination 
and/or evaluation, counseling and educating the patient, ordering medications, 
referring and communicating with other healthcare professionals, and documenting 
clinical information in the electronic health record.

This time is independent and nonoverlapping and qualifies level 599215 
(40–54 min) + 99417

Diagnoses managed Complexity of data Risk
Overall code 
for MDM

Overall 
code for 
time

2 stable chronic plus 
1 new but self-limited

Discuss with external 
physician about 
management

Prescription drug 
management

Need 2/3 71 min

Meets 99214 Meets 99214 Meets 99214 99214 99215+ 
99417

In this scenario, billing by time allows a higher level of service from level 4 
to level 5 plus prolonged service code to truly reflect the work done by the 
physician.
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 Telemedicine Billing and Coding

Since the beginning of the COVID pandemic on March 6, 2020, with PHE, CMS 
started to allow telemedicine visits to be performed by physicians and advanced 
practice providers, regardless of location. Telemedicine visits permit physicians and 
healthcare professionals to continue chronic medical disease management and 
address certain acute conditions. In this section, the focus will be mainly on tele-
medicine outpatient billing and coding. The section of telemedicine in this book 
will cover the history of telemedicine, special telemedicine considerations, and 
clinic workflow in an academic medical practice with learners (Chaps. 12–14).

 Telephone (Audio) Only [16]

During PHE, telephone (audio) only was used by clinicians to care for patients who 
did not have access or did not feel comfortable using technological devices to per-
form video-audio visits. Though PHE has ended, telephone (audio) only is still 
allowed, but this may vary state by state. CMS will determine when the reimburse-
ment for audio- only CPT codes will end.

The service cannot be originated from the related E/M service within the last 
7 days and will not lead to E/M service within the next 24 hours.

CPT code Time (min)

99441 5–10
99442 11–20
99443 21–30

For telephone audio-only visit documentation, few elements are required:

 – Patient has consented for telemedicine visits
 – Place of service
 – People who are on the call with the patient
 – Chief complaint or reason for call
 – Relevant history and laboratory results
 – Assessment and plan
 – Time spent on medical discussion

Level of services—add 93 modifier to the appropriate CPT code
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 Audio and Video Telemedicine Visits [5, 17]

During PHE under the 1135 waiver with expansion of telehealth, many video chat 
modalities were allowed. For example, products such as Apple FaceTime, Facebook 
Messenger video chat, Google Hangouts video, WhatsApp video chat, Zoom, 
Skype, Doximity, and Doxy.me, or electronic health record with video-audio capa-
bility, enabled clinicians and their patients to conduct a video chat visit privately.

Please note that the list of products is incomplete and not intended to promote a 
specific product. Though PHE has ended, audio and video telemedicine are still 
permitted.

Documentation—same as in person visits except with limitation of certain sys-
tems of physical exam.

CPT codes for new patients (99202-99205)
CPT codes for established patients (99212-99215)
Add modifier 95

 Virtual Check In (for Established Patients Only)

G2012—initiated by patient to communicate with their physician through telephone 
or any telecommunication device to discuss whether an in-person visit is needed

G2010—a virtual evaluation of a video recording or images sent by patients

 E-visits (Initiated by Established Patients Through Online 
Patient Portal)

For physicians:
99421—online digital management, cumulative time for up to 7 days, 5–10 min
99422—online digital management, cumulative time for up to 7 days, 11–20 min
 99423—online digital management, cumulative time for up to 7  days, 21 or 
more minutes
 For qualified nonphysician healthcare professionals (e.g., physical therapist, 
behavioral therapist):
G2061—online digital management, cumulative time for up to 7 days, 5–10 min
G2062—online digital management, cumulative time for up to 7 days, 11–20 min
 G2063—online digital management, cumulative time for up to 7  days, 21 or 
more minutes
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 Preventive Visits [18]

The value of routine physical exams in general internal medicine practice continues 
to be debated [19].

These services can be billed using preventive visit codes for non-Medicare 
patients. Preventive exams for Medicare patients fall under the Welcome to Medicare 
exam and initial/subsequent Annual Wellness Visits.

CPT codes for preventive visits are as follows:
New patient:
99385 (18–39 years of age)
99386 (40–64 years of age)
Established patient:
99395 (18–39 years of age)
99396 (40–64 years of age)
Preventive services are bundled services, and thus documenting preventive visits 

is more straightforward than E/M coding. The following documentation is required:

• Include a comprehensive history of past, family, and social history as well as 
assessment/history of pertinent risk factors, and physical exam (components 
based on age and risk factors)

• Describe the status of chronic, stable problems that are not “significant enough 
to require additional work”

• Describe the management of minor problems that do not require additional work
• Document that a conversation occurred about age-appropriate counseling, 

screening labs, and tests, and order these labs/tests as appropriate
• Document that shared decision-making occurred in regard to recommended vac-

cines that are relevant to patients’ age and risk factors and that vaccines were 
appropriately ordered

 Screening Visits [20]

 Prostate Cancer Screening

Screening for prostate cancer remains controversial. It is a shared decision between 
physicians and patients.
CPT code: G0103—prostate-specific antigen test (PSA)
 Annually, for all male Medicare beneficiaries aged 50 and older, co-payment/coin-
surance and deductible are applied
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 Screening Pelvic Examinations

CPT: G0101—cervical or vaginal cancer screening and pelvic and clinical 
breast exam
 All female Medicare beneficiaries, annually if at high risk or childbearing age with 
abnormal Pap test within the past 3 years
 Every 2 years for women at normal risk for Medicare patients (please note that the 
screening frequency may be different for non-Medicare patients based on the 
U.S. Preventive Services Task Force)
Co-payment/coinsurance and deductible waived

 Depression Screening

CPT code: G0444—annual depression screening, 15 min.
All Medicare beneficiaries covered; co-payment/coinsurance/deductible waived
Must be furnished in a primary care setting that has staff-assisted depression care 
supports in place
Tip: Have your staff administer a Patient Health Questionnaire (PHQ) 2 to all 
patients once a year during the check-in process.

 Medicare Services

 The Annual Wellness Visit

Created as part of the Affordable Care Act, the Annual Wellness Visit (AWV) has 
high potential to increase revenue for a general internal medicine practice [20].

Who can deliver the AWV?

 1. Any primary care (PC) practitioner (MD, DO, NP, PA)
 2. Any health professional “under direct supervision in the suite and immediately 

available to the PC provider”
 3. Someone other than the provider billing for the service, which can include health 

educators, nutritional professionals, and others; no credentialing requirements

When is a patient eligible?

 1. Medicare patients after the completion of their first year of Medicare participa-
tion can receive their initial AWV (G0438) and can receive this only once

 2. After the initial AWV, each year, patients are eligible for subsequent AWVs 
(G0439).

What are the requirements of an AWV?
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Tip: For the first year a patient participates in Medicare, they are eligible 
for the Welcome to Medicare Visit, or Initial Preventive Physical Examination, 
described later in this chapter.

 1. Medical history (tip: updated problem list can address this requirement)
 2. Medications, prescription, and nonprescription (over-the-counter medications, 

herbal products)
 3. Family history
 4. List of “current providers and suppliers” regularly involved in the patient’s care
 5. Basic vital signs (height, weight, blood pressure, body mass index)
 6. Detection of cognitive impairment based on provider’s best judgment (no spe-

cific test recommended)
 7. Review of individual’s “potential” risk factors for depression (no instrument 

specified)

Tip: A PHQ-2 works well here.

 8. An assessment of functional ability based on direct observation or the use of 
appropriate screening questions or screening questionnaire focused on the 
following:

 (a) Hearing
 (b) Activities of daily living (ADL)
 (c) Fall risk
 (d) Home safety

Tip: A standard health risk assessment (HRA) form can help greatly here 
and is worth the effort to create one for the office practice. At a minimum, the 
HRA should include demographic data, self-assessment of health status, psy-
chosocial risks, behavioral risks, and activities of daily living. Also, the forced 
whisper test and the get up and go test can be quickly performed in a general 
internal medicine setting to assess hearing and gait instability/fall risk.

 9. A written schedule for the USPSTF recommendations and Advisory Committee 
on Immunizations

 10. A list of risk factors and conditions for which primary, secondary, or tertiary 
interventions are recommended (highly discretionary)

 11. Written advice or referral to appropriate health education or prevention services 
or programs

Tip: Giving a patient a senior guide to resources will meet these criteria, 
along with specific referrals if needed such as physical therapy if fall risk is 
identified.

With proper planning and teamwork, these visits can be performed in less than 
30 min and generate significant revenue to the practice: Creating smart phrases in 
electronic health record (EHR) can reduce the keystrokes required to document 
these elements.
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AWVs can be combined with other general internal medicine NEW and 
ESTABLISHED E/M codes such as 99202–99205 and 99212–99215 using the 25 
modifier. Documentation must clearly reflect that more than a wellness visit has 
occurred.

Tip: This can be done in the assessment by using ICD-10 for health mainte-
nance for the AWV, and then using ICD-10 s for the acute or chronic medical 
conditions also discussed, with a specific plan for each of these conditions 
clearly documented.

The Initial Preventive Physical Examination (IPPE), also known as the 
“Welcome to Medicare Preventive Visit”:

The goals of the IPPE are health promotion and disease prevention and detection.
Medicare pays for one IPPE per beneficiary per lifetime for beneficiaries within 

the first 12 months of the effective date of the beneficiary’s first Medicare Part B 
coverage period [21, 22].

Components of the IPPE and required elements with smart phrases or templated 
checklists within the EHR can be very helpful at documenting and meeting these 
requirements.

 1. Review the beneficiary’s medical and social history, including:

 (a) Past medical/surgical history (experiences with illnesses, hospital stays, 
operations, allergies, injuries, and treatments)

 (b) Current medications and supplements (including calcium and vitamins)
 (c) Family history (review of medical events in the beneficiary’s family, includ-

ing diseases that may be hereditary or place the beneficiary at risk)
 (d) History of alcohol, tobacco, and illicit drug use
 (e) Diet and physical activity

 2. Review the beneficiary’s potential risk factors for depression and other mood 
disorders. Use any appropriate screening instrument for beneficiaries without a 
current diagnosis of depression from various available screening tests recog-
nized by national professional medical organizations to obtain current or past 
experiences with depression or other mood disorders.

 3. Review the beneficiary’s functional ability and level of safety. Use any appropri-
ate screening questions or standardized questionnaires recognized by national 
professional medical organizations to review, at a minimum, the following areas:

 (a) Hearing impairment
 (b) Activities of daily living
 (c) Fall risk
 (d) Home safety

 4. Exam requires the following:

 (a) Height, weight, body mass index, and blood pressure
 (b) Visual acuity screen
 (c) Other factors deemed appropriate based on the beneficiary’s medical and 

social history and current clinical standards
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 5. End-of-life planning, which is verbal or written information provided to the ben-
eficiary about the beneficiary’s ability to prepare an advance directive in case an 
injury or illness causes the beneficiary to be unable to make healthcare decisions 
and whether or not you are willing to follow the beneficiary’s wishes as expressed 
in the advance directive.

 6. Educate, counsel, and refer based on the previous five components. Based on the 
results of the review and evaluation services in the previous five components, 
provide education, counseling, and referral as appropriate.

 7. Educate, counsel, and refer for other preventive services which include a brief 
written plan, such as a checklist, for the beneficiary to obtain:

A once-in-a-lifetime screening electrocardiogram (EKG/ECG), as appropriate
Appropriate screenings and other preventive services covered by Medicare
The CPT codes for the IPPE are:
G0402—Initial preventive physical examination: face-to-face visit, services lim-

ited to new beneficiary during the first 12  months of Medicare enrollment 
(wRVU = 2.60).

G0403—Electrocardiogram, routine ECG with 12 leads: performed as a screen-
ing for the initial preventive physical examination with interpretation and report.

G0404—Electrocardiogram, routine ECG with 12 leads: tracing only, without 
interpretation and report, performed as a screening for the initial preventive physical 
examination.

G0405—Electrocardiogram, routine ECG with 12 leads: interpretation and 
report only, performed as a screening for the initial preventive physical examination.

 Care Management Codes

Transition Codes: 99495–99496 [23].
In 2013, CMS allows Transition Care Management (TCM) codes 99495 and 

99496 to be used by physicians (any specialty) and the following nonphysician 
practitioners (NPPs) who are legally authorized and qualified to provide the services 
in the state in which they are furnished:

Certified nurse-midwives (CNMs)
Clinical nurse specialists (CNSs)
Nurse practitioners (NPs)
Physician assistants (PAs)
The services must be provided within the first 30 days post-inpatient discharge.
Documentation must have the date of initial discharge, date of post-discharge 

communication with patient or caretaker, date of the first face-to-face visit, medica-
tion reconciliation, and complexity of medical decision-making (moderate or high).
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CPT code 99495

 1. Communication (direct contact, phone, or electronic) with the patient and/or 
caregiver within 2 business days of discharge—this can be done by licensed 
clinical staff (non-physician practitioners).

A member of the care team must make an interactive contact with the benefi-
ciary and/or caregiver, as appropriate, within 2 business days following the ben-
eficiary’s discharge to the community setting. The contact may be via telephone, 
email, or face-to-face (video chat was not included as a modality in this code). 
For Medicare purposes, attempts to communicate should continue after the first 
two attempts in the required 2 business days until they are successful. If the two 
or more separate attempts are made in a timely manner and are documented in 
the medical record but are unsuccessful, and if all other TCM criteria are met, the 
service may be reported. Physicians or qualified health professionals may fur-
nish the following non-face-to-face services: Obtain and review discharge infor-
mation (e.g., discharge summary or continuity of care documents); review need 
for or follow-up on pending diagnostic tests and treatments; interact with other 
healthcare professionals who will assume or reassume care of the beneficiary’s 
system-specific problems; provide education to the beneficiary, family, guardian, 
and/or caregiver; establish or reestablish referrals and arrange for needed com-
munity resources; and assist in scheduling required follow-up with community 
providers and services.

 2. A face-to-face visit within 7 calendar days of discharge.
 3. At a minimum, the following information must be documented in the beneficia-

ry’s medical record:

Date of discharge
Date of an interactive contact with the beneficiary and/or caregiver
Date of the furnished face-to-face visit

The complexity of medical decision-making (moderate or high)

CPT code 99496
1.  Communication (direct contact, phone, or electronic) with the patient and/or 

caregiver within 2 business days of discharge
2. A face-to-face visit within 14 calendar days of discharge
3. Documentation requirements as noted in 99495
4. The complexity of medical decision-making (moderate or high)

 Chronic Care Management Services

In 2015, CMS began paying for chronic care management services furnished to 
Medicare beneficiaries with multiple chronic conditions [24]. These services are 
generally non-face-to-face services provided over a calendar month by clinical staff 
and/or the physician or QHP.  Additional codes have been added including 
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physician/QHP-specific codes and principal care management codes to allow for 
the longitudinal management of a single chronic disease.

There are a number of required criteria for these codes; some of them are 
listed below:

• Multiple (two or more) chronic conditions expected to last at least 12 months, or 
until the death of the patient, OR one complex chronic condition expected to last 
at least 3 months

• Chronic conditions place the patient at significant risk of death, acute exacerba-
tion/decompensation, or functional decline

• Comprehensive care plan is established, implemented, revised, or monitored
• Patient consent for the service

There are three general categories of care management: chronic care manage-
ment (CCM, 99437, 99439, 99490, 99491), complex chronic care management 
(CCCM 99487, 99489), and principal care management (PCM 99424, 99425, 
99425, 99427). The codes are further defined and valued by whether the service is 
primarily delivered by clinical staff or by the physician/QHP. For many academic 
primary care practices that are facility based, there has been concern that the ser-
vices which are provided primarily by clinical staff cannot be billed at these clinics 
as the staff are generally employed by the facility. CMS has advised that these codes 
CAN be billed at facility-based clinics [25]. In addition to the MPFS claim for the 
physician/QHP time, there is an allowable “facility fee” billed under the Outpatient 
Prospective Payment System (OPPS) to compensate for the use of staff time. To 
implement CCM in a medical practice, one must review all of the requirements for 
these service codes.

 Home Health Care (HHC) Oversight

The Affordable Care Act included provisions that increased physician responsibility 
for overseeing the utilization of ongoing home health care services [26].

The Home Health Care Oversight CPT codes are:
G0180, physician certification
G0179, physician recertification
These codes are meant to reimburse physicians for their time spent establishing 

HHC plans, communicating with HHC agencies, and reviewing form 485s (the 
Home Health Certification and Plan of Care Form).

The following documentation is required (EHR smart phrases and templates are 
very helpful):

• A physician must certify that a patient is eligible for Medicare home health ser-
vices, and physician who establishes the plan of care must sign and date the 
certification.
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• The patient needs intermittent skilled nursing care, physical therapist, and/or 
speech-language pathologist services.

• Reason the patient is confined to the home (i.e., homebound).
• A plan of care has been established and will be periodically reviewed by a 

physician.
• Services will be furnished while the individual was or is under the care of a 

physician.
• A face-to-face encounter—occurred no more than 90  days prior to the home 

health start of care date or within 30 days of the start of the home health care—
was related to the primary reason the patient requires home health services and 
was performed by a physician or allowed nonphysician practitioner.

• The certifying physician must also document the date of the face-to-face 
encounter.

 Coding and Billing for Counseling Services

Coding and billing for common counseling services offered in a general internal 
medicine practice are underutilized. Understanding these codes and documentation 
requirements can improve and generate revenue to medical practices. Below are 
CPT codes that are covered by Medicare. Medicaid and commercial insurance cov-
erage for these CPT codes vary. These CPT codes can be billed as add-on services 
for an E/M visit with a 25 modifier.

 Advanced Directive Counseling [27, 28]

CPT Codes:
 99497—Advance care planning including the explanation and discussion of 
advance directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified healthcare professionals: first 
30 min, face-to-face with the patient, family member(s), and/or surrogate.
 99498—Each additional 30 min (list separately in addition to code for primary 
procedure).
 Examples of appropriate documentation would include an account of the discus-
sion with the beneficiary (or family members and/or surrogate) regarding the 
voluntary nature of the encounter, documentation indicating the explanation of 
advance directives (along with completion of those forms, when performed), 
who was present, and the time spent in the face-to-face encounter. Must spend a 
full 30 minutes to bill for this service.
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 Counseling to Prevent Tobacco Use [29]

CPT Codes:
99406—Smoking and tobacco-use cessation counseling visit, 3–10 min
99407—Smoking and tobacco-use cessation counseling visit, greater than 10 min

Medicare outpatient and hospitalized beneficiaries are covered (co-payment/
coinsurance and deductible waived) and those who meet the following:

 1. Use tobacco, regardless of whether they exhibit signs/symptoms of tobacco- 
related disease

 2. Competent and alert at the time of counseling
 3. Counseling furnished by a qualified physician or other Medicare-recognized 

practitioner
 4. Two cessation attempts are covered per 12-month period. Each attempt may 

include a maximum of four intermediate or intensive counseling sessions.

Therefore, the total annual benefit covers up to eight smoking cessation counsel-
ing sessions in a 12-month period.

Tip: For counseling, use the 5 As as a template for documentation.
Assess: Ask about/assess behavioral health risk(s) and factors affecting the 

choice of behavior change goals/methods.
Advise: Give clear, specific, and personalized behavior change advice, including 

information about personal health harms and benefits
Agree: Collaboratively select appropriate treatment goals and methods based on 

the patient’s interest and willingness to change the behavior
Assist: Using behavior change techniques (self-help and/or counseling), aid the 

patient in achieving agreed-upon goals by acquiring the skills, confidence, and 
social/environmental supports for behavior change, supplemented with adjunctive 
medical treatments when appropriate.

Arrange: Schedule follow-up contacts (in person or by telephone) to provide 
ongoing assistance/support and to adjust the treatment plan as needed, including 
referral to a more intensive or specialized treatment.

 Alcohol Misuse Screening and Counseling [30]

CPT Codes:
G0442—Annual alcohol misuse screening, 15 min
To bill for this, the clinicians must spend a minimum of 8 minutes performing the 

screening. This can include both the screening and the documentation. The time 
spent should be documented. Screening must be performed, documented, and billed 
before counseling sessions are billed.

G0443—Brief face-to-face behavioral counseling for alcohol misuse, 15 min.
According to the USPSTF (2004), alcohol misuse includes risky/hazardous and 

harmful drinking, which places individuals at risk for future problems, and, in the 
general adult population, risky or hazardous drinking is defined as >7 drinks per 
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week or >3 drinks per occasion for women and > 14 drinks per week or > 4 drinks 
per occasion for men.

All Medicare beneficiaries are eligible for alcohol screening (G0442) once a 
year, and co-payment/coinsurance and deductible are waived

Medicare beneficiaries who screen positive are eligible for counseling under the 
following conditions:

They are competent and alert at the time of counseling.
Counseling may be furnished by qualified primary care physician and can be 

done up to 4 times a year. The primary care clinicians should document the time 
spent counseling as part of their documentation.

The behavioral counseling intervention should be consistent with the five As 
approach that has been adopted by the USPSTF.

 Intensive Behavioral Therapy for Cardiovascular Disease [31]

CPT code G0446—Annual, face-to-face intensive behavioral therapy (IBT) for car-
diovascular disease (CVD), individual, 15 min.

Coverage of IBT for CVD, referred to as a CVD risk reduction visit, consists of 
the following three components:

 1. Encouraging aspirin use for the primary prevention of CVD when the benefits 
outweigh the risks for men age 45–79 years and women 55–79 years
*In October 2021, the USPSTF posted a draft statement that primary prevention 
for CVD with aspirin for ages 40–59 with 10% and greater cardiovascular risk is 
grade C and should be individualized. They recommend against the use of aspi-
rin in adults aged 60 and older.

 2. Screening for high blood pressure in adults aged 18 years and older.
 3. Intensive behavioral counseling to promote a healthy diet for adults with hyper-

lipidemia, hypertension, advancing age, and other known risk factors for cardio-
vascular and diet-related chronic disease

The behavioral counseling intervention for aspirin use and healthy diet should be 
consistent with the five As approach that has been adopted by the USPSTF.

 Intensive Behavioral Therapy (Obesity) [32]

CPT Codes:
G0447—Face-to-face behavioral counseling for obesity, 15 min
G0473—Face-to-face behavioral counseling for obesity, group (2–10), 30 min
Medicare pays for intensive behavioral therapy (IBT) for beneficiaries with a 

body mass index of 30 or greater. This service may be performed by a primary care 
physician, OB/GYN physician, nurse practitioner, physician assistant, or certified 
clinical nurse specialist. In CMS’s decision memo to support covering the service, 
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they said that the service may be performed incident to a physician service by ancil-
lary personnel.

“In the primary care office setting, Medicare may cover these services when 
billed by the primary care physician or practitioner and furnished by auxiliary per-
sonnel under the conditions specified under our regulation at 42 CFR Section 
410.26(b) (conditions for services and supplies incident to a physician’s profes-
sional service).” The benefit includes:

• One face-to-face visit every week for the first month
• One face-to-face visit every other week for months 2–6
• One face-to-face visit every month for months 7–12, if the beneficiary meets the 

3 kg weight loss requirement during the first 6 months

The Medicare co-pay and deductible are waived for this service.
These services may be provided on the same day as an E/M service or a wellness 

visit (for Medicare patients), but the time of the counseling must be distinct from the 
other E/M services.

Be sure to document the time and nature of the counseling in the note.

 Modifiers

 Coding Nuances to be Aware of in a General Internal 
Medicine Practice

 Modifier 25 [18, 33]

When providing a problem-oriented E/M service or procedure with a preventive 
visit, the modifier 25 should be added to be paid for both services. Modifier 25 is 
appropriate when there is a “significant, separately identifiable evaluation and man-
agement service by the same physician on the same day.” If the second service 
requires enough additional work that it could stand on its own as an office visit, use 
modifier 25. Preventive codes include both classic annual exams for commercial 
insurance and Medicare Annual Wellness Visits. When submitting both services, 
make sure that the documentation clearly supports both a preventive ICD-10 code 
and a problem-based code, with linkage of the appropriate diagnosis codes to the 
CPT codes to facilitate billing:

G0438 (Medicare AWV) diagnosis (dx) code Z00.00 (encounter for general 
adult medical examination)

99214-25 dx codes I12.9 (hypertensive chronic kidney disease) and E11.9 
(T2DM, no complications)

Attach modifier 25 to the problem-oriented E/M code instead of the preventive 
service code.

If a procedure was done in addition to the preventive service, attach the 25 modi-
fier to the preventive visit code.
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 Modifiers to Use When Supervising Resident Physicians [34, 35]

 Modifier GC

When an E/M service is provided by interns or residents under a teaching physician 
in an approved Graduate Medical Education program, GC modifier must be used.

For documentation, these are examples given by CMS:

• “I performed a history and physical examination of the patient and discussed his 
management with the resident. I reviewed the resident’s note and agree with the 
documented findings and plan of care.”

• “I was present with resident during the history and exam. I discussed the case 
with the resident and agree with the findings and plan as documented in the resi-
dent’s note.”

• “I saw and evaluated the patient. I reviewed the resident’s note and agree, except 
that the picture is more consistent with pericarditis than myocardial ischemia. 
Will begin NSAIDs.”

 Modifier GE for Primary Care Exception

The Primary Care Exception (PCE) is allowed for Graduate Medical Education 
programs if they qualify and meet certain specific requirements. This exception 
allows teaching physicians to bill for indirectly supervised care. Teaching physi-
cians must see all interns’ patients during the first 6 months of training and use the 
GC modifier.

To use the primary care exception, a primary care center must attest the follow-
ing requirements:

 1. The center is located in an outpatient department of a hospital or another ambu-
latory center, which patient care provided by residents is tied to a teaching 
hospital.

 2. The residents must have completed more than 6 months of residency training.
 3. The ratio of teaching faculty to residents does not exceed 1:4.
 4. The teaching faculty must be in proximity to provide immediate availability.
 5. The teaching faculty must not have other responsibilities such as the direct super-

vision of other nonresident or medical student learners.
 6. The teaching faculty must review medical records and document the participation.
 7. The primary care center is the site for patients to receive continuity of care pro-

vided by the residents during their residency training.

The modifier GE should be used for Primary Care Exception instead of GC, 
which is used when patients are physically seen and examined by attending 
physician.
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The levels of services for PCE are 99202, 99203, 99212, and 99213 (level three 
is the highest level that can be billed for Medicare-only patients if not seen by an 
attending physician).

During the COVID-19 PHE, this restriction was waived, and all levels of E/M 
services could be billed using the GE modifier. In addition, supervision for both 
GE and GC clinics were done via real-time audiovisual communication, allowing 
for both flexibility and decreased risk of exposure to COVID [36]. When PHE 
ended, the billing of higher than level 3 when using GE is no longer allowed; remote 
supervision is extended until December 2024. * Please see an updated statement of 
PHE at the end of the chapter.

The Healthcare Common Procedure Coding System (HCPCS) codes are included 
in the primary care exception.

G0402—Initial preventive physical examination, face-to-face encounter for new 
beneficiary during the first 12 months of Medicare enrollment

G0438—First Annual Wellness Visit
G0439—Subsequent Annual Wellness Visit
Note: The Transition of Care codes are not eligible for the primary care 

exception.
If Transition of Care visits are performed in a teaching setting, the attending 

physician must see the patient to use the Transition of Care codes.
An example for documenting the Primary Care Exception is as follows: “I have 

reviewed with the resident Dr. _____‘s medical history, physical examination, diag-
nosis, and results of tests and treatments and agree with the patient’s care as docu-
mented in the resident’s note.”

 Relative Value Units for E/M Visits, Preventive Visits, 
and Services

RVUs are composed of three components: physician work RVU, practice expense 
RVU, and malpractice RVU [37].

Medicare mandates’ updating of RVUs every 5 years, and CMS, has delegated 
the task to the RUC, a committee of the AMA. Also charged to review RVUs is the 
MedPAC, an independent federal body that the Congress established in 1997 to 
analyze access, quality of care, and other issues affecting Medicare.

The Medicare conversion factor (CF) is a scaling factor that converts the geo-
graphically adjusted number of RVUs for each service in the Medicare physician 
payment schedule into a dollar payment amount. Adjustments in the CF have been 
based on three factors [38]:

• The Medicare Economic Index
• An expenditure target “performance adjustment”
• Miscellaneous adjustments including those for “budget neutrality”

The calendar year 2022 conversion factor is $34.6062 [39].
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To calculate wRVU for each CPT code, use https://www.aapc.com/practiceman-
agement/rvu- calculator.aspx [40].

New patient office visit CPT 
code

wRVU 
(2022)

Established patient office CPT 
code

wRVU 
(2022)

99202 0.93 99212 0.70
99203 1.60 99213 1.30
99204 2.60 99214 1.92
99205 3.50 99215 2.80
99417 0.61 99417 0.61

CPT code (audio only) wRVU (2022 PHE valuation)

99441 (5–10 min) 0.70
99442 (11–20 min) 1.30
99443 (20–30 min) 1.92

CPT 
code Description

wRVU 
(2022)

G0444 Depression screening 0.18
G0402 IPPE (Welcome to Medicare exam) 2.60
G0438 Initial Medicare Annual Wellness Visit 2.60
G0439 Subsequent AWV 1.92
99496 Transitional care management (TCM), high complexity. FTF visit 

within 7 days of DC
3.79

99495 TCM moderate complexity (14 days post-DC) 2.78
G0180 Home health oversight, original certification 0.67
G0179 Home health oversight, recertification 0.45
99497 Advanced care planning, first 30 min 1.50
+99498 Advanced care planning, each additional 30 min 1.40
99406 Smoking and tobacco-use cessation 3–10 min 0.24
99407 Smoking and tobacco-use cessation >10 min 0.50
G0442 Annual alcohol screening 15 min 0.18
G0443 Brief alcohol misuse counseling 0.45

 Maximizing Revenue

How to Optimize Practice Revenue in a General Internal Medicine Practice: Putting 
it All Together

 1. Schedule face-to-face appointments that have the highest value
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 2. Take full advantage of billing/coding for counseling and preventive services 
using the 25 modifier

 3. Develop systems to bill for non-face-to-face work
 4. Avoid the GE modifier for complex patients 
 5. Bill for Home Health Care Certifications

1. Schedule face to face appointments that have the highest value
The table below is a ranking of Medicare visit types and relative value units, 

from highest value to lowest value.

Visit type CPT code wRVU

Transition of care 7 days + high MDM 99496 3.79
Transition of care 14 days + moderate MDM 99495 2.78
Medicare annual wellness visit (initial) G0438 2.60
New patient 99204 2.60
Medicare AWV subsequent G0439 1.92
Established patient 99214 1.92
New patient 99203 1.60
Established patient 99213 1.30

Most General Internal Medicine patient schedules are filled with established 
patient visits, E/M codes 99213 and 99214.

Evaluating the opportunity costs of how a general internist’s time can best be 
spent to result in optimal practice financial success, the wRVUs favor schedules that 
prioritize Transition Care Management visits. Annual Wellness Visit’s wRVUs are 
similar to new patient office visits at level 4 (99204). Note that the wRVU for a 
7-day TCM visit (3.79 wRVU) is 2x higher than that of an established patient pre-
senting for follow-up of three chronic conditions, which most likely represents a 
99214 visit (1.92 wRVU).

Be sure to monitor inpatient census, and always be open to scheduling a 7-day 
TCM visit type.

Leave some slots in the clinic schedule for Annual Wellness Visits. This is a good 
way to talk to patients about their health and wellness and also a way to improve the 
financial health of the practice.

2. Take full advantage of billing/coding for counseling and preventive services 
with the 25-modifier

Build a process that systematically screens patients once a year for depression (a 
PHQ-2 works well), tobacco use, and alcohol use (an Audit-C works well). Medical 
assistants can ask these questions and/or give the patient a handout of the 
questionnaires.

For example, a 68-year-old male patient who presents for follow-up of 
hypertension, diabetes, and hyperlipidemia.
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• If the patient is qualified for the Initial Annual Wellness Visit, it can be completed 
in addition to using the 25 modifier if the three chronic conditions are addressed 
and the treatment plans are documented.

• This would generate wRVUs of 2.60 for the AWV and 1.92 for the 99214 follow-
 up visit = 4.52 wRVU.

For the same patient, even without AWV, screening and counseling services 
can help generate more wRVU to this 99214 follow-up visit.

• Screening for depression (G0444, wRVU 0.18) and alcohol use (G0442, wRVU 
0.18) can generate an additional 0.36 wRVU.

• If the screening test is positive for tobacco use and/or alcohol use, counseling 
using a 5 As template for tobacco counseling (99406, 0.24 wRVU) and alcohol 
misuse (G0443, 0.45 wRVU) will generate an additional 0.69 wRVU.

• The patient with hypertension, hyperlipidemia, and diabetes is a candidate for 
Intensive Behavioral Therapy for Cardiovascular Disease. Using the 5 As 
approach, an additional 0.45 wRVU can be added.

• By creating a workflow that systematically screens for and delivers counseling 
services, a simple 99214 visit with wRVU of 1.92 can be increased to a 99214 
visit (1.92 wRVU) plus 0.36 + 0.69 + 0.45 = 3.42 wRVU.

Advanced Directive Counseling code can also add 1.50 wRVU.
A ranking of Medicare preventive services and relative value units is shown in 

the table below.

Preventive service CPT wRVU

Advanced Directive Counseling 99497 1.50
Alcohol Misuse Counseling G0443 0.45
Intensive Behavioral Therapy for Cardiovascular 
Disease

G0446 0.45

Counseling to prevent tobacco use 3–10 min 99406 0.24
Alcohol Misuse Screening G0442 0.18
Depression Screening G0444 0.18

3. Develop systems to bill for non-face-to-face work
As more care is delivered outside of the periodic clinic visit, academic practices 

must embrace and develop systems to deliver and bill for non-face-to-face care. 
Care management services or digital e-visits and virtual check-ins are services that 
physicians and practices are already providing. Each of these categories requires 
patient consent and has potential co-payment for the services. Each would undoubt-
edly require process development within the institution’s EHR. But there would be 
great potential for revenue as well as RVU-based accounting of the work being done 
by practices as health systems move toward population health models.
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CPT code Description Staff type wRVU

99490 Chronic care management first 20 min Clinical staff 1.0
99439 CCM, each additional 20 min (may use ×2) Clinical staff 1.0
99491 CCM, first 30 min Physician/ QHP 1.50
99437 CCM, each additional 30 min Physician/ QHP 0.71
99487 Complex chronic care management (CCCM), first 60 min Clinical staff 1.81
99489 CCCM, each additional 30 min Clinical staff 1.0
99426 Principal care management, first 30 min Clinical staff 1.0
99427 Each additional 30 min Clinical staff 0.71
99424 Principal care management, first 30 min Physician/QHP 1.45
99425 Each additional 30 min Physician/QHP 1.0
99421 Online digital E/M 5–10 min Physician/QHP 0.25
99422 Online digital E/M 11–20 min Physician/QHP 0.50
99423 Online digital E/M 21+ min Physician/QHP 0.80
G2010 Remote evaluation of recorded image or video Physician/QHP 0.18
G2012 Virtual check-in Physician/QHP 0.25
G2252 Virtual check-in 11–20 min Physician/QHP 0.50

4. Avoid the GE modifier for complex patients
Did a resident just sign out a complicated established patient with three chronic 

medical conditions, and/or a new problem with further workup required? Take the 
opportunity to bill at a higher level by going in to see that patient and avoid the use 
of the GE Primary Care Exception for complex patients. 

5. Bill for Home Health Care Certifications.
Physicians express frustration at completing paperwork with no reimbursement. 

There is an excellent opportunity to get paid for reviewing Home Health Care 
Certification and care plans.

Take advantage of creating a template/smart phrase in EHR for documenting the 
requirements. A suggested checklist is as follows:

The patient is homebound because (list reason).
Physical findings supporting homebound status include (describe why 

homebound).
The patient is under my care, and I have authorized home health services and 

certify that they are necessary (describe what home care is offering).
The patient last seen in the office to address Home Health Care was (must occur 

no more than 90 days prior to the home health start of care date or within 30 days of 
the start of the home health care).

Not only will this checklist allow the billing for Home Health Certification, but 
it also provides an excellent tool to teach interns/residents what elements of docu-
mentation are required for Home Health Care.
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 A Cautionary Statement

Both undercoding and overcoding can carry risk. While it is rare to have external 
audits of professional services, they do happen. Knowledge of the coding guidelines 
as well as good documentation are the best defense. Most academic centers have 
compliance personnel who can be excellent resources when questions come up 
around specific codes and their documentation requirements. Professional societies 
such as the SGIM, the American College of Physicians, and the American Academy 
of Family Physicians also have online resources.

 Conclusion

The success of an academic medicine clinic is determined not only by having an 
outstanding ambulatory curriculum but also by generating maximum revenue to 
provide more ancillary resources and support faculty and clinic personnel. 
Understanding the billing and coding requirements will allow teaching physicians 
to apply all the possible billable services to achieve maximum wRVUs. This knowl-
edge can further be passed on to house staff to prepare them for their future clinical 
practice.

*This chapter was prepared prior to the ending of PHE on May 11, 2023. As of 
September 2023, audio-visual and telephone-only telemedicine visits are reim-
bursed by Medicare through December 2024. Reimbursement of these services by 
Medicaid and commercial insurance may vary based on location. The ability to bill 
all levels of outpatient E/M under Primary Care Exception (GE modifier) expired at 
the end of PHE. However, teaching physicians can continue to supervise remotely 
in all settings except high risk or surgical procedures through December 2024 [41].
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Chapter 8
ACGME Requirements and Accreditation 
Issues

Craig F. Noronha and Mark E. Pasanen

 Introduction

This chapter reviews the role of the Accreditation Council for Graduate Medical 
Education (ACGME) in residency education with a specific focus on the ambula-
tory experience for internal medicine residents. There will be specific descriptions 
of requirements that clinic directors need to be aware of in the realms of scheduling, 
assessment, and site obligations. Common program challenges and opportunities in 
residency clinics are highlighted.
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 Background

The ACGME is a private nonprofit organization that accredits residency programs 
based on a set of standards. Accreditation is conferred through ongoing evaluation 
by the ACGME with the goal of ensuring that residency programs provide a high- 
quality educational environment [1]. The ACGME standards are delineated in the 
Common Program Requirements, which apply to all residency and fellowship pro-
grams [2]. The ACGME also sets specialty-specific requirements that are designed 
to encompass the core elements expected for training in the specified field. A por-
tion of the Internal Medicine Program Requirements outlines requirements for con-
tinuity clinic experiences including expectations for faculty, required continuity 
clinics for each resident, and frequency of assessments [1]. It is important for aca-
demic clinic directors to understand these requirements in order to maintain certifi-
cation for the residency program. Failure to meet these requirements can result in 
residency programs being placed under increased scrutiny from the ACGME and, in 
the worst-case scenario, the program being placed on probation or terminated. 
Clinic directors should work with residency program leadership to ensure that the 
resident clinic experience is meeting ACGME requirements while also balancing 
the needs and resources of the clinic.

In 1999, the ACGME established six overarching clinical competency domains 
to form a foundation for education and assessment of graduate trainees. Ten years 
later, the ACGME began to transform its accreditation system to focus on 
competency- based outcomes. The Next Accreditation System (NAS), born from 
this work, had three main goals: “to enhance the ability of the peer-review system to 
prepare physicians for practice in the twenty-first century, to accelerate the 
ACGME’s movement toward accreditation on the basis of educational outcomes, 
and to reduce the burden associated with the current structure and process-based 
approach” [3]. The NAS introduced educational milestones, described as “develop-
mentally based, specialty-specific achievements that residents are expected to dem-
onstrate at established intervals as they progress through training” [3]. The six core 
competencies were further subdivided into these milestones to highlight educational 
outcomes expected for each resident to achieve during residency. A residency’s 
Clinical Competency Committee (CCC) is responsible for reviewing all resident 
evaluations, makes recommendations to promote trainees to their next level of train-
ing, and identifies when they are ready for independent practice. The CCC is also 
responsible for providing summative assessments of each trainee’s progression in 
each milestone, which are submitted to the ACGME twice per year. Further infor-
mation regarding milestone-based feedback and assessment can be found in Chap. 
10. In July 2021, the ACGME updated the internal medicine milestones, introduc-
ing Milestones 2.0. These updated milestones addressed several issues with the first 
iteration of milestones including integrating “growth mindset concepts” and remov-
ing negative phrases such as “critical deficiencies” [4].

Another component of the NAS was the introduction of the Clinical Leaning 
Environment Review (CLER), which was designed to provide assessments and 
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feedback to academic institutions in six areas: “patient safety, health care quality, 
care transitions, supervision, duty hours and fatigue management/mitigation, and 
professionalism” [5]. The CLER program includes periodic ACGME-sponsored 
site visits to institutions with graduate medical education programs. The CLER rep-
resentatives meet with organizational leaders such as chief medical officers and 
graduate medical education leaders along with residents and faculty representatives 
from multiple residencies/fellowships. At the end of the visit, the CLER representa-
tives meet with organizational leadership to review their assessment and feedback. 
Continuity clinics and clinic faculty may be included in the CLER visit, so it is 
important for clinic leadership to be aware of CLER-related discussions from hos-
pital and residency leadership.

In July 2022, the ACGME Program Requirements for Internal Medicine under-
went significant changes, and one of the goals is to encourage increased flexibility 
for both programs and residents to individualize training to better support resident 
career goals [6]. As part of those changes, the ACGME Internal Medicine Residency 
Review Committee (RRC) made substantial changes, including the elimination of 
many of the detailed requirements for the longitudinal clinic experience. This gives 
programs the opportunity to re-examine their structure and schedule but retains 
many of the core tenets for the continuity clinic experience.

 Residency Program Requirements

The ACGME requires residents to have supervised training over a broad range of 
experiences for a total of 36 months, with a minimum of 30 months of “clinical 
experience.” Over the 3 years, at least 10 months must be in the inpatient setting and 
at least 10 months in the outpatient setting (which includes time in longitudinal 
continuity clinic). Residency rotations must be structured to minimize conflicts 
between inpatient and outpatient responsibilities. In addition, there must be “a lon-
gitudinal, team-based continuity experience for the duration of the program.” The 
program requirements provide further specifics, stating that the longitudinal experi-
ence would preferentially be in a general internal medicine continuity clinic but that 
an internal medicine sub-specialty clinic could qualify if all learning environment 
criteria are met.

 Primary Care Clinic Site Requirements

The primary longitudinal clinic site for each individual resident should ideally 
remain constant over the 3 years of training to assure the development of long-term 
therapeutic relationships with a panel of patients. This clinic experience will often 
be in a site at the sponsoring institution but can be located in a variety of other set-
tings, including a physician group practice or federally qualified health center. For 

8 ACGME Requirements and Accreditation Issues



116

any clinic site that is not directly under the sponsoring institution, a program letter 
of agreement (PLA) is required, which must be renewed every 10  years and be 
approved by the Designated Institutional Official (the individual in the organization 
who oversees all graduate medical education). For all clinics, there needs to be a 
clearly defined site director who is accountable for resident education. In addition, 
it is recommended that teaching faculty be identified and that there are specific poli-
cies and procedures that govern resident education, including specifics around 
teaching, supervision, and evaluation. The patient population should be representa-
tive of a broad spectrum of clinical disorders and conditions typically managed by 
internists. For patients in whom there is limited or no physical contact, opportunities 
for telemedicine services should be made available. As residents need to have 
opportunities to perform procedures relevant to career planning, longitudinal sites 
may be asked to provide such opportunities for common outpatient procedures 
(arthrocentesis, skin biopsy, etc.) for those residents interested in outpatient or pro-
cedural careers.

 Faculty Requirements

As noted above, it is important for residency longitudinal clinics to identify the 
teaching faculty. Supervising faculty do not have to have an academic appointment, 
but they must be board certified either by the American Board of Medicine or the 
American Osteopathic Board of Internal Medicine. It is acceptable for a non- 
internist with appropriate qualifications to teach and supervise residents, such as a 
family medicine physician who has been approved by the site director and program 
director. Faculty must demonstrate a commitment to the education of residents and 
pursue faculty development to enhance their skills annually. Examples of faculty 
development include efforts to improve skills related to teaching quality improve-
ment and/or patient safety. Additional faculty development can include engagement 
in training to improve personal or resident well-being and efforts to improve patient 
care. These faculty development experiences should be reported to residency pro-
gram leadership annually.

 Resident Requirements

One of the primary motivations behind the requirement for a longitudinal outpatient 
experience is the recognition of the importance of long-term relationships with 
patients. Therefore, it is critical that residents serve as the primary physician for 
their panel of patients, with responsibility for preventive health, acute health issues, 
and chronic disease management. In addition, residents must be involved in care 
coordination across health care settings and between clinic visits. Residents must 
demonstrate competence in respect and responsiveness to diverse patient 
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populations, including but not limited to diversity in gender, age, culture, race, reli-
gion, disabilities, national origin, socioeconomic status, and sexual orientation. 
Additionally, they must develop skills in counseling, diagnosis, and treatment of 
adult diseases and conditions. Residents must also have the opportunity to develop 
longitudinal relations with supervising faculty members.

 Scheduling Requirements

In the past, the ACGME Program requirements have provided specific guidelines 
for the required number of clinic sessions and the maximum time allowed away 
from their continuity clinic. As of the 2022 update, there is no longer this degree of 
specificity. Instead, the language of the requirements simply requires a longitudinal 
experience over the entire 3 years of residency. It will be crucial for outpatient fac-
ulty and leaders to continue to advocate for the critical importance of the continuity 
experience. If there are major changes implemented by programs to decrease or 
weaken the experience, it will potentially be to the detriment of their development 
as an independent physician and may impact faculty by decreasing their opportuni-
ties for teaching.

 Assessment and Feedback

Residents in longitudinal experiences, such as continuity clinic, must be assessed at 
least every 3 months usually with a standardized evaluation form. This evaluation 
must be submitted to the residency program and should be available for the resident 
to review. Clinic faculty should work with program leadership to assure that these 
evaluations are not too onerous to complete and provide constructive feedback to 
the residents. In addition, program leadership will be responsible for linking these 
evaluations to the ongoing milestone-based competency assessments. Longitudinal 
clinic often provides an opportunity for highly effective feedback, given the consis-
tency of supervisor relationships, and therefore the clinic evaluations are critical. 
While assessment is a description of a trainee’s performance over a period of time, 
feedback is timely and specific descriptions of a behavior coupled with actionable 
suggestions for improvement. This is particularly notable for the milestones focus-
ing on outpatient management and commitment to personal growth, which is 
assessed by a resident seeking and incorporating performance data. Residents 
should regularly provide rotational evaluations on the longitudinal clinic experience 
and the faculty they work with. In addition to residents receiving regular feedback, 
faculty must receive assessment on their teaching performance at least annually.

8 ACGME Requirements and Accreditation Issues



118

 Working and Learning Environment

At each site, there must be regular monitoring of the clinical learning and working 
environment to assure excellent resident experience and education. This includes 
assurances that resident education is not being adversely affected by the presence of 
other providers or learners. However, longitudinal clinic can often provide an oppor-
tunity to participate in inter-professional teams, a priority noted in the program 
requirements. During clinic sessions, an individual faculty member in clinic must 
not be responsible for more than four residents or other learners. Additionally, if 
supervising >2 residents/learners, they must not have any other patient care respon-
sibilities. In general, residents must be able to attend medical, dental, and/or mental 
health visits during working hours, so it is important for clinic directors to familiar-
ize themselves with their local program approaches to meeting that requirement. 
Clinic sites should be expected to provide accommodations for resident disabilities, 
working closely with human resources and program leadership. Given the high fre-
quency of burnout during residency and beyond, clinic faculty and leadership should 
notify program leadership for any recognized concerns around resident well-being.

 Common Opportunities and Challenges

The ACGME Program Requirements define standards and obligations for residency 
programs and academic institutions to maintain certification. Meeting the standards 
set by the ACGME can be challenging requiring cooperation between multiple 
stakeholders, investment of resources, and advanced planning. However, the 
ACGME guidelines can also be considered as an opportunity to reinvent and rein-
vigorate clinic efforts. Clinic directors can use the requirements as a basis for advo-
cating for support for residency-related efforts. Within the context of the 2022 
ACGME Program Requirements, we will highlight a handful of specific areas in the 
program requirements that present unique opportunities and challenges.

 Population Health

The ACGME 2022 Program Requirements specify that residents “demonstrate the 
ability to manage the care of patients using population-based data” [6]. The ACGME 
also emphasizes that residents “need experience using, understanding, and analyz-
ing population health data” to improve the health outcomes of their patients [6]. The 
ACGME purposely leaves the details of population health integration vague to 
allow for academic institutions and clinics develop programs that match their cur-
rent resources and data availability.
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The most cited barrier to integration of population health into clinical care is the 
lack of access to population data. While electronic medical systems can collect 
numerous data points, most were originally designed as electronic medical records 
and ordering systems as opposed to being designed as tools for population health. 
Clinicians and population health managers often struggle to obtain actionable popu-
lation health data [7–9]. Residency programs and clinics can advocate for designs 
of electronic medical system-integrated dashboards to support and enhance popula-
tion health endeavors [10]. Clinic leadership should work with their local health 
informatics staff to understand the barriers and potential options for population 
health data access. Initially, it may be important to focus on 1–2 common disease 
processes, such as diabetes mellitus or hypertension, and identify a handful of qual-
ity or population health-related goals to focus on.

While it is essential to develop and design population health data access for clini-
cians and clinic staff, it is also equally important to consider curricula or tools to 
guide both trainees and faculty in the use of population health data. A clinic- or 
residency-level quality improvement project can help focus efforts while also pro-
viding skills and experiences with population health [11, 12]. For further informa-
tion, please refer to Chap. 25 on population health and quality.

 Continuity

The ACGME requires that residents have a “a longitudinal team-based continuity 
experience for the duration of the program through which they develop a long-term 
therapeutic relationship with a panel of patients” [6]. The ACGME does not specifi-
cally define what continuity means aside from identifying that there must be a long- 
term relationship between the resident and their panel of patients. The American 
Academy of Family Physicians defines continuity of care as “the process by which 
the patient and his/her physician-led care team are cooperatively involved in ongo-
ing health care management toward the shared goal of high-quality, cost-effective 
medical care” [13]. The ACGME emphasizes that the care of patients in the primary 
care setting should be team based but should allow “patients to understand that the 
resident is “their” primary care doctor, and residents to see the continuity clinic 
patients as “their” patients” [6]. Above all else, the primary care clinic experience 
should foster the development of long-lasting relationships between patients and 
residents. These efforts should be done in conjunction with the development of a 
robust team-based care model that will provide high-quality care for patients even 
when residents are working in nonambulatory settings. If possible, clinics may con-
sider setting continuity goals for example X number of visits per session that a resi-
dent has with patients on their panel [14, 15]. Based on this data, clinics may 
consider interventions to increase continuity such as resident clinic-specific training 
for front-desk staff to ensure that residents’ patients are scheduling with their pri-
mary care provider.
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Outside of the patient-primary care relationship, primary care clinics may want 
to consider approaches to encourage continuity between residents and attending 
preceptors. Depending on the scheduling model utilized for resident clinics, precep-
tors may be a vital safety net for resident patients between clinic sessions. Preceptor 
schedules can be modified to enhance patient and resident-preceptor continuity. For 
example, in an X  +  Y model, preceptors could potentially precept on a specific 
afternoon every week, and thereby end up working with a different group of resi-
dents every week. Alternatively, preceptors may be scheduled to match the resident 
schedule such that a preceptor only precepts during the +Y week. This approach 
will mean that preceptors will have intense weeks where they work closely with a 
smaller group of residents. If the preceptor works with the same grouping of resi-
dents over a period, they can become acquainted with patients and can act as a form 
of continuity when graduating residents transfer their patients to incoming interns.

 Conclusion

One of the many roles for the residency clinic site director is to offer a rewarding 
experience for residents and faculty, all while ensuring compliance with ACGME 
requirements summarized in the table. This includes collaborating closely with the 
residency program leadership to be certain that all relevant requirements are 
addressed and to identify priorities for the outpatient setting. In addition, the longi-
tudinal clinic provides an excellent opportunity for constructive resident feedback 
and evaluation as they work toward achievement of developmental milestones. The 
requirement that residents care for their patients over the 3-year span leads to excel-
lent opportunities for work on population health and quality improvement, which 
are the key elements of program requirements. Numerous complexities arise in 
developing a well-balanced clinical experience for residents, given the challenges in 
balancing between the inpatient and outpatient needs. To provide the best ambula-
tory training, resident longitudinal clinics must instill efficient, patient-centered 
care while giving appropriate attention to the resident experience and the learning 
environment.

ACGME Ambulatory Specific Requirements as of July 1st, 2022

Required ambulatory 
experience

At least 10 months in the outpatient setting

Calculation of time devoted to 
longitudinal experience as 
portion of outpatient setting

One month = 4 weeks, 20 days, or 40 half-days of clinic

Specific primary care clinic 
requirements

No specific number of clinics required

Max interval between primary 
care clinics

No requirements
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ACGME Ambulatory Specific Requirements as of July 1st, 2022

Primary care/continuity clinic 
requirement

Must have a longitudinal team-based continuity experience for 
the duration of residency

Clinic settings that can be 
considered outpatient 
experiences

Primary care clinic, internal medicine sub-specialty clinics, 
non-medicine clinics, walk-in clinics, and home care visits

Definition of continuity clinic 
experience

A longitudinal, team-based, continuity experience through 
which they develop a long-term therapeutic relationship with a 
panel of patients

Resident continuity clinic 
experience in same clinic 
throughout residency

ACGME suggests that residents will remain in the same clinic 
throughout the 36 months to maintain continuity of care for 
their patient panel. ***staying in the same clinic throughout 
residency is not required by the ACGME***

Days off Residents must be scheduled for a minimum of 1 day in seven 
free of clinical work and required education (when averaged 
over 4 weeks)

Primary care physician 
definition for residents

Residents must serve serving as the primary physician for a 
panel of patients, with responsibility for chronic disease 
management, management of acute health problems, and 
preventive health care for their patients

Faculty-to-trainee ratio Faculty cannot supervise >4 trainees (residents and other 
learners)

Faculty responsibilities when 
supervising residents

If >2 trainees (residents and other learners), faculty cannot have 
other patient care responsibilities

Electronic medical system 
(EMS) access

Must have access to an electronic health record, but not required 
at every clinical site
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Chapter 9
Resident Clinic Orientation 
and Expectations

Emily Fondahn and Daniel S. Kim

 Introduction

Every July, approximately 1/3 of the medicine residents will change during the 
transition to a new academic year with graduating residents departing and new 
interns starting. This transition requires a comprehensive and effective orientation 
and onboarding for the new interns in the outpatient clinic(s). Orientation should 
not be viewed as a single lecture but rather as a series of activities and resources 
designed to develop proficient and efficient interns and residents. The clinic struc-
ture and guidelines should be reassessed each year to ensure the most efficient 
workflow and a smooth transition for the new interns. While not exhaustive, this 
chapter serves as a broad overview and basic guideline to organize the clinic 
orientation.

Outline
• Overview of key elements of clinic orientation
• Clinical topics to cover during orientation
• Orientation methods
• Clinic processes and practices
• Attending orientation
• Conclusion
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 Overview of Key Elements of Clinic Orientation

The transition from medical student to resident is a steep learning curve. Trainees 
have to not only learn the medicine but also quickly adapt and acclimatize to differ-
ent clinical learning environments, which can be abrupt, stressful, and exhausting 
[1]. New trainees will often rely on talking to other residents for advice and learning 
about attending preferences for preparation [2]. Multiple different options exist for 
orientation and onboarding activities, which should be linked to important compo-
nents of the clinical learning environment (Table 9.1).

Table 9.1 Elements of the clinical learning environment

Trainee perspective Theme description Orientation approach

Why am I here? Educational goals Elicit learner goals for clinic/rotation
Learning opportunities Describe patient population

Who is the team? Team members, roles, and 
relationships

Introduce team members and roles
Post pictures of team members

What do I do? Resident role, expectations, 
tools, and resources

Describe resident’s patient care and 
educational responsibilities
Discuss clinical cases to highlight 
situations that require asking for help and 
how to obtain assistance
Review evaluation and assessments

Where are things? Location of patients and 
resources in physical 
workspace

Create a clinic map
Provide an electronic or paper copy of 
clinic information

Location of data and 
information in virtual space

Review patients’ charts

When do things 
happen?

Clinical and educational 
schedules

Create a schedule or calendar
Share workflow diagrams for common 
patient care processes

How do I navigate 
patient care and 
learning?

Navigating the healthcare 
systems

Share tips of how to get things done

Patient safety and 
continuous improvement

Deliver tutorials for specific clinical skills

Adapted from Resources for clinical learning environment orientation by Gifford et al. [2]
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 Clinic Topics to Cover During Orientation

The curriculum to cover during orientation may seem endless. Each clinic will have 
specific processes and policies that should be personalized and incorporated into 
orientation. Below is a basic list of topics to serve as a framework for clinic 
orientation.

• Key clinic components

 – Hours of operation
 – Address
 – Clinic leadership contact information
 – Daily clinic schedule
 – Clinic layout

• Team members and roles

 – Attending physicians

Contact information
Role in clinic
Policies regarding staffing and when attending sees the patient

 – Nurses
 – Medical assistants
 – Advanced practice providers
 – Clinic administrators (practice manager, clinical nurse manager, etc.)
 – Support staff
 – Ancillary providers (pharmacists, social workers, nutritionists, and diabetes 

educators)
 – Interpreter services

• Clinic workflow

 – Type of patient visits (new, return, physical, urgent)
 – Check-in process

Patient registration
Rooming patient, including if flag system used
Required questions and documentation such as smoking status and 
advanced directives
Location of nursing documentation

 – Checkout process

Laboratory location and services
Medication prescribing
Referral appointments
Test scheduling
Ancillary staff appointments

 – Task system: how residents receive notifications about patient phone calls, 
results, and refill requests
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• Residents’ workflow

 – Staffing patients with attendings

Where and when to present patients to faculty preceptors
Which patients need to be seen by the attending
General guidelines for information to include in oral presentation
Documentation guidelines

 – How to write a note

Types of notes

• Office visit note
• Telephone call documentation
• Patient letter

Documentation components and policies

• Attending attestation
• Health maintenance
• Cut and paste policy
• Timeline for note completion

 – Order entry

Medication prescriptions and refills
Medication list creation, input into electronic medical record (EMR) and 
reconciliation
Lab order entry
Imaging and procedure order entry
Prior authorization information

 – Referrals

How to refer to a specialist
Where referral notes are located in the EMR
How to make nonphysician referrals (dentist, physical therapy, home 
health, etc.)

 – Clinic treatments

Vaccinations available in clinic
Medications available in clinic
Procedures performed in clinic
Emergency department/direct admission process

 Orientation Methods

• Didactic lecture: These sessions are typically included in orientation activities 
at the start of the year or can be done during the first clinic rotation and cover a 
broad overview of the clinic. These sessions are often done as a didactic lecture 
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but can be recorded and made available online. Research prior to the COVID 
pandemic found that trainees perceived the quality and utility of orientation pre-
sentations to be similar whether in-person or recorded [3]. Other clinics are 
exploring the use of virtual tours and videos as a way to familiarize trainees with 
clinics prior to starting in a clinic [4].

 – Strengths

Live sessions offer opportunity for questions
Can include many residents in one session

 – Limitations

Poor retention of material presented
May seem overwhelming or out of context

• Electronic medical record training: Residents will likely have EMR training 
completed as part of their general orientation. If the clinic site has a different 
EMR, residents will need additional training for that system. A refresher EMR 
session can be useful in the fall, to reinforce how to use the EMR once the resi-
dents have been practicing in clinic for a few months. These sessions should also 
cover in-basket management for common tasks that the residents will encounter.

 – Strengths

Hands-on training in a computer lab
Sessions led by EMR support staff
Usually high yield
Short clips can be recorded and placed on website
Can have residents demonstrate how to do certain tasks

 – Limitations

May seem out of context or overwhelming to someone that has not worked 
in that system
May be temporally separated from clinic rotations
Difficult to assess resident’s retention and application of knowledge
No one may be available from EMR support staff for help while in clinic

• Intern shadowing of a senior resident or attending: The Primary Care 
Medicine Clinic at Washington University started to assign interns to senior resi-
dents for their first clinic session a few years ago. This first session allows the 
intern to see the flow of the clinic firsthand from a senior resident or attending. 
Interns can use a checklist to ensure that they observe important elements of the 
clinic visit (Table 9.2).

 – Strengths

Allows interns to observe workflow in the clinical context before they start 
seeing their own patients
Provides opportunity to practice common tasks, like prescription writing 
or order entry
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Table 9.2 Intern shadowing 
resident checklist

These should be observed by the intern while shadowing a 
resident:
Clinic layout
  • Exam rooms
  • Printer stations
  • Clinic mailboxes
  • Physician work rooms
  • Conference room
  • Break room
  •  Offices for clinic staff (social work, diabetic educator, 

anticoagulation nurse, pharmacists)
Electronic medical record
  • Verify that log-in and password work for EMR
  • Lookup schedule
  • Lookup patient
  •  See appointment tab (previous appointments, upcoming 

appointments)
  • Start a new note
  • Write a new prescription and send to pharmacy
  • Order a lab/study
  • Make a referral
  • Review tasks/in-basket
Clinic flow
  • Observe residents evaluating a patient
  • Observe residents staffing with attending
  • Observe residents checking out a patient
  •  Learn where to find hallway/exam room assignments 

and charge nurse

 – Limitations

Decreases the number of patients seen in clinic and delays the first clinic 
session for interns
Dependent on interaction between the intern and resident/attending
Requires administrative work to arrange shadowing schedule
Depending on the size of the program, may need residents and attending 
willing to have interns shadow

• Resident/attending shadowing of an intern: A senior resident or attending 
shadows an intern for a clinic session. These sessions allow interns to obtain 
formative feedback about clinic performance and have questions answered about 
the clinic in a real-time setting by a senior resident/attending. The resident/
attending can use a checklist to ensure that they observe important elements of 
the clinic visit (Table 9.3).
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Table 9.3 Resident 
shadowing intern checklist

Verify that the intern knows how to:
  • Start a note
  • Place a referral
  • Write a prescription
  • Order a lab or study
Patient evaluation
  •  Assess the intern’s ability to take a thorough and 

focused history.
  • Does the intern:
  • Evaluate too few/too many problems in a visit?
  •  Spend too much time going through the entire problem 

list?
  • Have difficulty prioritizing problems?
  • Interrupt the patient frequently?
  • Perform a focused physical exam?
  • Evaluate the patient’s medication list?
  • Take a focused review of systems?
  • Update key information?
Evaluate the intern’s use of the EMR during the patient 
encounter
  •  Make poor eye contact with the patient due to looking at 

computer?
  •  Spend too much time/too little time looking up patient 

info before the visit?
  •  Have difficulty writing prescriptions, ordering labs, 

making referrals, etc.?
Attending presentation
  •  Is the intern able to give an accurate and organized 

presentation to the attending?
  • Is any information left out during the presentation?
  • Does the intern have a clear problem list and plan?
Organization
  • Does the intern come to clinic prepared?
  •  Does the intern spend too much/too little time looking 

up patients prior to seeing them?
  •  Is the intern able to handle late patients or patients 

moved onto their list?
  •  How many patients does the intern see? Does the intern 

stay on time?
Notes
  •  Are the notes written in a timely manner based on clinic 

guidelines?.
  • Is there any information missing in the notes?
  •  Are the problem list, allergies, and medication list 

updated?
  •  Does the plan accurately reflect what is discussed at the 

visit?
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 – Strengths

Empowers interns to have an active role of seeing patients and using EMR 
with supervision
Provides opportunity for the senior resident/attending to answer questions 
about the EMR, clinic resources, and workflow
Allows the senior resident/attending to provide immediate feedback 
regarding efficiency, patient interactions, presentations, and notes
Incorporates the feedback into an evaluation to verify that the intern is 
achieving specific milestones
Can have this session later in academic year to address gaps in knowledge
Can be incorporated into direct observation evaluations

 – Limitations

Decreases the number of patients seen in the clinic if senior resident taken 
off the schedule
Dependent on the interaction between the intern and resident
Requires administrative work to arrange shadowing schedule
Depending on the size of the program, may need many residents and 
attending willing to shadow the interns

• Ambulatory boot camps: Given that interns will start residency with a wide 
range of ambulatory training, an intern ambulatory boot camp can be created for 
the beginning of the year. One program developed case-based didactic sessions 
of common ambulatory topics and orientation to the clinic and electronic medi-
cal record. The knowledge scores improved from 43.6% pretest to 76.1% post-
test [5].

 – Strengths

Assesses baseline knowledge of the interns
Level-sets the knowledge for common ambulatory topics
Increases confidence of interns in ambulatory topics

 – Limitations

Requires significant work coordinating didactic sessions with faculty
Can add additional delays to orientation training
Unclear if boot camp will have impact on clinical skills or performance

 Clinic Processes and Practices

• Patient safety and quality: Patient safety and quality improvement (QI) initia-
tives are becoming ubiquitous in clinics. At a minimum, residents should have a 
clear understanding of adverse event reporting regarding what to report and how 
to report this information. Additionally, residents should know what the clinical 
quality metrics and quality improvement projects are, how they are measured, 
and what the residents are required to do for these QI projects.
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• Telehealth:

 – Patient phone calls: Most interns will have little to no experience with an answer-
ing service or responding to patient telephone calls. Typical signals used in patient 
care, such as a physical exam, lab results, and visual cues, are not available on the 
phone. Other limitations may include residents covering for each other or lack of 
time/outside distractions when taking phone calls. Furthermore, they will need 
explicit instruction on policies and expectations regarding patient portals. Residents 
should know what the expectations are for answering patient phone calls, espe-
cially after hours and weekends. Next, they should receive instructions outlining 
the type of patient information to be received, the triaging service, and the appro-
priate time frame and method for returning a call (personal or clinic phone, patient 
portals, hospital operator, etc.). In addition, residents should be given information 
about any telephone medicine policies such as narcotic refills over the phone, who 
covers patient calls at night and for vacation, and documentation of telephone 
conversations. Finally, contact information for a supervising physician should be 
provided if they are uncertain on how to handle a patient phone call. Residents 
may want to practice these phone calls using clinical vignettes or role-playing [6].

 – Virtual visits: With the expansion of telehealth visits in primary care due to 
the COVID pandemic, learning how to conduct virtual visits with patients has 
become an important component of orientation [7]. The American Association 
of Medical Colleges (AAMC) has developed telehealth skills needed for 
healthcare professionals [8]. At a minimum, residents should be aware of 
when and how to use telehealth visits and how to remotely evaluate and care 
for a patient. They must also be cognizant of privacy, legal, patient safety, and 
ethical issues pertinent to telehealth. Chapters 13 and 14 cover telemedicine 
clinical workflow and education, respectively.

• Lab and test management: One anxiety-provoking moment for most new resi-
dents is what to do with an abnormal test result. Often, new interns do not have 
enough clinical experience to know how to manage an abnormal result. 
Throughout the year, this knowledge deficit decreases as residents gain more 
experience and didactic education. Residents should be given contact informa-
tion for supervising physicians in case they need assistance interpreting a lab or 
radiology study. Expectation on timely result management should be included in 
the orientation. Chapter 5 discusses EMR in basket management.

• Clinical skills and procedures: Incoming residents will have a wide variety of 
experiences with common outpatient procedures. For example, some residents 
may feel comfortable performing a pelvic exam, Papanicolaou (PAP) smear, and 
wet prep, whereas other residents may have limited experience. These procedures 
will need to be supervised, at least initially, in the resident’s training. The residents 
should be encouraged to log all procedures that they perform with the attending.

• Precepting patients: The patient presentation to the attending is a critical com-
ponent to the patient encounter. These presentations need to be simultaneously 
efficient and cover all important information. Reisman et al. described the eight 
tips for presenting patients in an academic primary care clinic (Table 9.4) [9]. 
These tips, adapted to the local environment, will likely be helpful for residents.
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Table 9.4 Tips for presenting patients

Provide a preamble Brief overview to orient attending to patient case. For 
example: “This is a patient who may need hospital 
admission”

Appreciate the difference between 
the case presentation and the 
written note

The note should contain the subjective, objective, 
assessment and plan (SOAP) structure. The presentation 
may be more conversation.

Preceptors will have different 
styles

Attendings may prefer a more structured presentation, some 
may interrupt frequently, or some may listen to the whole 
presentation, and then ask questions.

Ask for bedside precepting Presenting directly in front of the patient adds to patient- 
centered care, can save time, and ensures that the patient’s 
story is correct.

Do not look at notes while 
presenting

The history of present illness (HPI) should be told from 
memory, while medications and lab results can be referred 
to paper notes and/or on EMR.

Ask for feedback If there is a particular area where feedback is needed, 
preface this need to the attending prior to the presentation.

Ask for explanation Request guidelines or articles from the attending, especially 
if it is a new topic to enhance understanding of the clinical 
decision-making.

Communicate with other team 
members

Ask others about significant issues and request being alerted 
to information about shared patients.

• Resident and attending assessment.

 – Resident assessment by an attending: At orientation, residents should learn 
when and how they will be assessed by an attending. These assessments can 
be either summative or formative evaluations. Residents should be provided 
information about the milestones that will be assessed during their clinic rota-
tions. Other assessments that will be done on a clinic rotation, such as a 360 
evaluation performed by other team members or patient feedback, should also 
be communicated during orientation.

 – Attending assessment by residents: Residents should have the opportunity to 
assess the clinic attendings throughout the year. Clinic orientation should 
include the process of how clinic attendings are assessed, when the assess-
ments are completed, and which attendings the resident will assess. 
Information about how to address concerns regarding an attending should be 
provided.

• Teaching expectations for residents

 – Ambulatory clinics use a variety of teaching methods, including morning 
report, lecture series, or online modules. Examples of resident teaching can 
include case presentation for ambulatory report, 30-minute didactic session, 
or creation of a brief evidence-based medicine handout. If residents are 
required to teach as part of the ambulatory curriculum, they should be  provided 
a schedule in advance and clear expectations for the sessions. Information 
should include:
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Learning objectives for presentation
What needs to be prepared by the resident (if applicable)

• PowerPoint slides
• Handouts

Example of an “ideal” presentation
Date of presentation
Required readings
If and how residents will be evaluated

• Resources for residents

 – Having reference materials available to residents and faculty through the year 
is crucial.

 – Clinic handbooks or manuals: Provide a written description of the clinic with 
all important information and resources

Strengths

• Depending on the needs of residents, can be very in-depth or more 
high-yield

• Can be accessible from a residency website
• Can include pictures and descriptions to create standard work
• Can include clinic policies and procedures

Limitations

• Must be updated on an yearly basis
• Often not read by residents

 – Website: A clinic website can provide updated information throughout 
the year.

Strengths

• Place to store PowerPoints, schedules, and manuals

Limitations

• Need administrator to update
• May want some of the information on a password-protected part of 

the website
• Need internet

 – Shared secure storage.

Strengths:

• Place to store PowerPoints, schedules, and manuals
• Can be updated more frequently than printed materials
• Secure
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Limitations

• All members of clinic may have trouble accessing depending on how 
access is granted

• Need internet
• No notification of when new material is posted

 – Plan for updates: The orientation materials should be updated at least yearly. 
This process should include a multidisciplinary team including clinic leader-
ship, nursing, current residents, and support staff. An “Important Updates” 
can be added to the orientation materials annually to highlight changes from 
previous years for current residents and attendings.

 Attending Orientation

New clinic attendings will similarly need a comprehensive orientation to clinic. 
Some of the orientation requirements will depend on if the attending is a recent 
graduate who may need detailed information about medical billing, or if they are 
new to the healthcare system, then they will need information about the EMR and 
workflow. Some of the information may be covered for attendings through other 
orientations they are required to attend by the health system or department. Clinic- 
specific topics worthwhile to include for attendings are:

• General information

 – When to arrive and where to go
 – Typical number of patients staffed per session
 – Guidelines for using primary care exception versus when patients must be 

seen by attending
 – Expectations for following up on laboratory, imaging, and referral information
 – Resident assignments for attendings

• Assessments

 – Which residents will need to be assessed
 – How assessments are completed
 – How residents assess attendings

• Billing and coding

 – Use of primary care exception
 – Process for coding
 – Key drivers for coding specificity
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 Conclusion

Given the new influx of residents each year, maintaining an organized system and 
outlining a thorough orientation process are keys to an efficient clinic system and 
aiding resident transition. A structured orientation program can improve resident 
self-confidence and ensure baseline competencies while the residents transition into 
a new clinic [10]. While each academic clinic will have different requirements and 
needs, this chapter provides a basic checklist and starting point for the clinic orien-
tation process.
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Chapter 10
Resident Milestones, Assessments, 
and Feedback

Craig F. Noronha, Jillian Catalanotti, and Mia Marcus

 Introduction

Feedback and assessment are essential elements of residency training, provid-
ing trainees descriptions of their performance with goals of individual growth 
and development. Feedback is formative and based on concrete observations of 
a trainee’s performance, typically in a time-limited period. Feedback should be 
concrete and actionable. Assessment is generally summative, providing a more 
encompassing review of a trainee’s performance over a period of time. Clinical 
faculty are responsible for delivering high-quality feedback and assessment but 
may be faced with barriers to doing so. This chapter addresses feedback and 
assessment within the clinic setting and provides sample tools to deliver feed-
back and assess trainees.
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Outline
• Feedback

 – Barriers to effective feedback
 – Ways to overcome barriers to feedback
 – What makes feedback effective
 – Continuity clinic feedback pearls (styles and methods)
 – Feedback focused faculty development
 – Feedback tools and models

• Assessment

 – Milestones assessment
 – Clinic faculty members’ roles in assessment
 – Assessment tools

• Clinic-specific situations

 – Asynchronous care
 – Outpatient procedures

• The struggling learner
• Conclusion

 Feedback, Assessment, and Milestones in the Continuity Clinic

At its core, medical education furnishes environment, information, and experiences 
needed for learners to acquire knowledge, skills, and attitudes that will be requisite 
to practice as a physician in the future [1, 2]. The Accreditation Council for Graduate 
Medical Education (ACGME) states that the purpose of graduate medical education 
is to “prepare physicians to deliver safe, high-quality medical care.” Residency pro-
grams are tasked with providing clinical experience and education for residents with 
the ultimate goal of preparing them to provide high-quality patient care without 
supervision [1].

This chapter reviews best practices in giving formative feedback and performing 
assessment of resident performance in the continuity clinic setting. We also describe 
the process of learner assessments by continuity clinic preceptors within the greater 
context of the work of Clinical Competency Committees and ACGME requirements.

 Feedback

Assessment in competency-based medical education (CBME) relies on frequent 
and regular context-specific feedback [3–5]. Feedback is information given to learn-
ers to reinforce appropriate and correct inappropriate clinical behavior. It is a crucial 
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Table 10.1 Feedback versus assessment

Feedback Assessment

Formality Informal Formal
Mode Usually verbal Written
Frequency Higher frequency Lower frequency
Awareness Usually kept between faculty and 

learner
Reported to program office via 
electronic system

Goal Formative Summative
Time period Current performance Past performance
Examples Attending gives specific direct 

feedback regarding knee exam after 
resident examines a patient

Attending fills out assessment form of 
a resident describing overall 
performance in the primary care clinic 
over the last 3 months

component of any learning environment [6–8]. There are several key differences 
between feedback and assessment in medical education (Table 10.1). In resident 
continuity clinic, feedback is most effective when it reflects residents’ self- 
assessment and affects their performance [9–11]. Ongoing feedback in medical edu-
cation is a set of repeated information and reaction cycles with the goal of 
enhancement of clinical skills and achievement of the intended goals [12]. The pro-
cess of feedback involves learner knowledge of the expected competencies, com-
paring those competencies to the learner’s own level of work and taking action to 
close the gap between the two. Formative feedback on resident performance in core 
competencies within milestones contributes to summative decisions regarding 
advancement in training [13]. Most importantly, the ultimate goal of resident feed-
back is to facilitate the development of competent independent physicians who pro-
vide excellent clinical care to patients.

 Barriers to Effective Feedback

A recurrent theme in medical education is that learners feel that they do not receive 
adequate feedback, both in quantity and quality. Barriers to effective feedback fall 
into four major categories:

Setting/context: These types of barriers include lack of time for direct observa-
tion of learner and for feedback giving, conflicting clinical responsibilities, environ-
mental distractions, and onerous nature of form completion. These factors may lead 
to disengagement of both faculty and residents. In addition, delays in submitting 
feedback documentation may make it harder to give concrete, specific feedback as 
details are forgotten over time [14, 15].

Sociopsychological factors: These barriers include perceived threat to resident 
self-esteem and autonomy, fear of causing tension and harm in the educator-learner 
relationship, skepticism about the credibility of the source, and apprehension when 
feedback is incongruent with resident self-assessments [7, 16–18].
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Resident factors: Barriers specific to the resident receiving the feedback include 
emotional responses to constructive feedback, perceiving feedback-seeking as bur-
densome and anxiety-provoking, and perceiving the feedback process as summative 
rather than formative, leading to concerns about performance. The latter also leads 
to selection bias when residents can choose an encounter to be observed. For exam-
ple, a resident choosing a part of the patient interaction that they already excel in to 
be observed for feedback protects their sense of self-worth at the expense of a learn-
ing opportunity [9, 11, 14, 19].

Preceptor factors: Barriers specific to the faculty member giving the feedback 
include lacking skill and experience in giving feedback, apprehension around bal-
ancing reinforcing with corrective feedback, worry about feeling “mean” or 
“unkind” when giving constructive feedback [20, 21], and concern that document-
ing constructive feedback may have larger impacts on resident progress, such as 
non-promotion.

Institutional learning and feedback culture: Learning environments that lack 
longitudinal relationships and promote learner autonomy contribute to a culture in 
which constructive feedback is avoided. It is essential to foster a culture in which 
feedback is normalized and expected, thus creating an institutional growth mindset 
of feedback giving and seeking [21, 22].

 Ways to Overcome Barriers to Feedback

Continuity clinics should have protected and allocated time for feedback built into 
the clinic schedule at predetermined points of the year. Regular direct observation 
of residents must be coupled with timely formative feedback. It is important to 
incorporate the practice of informal conversations and coaching (as opposed to 
forms and checklists) with specific actionable feedback, creating teaching moments.

The process of feedback should be focused on the potential for learning rather 
than the assessment of learning [23]. The language and tone of feedback ought to be 
kind and supportive, while the content must be specific and direct. Feedback should 
be framed in the context of expected milestones and competencies, rather than feed-
back about a person. Goal-directed feedback with action plans for improvement 
yields residents motivated to improve.

The longitudinal nature of continuity clinic is the ideal setting in which to pro-
mote a strong trusting relationship between faculty and residents, and thus a positive 
feedback culture [24, 25]. In most programs, clinic faculty members work with the 
same residents throughout their training. A faculty member’s baseline knowledge of 
a resident’s strengths and weaknesses is invaluable in the process of growth that can 
occur with effective feedback [20].

It is essential to create a positive feedback culture in which both faculty and resi-
dents feel comfortable and are expected to participate in feedback conversations. 
Prioritization should be given to regular feedback, promotion of direct observation 
of learners, and regular faculty training [26].
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 What Makes Feedback Effective

Feedback is in essence a conversation between the feedback sender and the feedback 
recipient. It is a complex interactive two-way interpersonal exchange. Effective feed-
back is crucial for developing resident professionalism, communication skills, perfor-
mance, and documentation [4, 27]. When done well, feedback can motivate learners, 
improve their learning, and enhance their professional growth [28]. According to 
feedback recipients, there are three major components of effective feedback [13, 29].

Feedback content: Early positive recognition of what the learner is doing right or 
well is appreciated by the learner. This promotes confidence in the resident to be 
more receptive to receiving the ensuing constructive or corrective feedback. 
Constructive feedback that is specific, clear, direct, and honest is also highly valued. 
Feedback should be tied to explicit common goals and action plans.

Method of delivery: Frequent, both formal and informal (ad hoc, or “off the 
cuff”), feedback is appreciated. Timing of the feedback should be as close to the 
observed resident behavior as possible with deliberate time set aside for feedback. 
It should be given in a private 1:1 setting and should be delivered using a supportive 
nonjudgmental and empathetic tone.

Interaction with feedback giver: The learner needs to be actively engaged in the 
process, given opportunities to respond and react to feedback as well as to ask 
questions.

Giver credibility: Giver credibility is demonstrated through respect, profession-
alism, likeability, knowledge, and experience level. The longitudinal nature and 
strength of the relationship between the receiver and sender of feedback are also a 
critical aspect of effective feedback. Giver credibility enhances effectiveness of 
feedback.

 Continuity Clinic Feedback Pearls (Styles and Methods)

• Timing: Give feedback early so there is time to improve [3, 4]. Scheduled versus 
unscheduled directly observed encounters are both valuable, but unscheduled 
ones can happen more frequently and can yield a more authentic representation 
of resident skills on which to focus feedback [30].

• Setting: Base feedback on direct observation as much as possible. Set aside quiet, 
dedicated time to ensure privacy and minimize interruptions [3].

• Language: Use specific neutral and objective language that focuses on change-
able behaviors rather than personality traits [31].

• Methods: Different methods include brief/informal feedback (in the moment, 
quick teaching point), formal feedback (5–20 minutes, following a presentation 
or observed patient interaction, occurring once a month), and major feedback 
(scheduled, 15–30 minutes, occurring 3–4 times per year) [32]. Best practice is 
to provide a combination of these methods. Methodology may include checklists 
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Table 10.2 Resident scenarios

Resident type Feedback approach

High-performing resident Coaching conversation
Resident with insight gaps Directive feedback
Overly confident resident Mediating to encourage shift from being defensive to 

empathizing with the patient
Emotionally distressed resident Mentoring/supporting

or open-ended feedback; each has its own advantages and disadvantages. 
Checklists give structure and discussion points from which to pivot but can be 
onerous and may not necessarily present an accurate global reflection of intended 
feedback. Open-ended feedback forms can be vague and insufficient. Using a 
combination of these is likely wise.

• Style: Start with self-feedback by the learner prompted by open-ended questions. 
Points made by the learner can then be reinforced by the feedback giver. Conclude 
with an action plan that is collaborative. Set up a time for a follow-up feedback 
session, even if brief.

• Know your resident: Being able to individualize feedback to different residents 
is an important consideration. Each resident has their own unique contexts and 
expectations [3]. It can be particularly challenging for faculty to provide resi-
dents at extreme ends of the spectrum—those performing at a high level or fail-
ing to meet expectations—effective feedback [33]. See some approaches that 
may match particular resident scenarios in Table 10.2.

 Feedback Focused Faculty Development

Given the complexity of the feedback process, formal ongoing periodic faculty training 
is necessary. Feedback giving is a skill, and often feedback givers are not well prepared 
for it [34]. Training should involve formal education using multimedia resources (e.g., 
video vignettes) [35] as well as deliberate practice [36]. One- to two-hour workshops 
twice a year can go a long way in advancing feedback givers’ skill sets. A robust faculty 
development program is the foundation for a healthy and successful feedback culture. 
Resources for faculty development are available at MedEdPORTAL, professional soci-
eties or organizations, and potentially at the local institutional level.

 Feedback Tools and Models

Feedback tools and models should be intuitive, easy to follow, and frequently used 
[37, 38]. However, there is no perfect feedback tool. Quality of care is an inherently 
difficult to measure end point.
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Medica�on Ini�a�on Feedback Form

**Example from Boston Medical Center/Boston University School of Medicine**

Instruc�ons:

Document whether you observe the resident possessing the specific skills. Please be accurate in your assessment of 
the resident. It is NOT expected that a resident has mastered all these skills but rather that they receive feedback on 
their observed encounter. Proficiency in these skills is expected over 12-36 months of residency. This does not assume 
that the resident conducts the en�re discussion. Please evaluate the por�on the resident conducted; and if the 
preceptor intervened, please provide specific feedback.

Reviews drug allergies in chart and with pa�ent
No Par�ally Yes N/A
o o o o

Understands the relevant pathophysiology, pharmacology and indica�on for the medica�on
No Par�ally Yes N/A
o o o o

Understands what follow up tes�ng is required for the new medica�on (follow up chem 7, A1c, etc.)
No Par�ally Yes N/A
o o o o

Communicates risks and benefits of the medica�on and alterna�ves to the pa�ent
No Par�ally Yes N/A
o o o o

Uses language the pa�ent could understand
No Par�ally Yes N/A
o o o o

Engages in shared decision making regarding the ini�a�on or change of the medica�on
No Par�ally Yes N/A
o o o o

Gives the pa�ent the opportunity to ask ques�ons
No Par�ally Yes N/A
o o o o

Confirms pa�ent understanding of the medica�on plan; asks the pa�ent to repeat back in their own
words

No Par�ally Yes N/A
o o o o

Is able to independently manage the encounter (explains the ra�onale for the medica�on and answers all
ques�ons to the pa�ent and a�ending’s sa�sfac�on)

No Par�ally Yes N/A
o o o o

Preceptor needs to take over a por�on of the discussion.
No Par�ally Yes N/A
o o o o

What are the resident’s strengths in this session?

What are the resident's areas for improvement?

Fig. 10.1 Medication initiation feedback form

Direct clinical observation of residents: The mini-clinical evaluation exercise 
(mini-CEX) is a valuable tool for resident skill development. In continuity clinic, it 
is an essential method for creating feedback that both reinforces and coaches behav-
ior and skills that are necessary to becoming competent clinicians [30]. Checklists 
of clinical skill domains (such as professionalism, interpersonal/communication, 
electronic health system [EHS] use, diagnostic acumen, negotiation of the health-
care system, and medical knowledge) can be used by both faculty preceptors and 
residents (self-assessment) after the observed encounter and then reviewed and dis-
cussed together in a coaching feedback session (Figs. 10.1 and 10.2). Residents can 
then develop concise goals for their clinical practice over the ensuing weeks. Brief 
follow-up session can be scheduled to check on the status of implementing and 
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Fig. 10.2 Structured Clinical Observation form (SCO)

Structured Clinical Observa�on Example 

Structured Clinical Observa�on form (SCO) 

Please observe the resident in either data gathering and/or informa�on giving. Place a check by each 
item for behaviors that were observed. 

 

Y 

 

N 

 

N/A 
Data Gathering: History of Present Illness, Past Medical History, 
Medica�ons/allergies, Social History, Family History, Review of Systems 

   Allows pa�ent to complete opening statement 

   Starts with open ended ques�ons 

   Avoids use of leading ques�ons 

   Limits ques�ons with mul�ple parts (ques�on stacking) 

   Elicits pa�ent’s beliefs about causes of the illness or problem 

   Asks about remedies or therapies used to address chief complaint (tradi�onal 
or non---tradi�onal) 

   Asks for clarifica�on if necessary 

   Explicitly elicits pa�ent’s expecta�ons regarding the visit 

   Summarizes and confirms informa�on given by the pa�ent 

   Proceeds with logical sequencing of ques�ons 

 

Y 

 

N 

 

N/A 

Informa�on Giving: explains diagnosis, medicine, procedures, gives counseling, 
addresses chronic disease management, follow---up 

   Limits use of jargon and/or explains medical terms if used 

   Explains diagnosis 

   Explains management plan 

   Explains need for follow---up 

   Explicitly asks for pa�ent input in management plan 
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Asks pa�ent for their understanding of treatment plan (teach back method)

Solicits ques�ons

Asks about pa�ent’s ability to follow treatment plan

Explains when, why, how pa�ent should contact physician

Y N N/A
Interpersonal Skills

Introduces self

Addresses pa�ent by name a�er ini�al introduc�ons

Avoids interrup�ng pa�ent

Ac�vely listens using nonverbal techniques (e.g. eye contact, nodding)

Expresses empathy (e.g. using tone of voice, “That must be hard for you”)

Explicitly recognizes pa�ent’s feelings or concerns (e.g. “you seem upset”)

Deals effec�vely with language barriers

Key Feedback Points:

1.

2.

3.

Time Spent Observing: min.
Time Spent in Feedback: min.

Resident Signature:

Preceptor Signature:

Adapted from L Lane, MD and R Go�lieb, MD, Jefferson Medical College

By E Hamburger, MD, S Cuzzi, MD and D Coddington, MD, Children’s Na�onal Medical Center

Modified by Mia Marcus, MD, George Washington University Hospital

Fig. 10.2 (continued)
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achieving these goals [24]. In essence, a coaching session workflow might look 
something like this: previsit huddle, before directly observed patient encounter 
reviewing checklist; resident self-assessment using the same checklist; focused 
coaching/feedback session with faculty observations; setting goals for improve-
ment; and one-month check-in on progress towards goals [24].

R2C2 model: This is an evidence-based facilitated feedback model with four 
phases: (1) build rapport and Relationship, (2) explore Reactions, (3) explore 
Content, and (4) Coach for performance change [37–39].

This model provides structure and flow to the feedback discussion. The first 
phase of building rapport and relationship sets the stage for trust and openness. The 
second phase of exploring reactions encourages residents through self-assessment 
to be more accepting of feedback. In the third phase, faculty assist residents in 
understanding the content of the feedback especially as it relates to expected com-
petencies and milestones. The fourth phase involves coaching residents to close the 
performance gap and setting goals and plans to achieve this. This model was 
designed by Sargeant et al. as a model to help faculty and residents to discuss their 
assessments, feedbacks, and goals, but we feel that this model could be easily ren-
dered for use in immediate feedback after an observed encounter.

 Assessment

Feedback provides information for a trainee related to their performance in a set 
task, which is used to guide future improvement. In contrast, assessment is a sum-
mative combination of feedback and other data points that provides a judgment of 
competency in a set of domains. Ideally, feedback exchanges with trainees will 
identify key elements included in an assessment, but in most cases, it is not realistic 
for trainees to receive feedback related to every domain detailed in a summative 
assessment.

Medical education has transformed to focus on competency-based medical edu-
cation (CBME), which establishes the standard level of competence expected for 
independent practice [2, 3, 40]. In CBME, trainees progress based on the assess-
ment of their competence in several domains as opposed to progression based solely 
on time in training. To this end, the ACGME and the American Board of Medical 
Specialties have identified six core competencies necessary for a practicing physi-
cian (Fig. 10.3). These six core competencies form the scaffolding from which all 
resident learning, experiences, and assessments are created.

6 Core Competencies - ACGME and American Board of Medical Special�es
1. Pa�ent care and procedural skills
2. Medical knowledge
3. Prac�ce-based learning and improvement
4. Interpersonal and communica�on skills
5. Professionalism
6. Systems-based prac�ce

Fig. 10.3 Six core competencies—ACGME and American Board of Medical Specialties
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 Milestones Assessment

ACGME released its Milestones assessment approach in 2011 and subsequently refined 
it with Milestones 2.0 in July 2021 [41]. Table 10.3 reviews the key changes between the 
1.0 and 2.0 version of the Milestones. Each core competency is divided into 2–6 sub-
competencies (Fig. 10.4). Distinct milestones, or observable behaviors demonstrating 
levels of achievement for each subcompetency, help to anchor assessment and calibrate 
faculty and trainee expectations for satisfactory progression of achievement.

Milestones delineate five levels to indicate progression “from novice to expert” 
[41]. Levels do not correspond to postgraduate year of education [41], nor are they 
meant to be scored relative to others at the same training level, but rather compared 
to the level expected of a fully competent practicing physician (designated level 4). 
The target is to achieve level 4, previously designated “ready for unsupervised prac-
tice,” by the time of graduation from the residency program on each subcompe-
tency, but achieving this level is not a requirement for graduation. New trainees may 
not be used to nonrelative assessments and may be disheartened to see achievement 
of only level 2 milestone scores. Similarly, faculty on the Clinical Competency 
Committee may require training to recalibrate their assessments, recognizing that 
even a high-achieving intern may be performing at a level 2–3 on Milestones.

ACGME does not intend for Milestones assessments to be copied verbatim to 
create evaluation tools used by faculty, but rather requires that twice per year the 
Clinical Competency Committee (CCC) review all residents’ evaluation data and 
use it to generate an assessment of milestone achievement by each resident for each 

Table 10.3 Key similarities and differences between Milestones versions 1.0 and 2.0

Milestones 1.0 Milestones 2.0

Number of competencies 6 6 (unchanged)
Number of subcompetencies 22 20
Subcompetency language Describes performance of 

activity (e.g., “develops and 
achieves comprehensive 
management plan for each 
patient”)

Names activity in short, discrete 
phrases (e.g., “history,” “physical 
examination,” “clinical reasoning”)

Settings for assessment of 
each subcompetency

Unspecified Some subcompetencies specify 
outpatient, inpatient, telemedicine.
Others are unspecified.

Levels of assessment 1–5
1 = “critical deficiency”
4 = “ready for unsupervised 
practice”
5 = “aspirational”

1–5
“Novice to expert”
Level 4 specified as graduation goal 
but not graduation requirement

New topics assessed in 
subcompetencies

NA Clinical reasoning
Digital health
Physician role in healthcare system
Quality improvement
Divides professionalism into 
professional behavior, ethical 
principles, accountability/
conscientiousness, and Well-being
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Fig. 10.4 Example subcompetency in Milestone 2.0: Patient Care 5. Note that in version 2.0, the 
subcompetencies are shorter phrases listing discrete activities, rather than the longer descriptive 
versions used in version 1.0. Level 1 is no longer labeled “Critical Deficiency.” Additionally, some 
subcompetencies, such as Patient Care 5, now include specific clinical settings for assessment

subcompetency. Milestone assessments are reported to ACGME twice per year, to 
the American Board of Internal Medicine (ABIM) at the conclusion of each aca-
demic year, and, upon graduation, a resident’s final milestone assessment is shared 
with future fellowship program directors as applicable to inform the continued tra-
jectory of their training.

Continuity clinic provides several unique opportunities for evaluation, and as 
such can provide important information needed by the CCC for Milestones assess-
ments of residents. Although most subcompetency assessments should be informed 
by observable activities in both in- and outpatient settings (e.g., Patient Care 1: 
History, Patient Care 2: Physical), others may be best observed by continuity clinic 
preceptors (e.g., Patient Care 5: Patient Management—Outpatient and Patient Care 
6: Digital Health).

Additionally, improving via performance audit is a subcompetency of the Practice-
Based Learning and Improvement (PBLI) core competency and ensures that our resi-
dents are trained to deliver high-quality and efficient health care. Resident continuity 
clinics can adopt a practice-based improvement curriculum, which incorporates lon-
gitudinal practice feedback, educational sessions, self- reflection, and involvement in 
quality improvement (QI) to improve both process and clinical outcome measures 
[25]. The universal use of EHS allows for extensive, resident-specific, detailed, and 
frequent availability of data. An X + Y scheduling model makes such a curriculum 
feasible with dedicated didactic and preclinic educational time [42].
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 Clinic Faculty Members’ Roles in Assessment

According to ACGME requirements, continuity clinic must be a “longitudinal con-
tinuity experience in which residents develop a continuous, long-term therapeutic 
relationship with a panel of general internal medicine patients” [43]. Competency- 
based evaluations of performance in continuity clinic must be completed at least 
once every 3 months. The continuity clinic provides an ideal setting for ongoing 
assessment of residents’ performance in multiple subcompetencies given the variety 
of skills and knowledge required to care for patients in the primary care clinic set-
ting. The unique longitudinal experience of the continuity clinic, as opposed to the 
short, multiweek “block rotation” experiences that make up most of a resident’s 
schedule, allows clinic preceptors to monitor the progress of residents over a three- 
year period. In a 2008 survey, internal medicine program directors reported that 
32% of struggling residents were identified in the continuity clinic setting [44].

 Assessment Tools

Continuity clinic preceptors may be tasked with assessing and documenting resi-
dent performance in a single encounter or synthesizing a trainee’s skills over a sev-
eral month period. Perhaps the most common single-encounter assessment is the 
mini-CEX [45]. Many programs require completion and documentation of a certain 
number of mini-CEXs among other program requirements; however, in order for 
these assessments to be valid and consistent within an organization, faculty devel-
opment is vital. Faculty development may include case-based discussions, after 
viewing recorded standardized patient encounters as vignettes, to allow faculty to 
practice assessment skills and calibrate assessment with each other. Open discus-
sions with input from institutional medical educator leaders can help develop stan-
dards for competency assessments among faculty [3].

Resident clinic directors should work in conjunction with residency program 
leadership to identify goals and tools for assessment and to train faculty in proper 
use of the tools chosen. As with all evaluation tools, a balance must be struck 
between the desires to obtain highly detailed information, ease of use, and practical 
limitations on faculty time. An example of a quick assessment tool is provided, and 
it can be modified based on institutional specific needs (Fig. 10.5, Mini-CEX).

In addition to single-encounter assessments, summative assessments by primary 
care clinic faculty are a valuable component of the overall assessment of a resident’s 
performance. For this reason, faculty development opportunities for continuity 
clinic preceptors should also target summative assessment skills and knowledge. 
Faculty development sessions can be used to calibrate faculty assessments and to 
gain familiarity with institutional evaluation tools. Because ACGME requires evalu-
ations of resident performance in continuity clinic at least once every 3 months, 
programs may utilize different evaluation tools at different times of the year or 
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allow preceptors to focus on a different subset of skills at different times. Institutions 
can use approaches that are best for their faculty and learners; some may prefer 
multiple checklist item assessment tools utilizing Likert-type responses, while oth-
ers may lean towards more free text responses. It is recommended that evaluation 
tools be selected or developed collaboratively to meet the needs of learners, pro-
grams, faculty, and clinical competency committee.

Fig. 10.5 Preceptor evaluation of PGY 1 continuity clinic

Preceptor Evalua�on of PGY 1 Con�nuity Clinic
**Boston Medical Center/Boston University School of Medicine**

Instruc�ons: 
Please complete each ques�on to the best of your ability. Con�nuity Clinic Evalua�ons will be completed twice a year by the 
assigned preceptor and discussed with the resident. Addi�onally, please take a moment to discuss the resident’s clinic 
performance with co-preceptors; we ask that you provide feedback that reflects the whole precep�ng team.

Bias in Evalua�on Language: 

In order to make these evalua�ons most helpful to the recipient and to mi�gate bias that can unknowingly affect assessments, 
please provide comments on OBSERVABLE BEHAVIORS (rather than personality traits) and use SPECIFIC EXAMPLES to support 
the observa�ons you include. Biases to be aware of may include, but are not limited to, unconscious biases based on one’s 
race/ethnicity, religion, sexual orienta�on, gender iden�ty, or disability or other cogni�ve biases due to anchoring, availability 
bias, confirma�on bias, groupthink, or reliance on gist, 

Please provide a brief descrip�on of the resident’s performance in clinic during the last several months. We ask that you be
as specific as possible and if you can highlight both the strengths and areas of improvement for this resident:

Obtains accurate, relevant, hypothesis driven history

Pa
ent Care 1: History Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5

Elicits and reports a
comprehensive history
for common pa
ent
presenta
ons, with
guidance

Seeks data from
secondary sources, with
guidance

Elicits and concisely
reports a hypothesis driven pa
ent 
history for
common pa
ent
presenta�ons

Independently obtains
data from secondary
sources

Elicits and concisely
reports a hypothesis driven pa�ent 
history for
complex pa�ent
presenta�ons

Reconciles current data
with secondary sources

Efficiently elicits and
concisely reports a
pa�ent history,
incorpora�ng per�nent
psychosocial and other
determinants of health

Uses history and
secondary data to guide
the need for further
diagnos�c tes�ng

Efficiently and effec�vely
tailors the history taking,
including relevant
historical subtle�es,
based on pa�ent, family,
and system needs
Models effec�ve use of
history to guide the need
for further diagnos�c
tes�ng

Develops diagnos�c and therapeu�c plans, which fit current guidelines

Pa�ent Care 3: Clinical Reasoning Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5

Iden�fies opportuni�es to 
maintain and promote health
Formulates management plans 
for a common chronic 
condi�on, with
Guidance

Formulates management plans 
for acute common condi�ons, 
with guidance

Develops and implements management 
plans to maintain and promote
Health

Develops and implements
management plans for
common chronic
condi�ons

Develops and implements
management plans for
common acute condi�ons

Develops and implements
plans to maintain and
promote health,
incorpora�ng per�nent
psychosocial and other
determinants of health

Develops and implements
management plans for
mul�ple chronic
condi�ons

Develops and implements
an ini�al management
plan for pa�ents with
urgent or emergent
condi�ons in the seng of chronic 
comorbidi�es

Develops and
implements value based (high-value)
comprehensive plans to
maintain and promote
health

Develops and
implements value based (high value)
comprehensive
management plans for
mul�ple chronic
condi�ons,
incorpora�ng per�nent
psychosocial and other
determinants of health

Develops and
implements value based (high value)
management plans for
pa�ents with acute
condi�ons

Creates and leads a
comprehensive pa�ent 
centered management
plan for the pa�ent with
highly complex chronic
condi�ons, integra�ng
recommenda�ons from
mul�ple disciplines

Develops and implements
management plans for
pa�ents with subtle
presenta�ons, including
rare or ambiguous
condi�ons

Applies relevant knowledge to pa�ent care

Medical Knowledge 1: Applied Founda�onal Sciences Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5
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 Clinic-Specific Situations

 Asynchronous Care

Asynchronous care is defined as health care for patients that is not performed in real 
time. For example, store-and-forward collection of images, patient portal communi-
cations, and interdisciplinary electronic consults are forms of asynchronous care 
[46]. At the very least, residents, within their role as primary care clinicians, prac-
tice asynchronous care by being responsible for the management of laboratory and 
imaging results that they ordered in continuity clinic. As asynchronous care becomes 
increasingly ubiquitous with the increasing popularity of portals for electronic 
patient-physician communication, it is imperative that residency programs develop 
opportunities for observation and assessment of residents performing these activi-
ties. One barrier to faculty observing asynchronous care is that many of these inter-
actions may occur when the trainee is not working in the ambulatory space. 

Explains the scien�fic
knowledge (e.g.,
physiology, social
sciences, mechanism of
disease) for normal
func�on and common
medical condi�ons

Explains the scien�fic
knowledge for complex
medical condi�ons

Integrates scien�fic
knowledge to address
comorbid condi�ons
within the context of
mul�system disease

Integrates scien�fic
knowledge to address
uncommon, atypical, or
complex comorbid
condi�ons within the
context of mul�system
disease

Demonstrates a nuanced
understanding of the
scien�fic knowledge
related to uncommon,
atypical, or complex
condi�ons

Seeks and incorporates feedback

Prac�ce-Based Learning and Improvement 2: Reflec�ve Prac�ce and Commitment to Personal Growth 
Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5

Accepts responsibility for 
personal and professional 
development by establishing 
goals 

Iden�fies the factors that 
contribute to gap(s) between 
ideal and actual performance, 
with guidance

Demonstrates openness to performance 
data (feedback and other input) to 
inform goals 

Analyzes and reflects on the factors 
which contribute to gap(s) between ideal 
and actual performance, with guidance 

Ac�vely seeks opportuni�es to improve

Seeks performance data 
episodically, with adaptability, and 
humility 

Ins�tutes behavioral change(s) to 
narrow the gap(s) between ideal 
and actual performance 

Designs and implements an 
individualized learning plan, with 
promp�ng

Seeks performance data consistently 
with adaptability, and humility 

Challenges one’s own assump�ons 
and considers alterna�ves in 
narrowing the gap(s) between ideal 
and actual performance 

Independently creates and 
implements an individualized learning 
plan

Models consistently 
seeking performance data 
with adaptability and 
humility 

Coaches others on 
reflec�ve prac�ce 

Uses performance data to 
measure the effec�veness 
of the individualized 
learning plan and when 
necessary, improves it

Maintains accurate, complete and �mely electronic medical records

Pa�ent Care 6: Digital Health Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5

Uses electronic health record 
(EHR) for rou
ne pa
ent care 
ac
vi
es

Expands use of EHR to include and 
reconcile secondary data sources in 
pa
ent care ac
vi
es

Effec
vely uses EHR capabili
es in 
managing acute and chronic care of 
pa
ents

Uses EHR to facilitate achievement of 
quality targets for pa
ent panels

Leads improvements to the 
EHR

Accountability/Conscien
ousness

Professionalism 3: Accountability/Conscien
ousness Milestone

Not Yet Completed 
Level 1

Level 1 Level 2 Level 3 Level 4 Level 5

Performs administra
ve tasks 
and pa
ent care 
responsibili
es, with promp
ng

Performs administra
ve tasks and 
pa
ent care responsibili
es in a 
mely 
manner in rou
ne situa
ons

Performs administra
ve tasks and 
pa
ent care responsibili
es in a 

mely manner in complex or 
stressful situa
ons

Proac
vely implements strategies to 
ensure that the needs of pa
ents, 
teams, and systems are met

Creates strategies to 
enhance other’s ability to 
efficiently complete 
administra
ve tasks and 
pa
ent care responsibili
es

Fig. 10.5 (continued)
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Additionally, peculiarities of particular electronic health records may make it easy 
for residents to provide asynchronous care with varying degrees of faculty knowl-
edge. As an initial step, programs should set the expectation that preceptors be 
involved at some level in asynchronous care. This could take the form of including 
preceptors on electronic messages, having residents discuss plans based on result 
findings with faculty before executing them, or having preceptors review or cosign 
phone notes. More formally, dedicated time could be set aside to have residents 
provide asynchronous intervisit care under the direct supervision of faculty. Such a 
dedicated intervisit time period approach adds complexity to both resident and fac-
ulty scheduling and may result in slower turnaround of patient results but provides 
potential benefits of improved patient care and opportunities for teaching, assess-
ment, and feedback.

 Outpatient Procedures

Multiple procedures may be performed in the primary care setting including pelvic 
exams, arthrocentesis, and minor surgical procedures. Over time, accrediting orga-
nizations have moved away from requiring proficiency in specific procedures for 
graduation. The most recent edition of the ACGME Internal Medicine Milestones 
does not include any specific procedure performance requirements [41]. Similarly, 
ABIM also states that while procedures are essential to the practice of internal med-
icine, they only require that residents have the opportunity to develop procedure- 
related competencies, which relate to their intended field of practice after residency 
[47]. Thus, there are no specific requirements for residents to demonstrate proce-
dure competency in the primary care setting unless they are planning a career in 
primary care. However, each residency program can define specific requirements 
for their residents. For example, if a program believes that it is important for all their 
graduates to be able to perform pelvic exams, they may make it a program-specific 
requirement for residents to demonstrate competency in this procedure. In this case, 
programs must decide how to determine competency, which may include a combi-
nation of case log volume and specific evaluation of procedural performance ability 
by continuity clinic preceptors.

 The Struggling Learner

Faculty will invariably work with a struggling resident at some point. In response to 
a 2008 survey of internal medicine program directors, 73.5% reported having resi-
dents who were having difficulty [48]. The clinic preceptor’s role in these instances 
is multifaceted including providing performance-based feedback and assessment, 
while also identifying when deficiencies are not corrected despite specific feedback 
and guidance. In the case of a struggling resident, it is important that preceptors 
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engage educational leaders in discussions to express their concerns. Depending on 
the system, concerns may be first brought up to a chief resident, residency clinic 
director, associate program director, or residency evaluation committees. These 
educational leaders may work behind the scenes to garner additional information 
from other sources and may convey information to the CCC.  In most cases, the 
clinic preceptor’s main role is to provide support for the resident in the continuity 
clinic setting and to ensure that all patients receive excellent care. It is the CCC or 
other program leadership’s responsibility to determine higher stakes assessments 
and potentially the need for specific interventions or remediation. These may involve 
clinic preceptors if clinic-related interventions or assessments are needed [49].

 Conclusion

The resident primary care clinic experience is an integral part of internal medicine 
training providing skills, knowledge, and experience with the care of patients in the 
ambulatory setting. The internal medicine milestones “represent a road map for the 
development of residents as they advance in clinical skills, knowledge, and values” 
[3, 40].

Feedback provides concrete descriptions of a trainee’s performance in a specific 
activity coupled with actionable suggestions for improvement. Information dis-
cussed during feedback exchanges and other data should be synthesized to develop 
a formal assessment of a trainee’s performance. The resident clinic director should 
work in cooperation with residency program leadership to optimize the competency- 
based assessment of residents in the primary care clinic setting with a shared goal 
of training residents to become a highly competent physician.
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Chapter 11
Academic Year-End Resident Panel 
Transfer: Models, Methods, and Best 
Practices

Lisa Ochoa-Frongia, Lee Bach Lu, and Anne Rosenthal

 Introduction

Serving as a primary care provider to a panel of patients for three years is a corner-
stone of the internal medicine residency ambulatory experience. Academic prac-
tices face the unique challenge of transferring resident patient panels to new 
providers each year as residents graduate. In this chapter, we examine the literature 
on end-of-year resident panel transfers, present different models of resident panel 
transfer, and discuss methods and best practices for the transfer process. We include 
an evaluation of the benefits and challenges of the models.

Outline
• Overview
• Models of panel transfer

 – Model 1: Panel transfer to new interns
 – Model 2: Panel transfer to rising second-year residents
 – Model 3: Transfer of individual patients based on clinical complexity

• Best practices for end-of-year panel transfer
• Conclusion
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 Overview

Each June, as internal medicine residents graduate from their three-year programs, 
it is estimated that over one million patients of over 9000 resident primary care 
providers (PCPs) [1] undergo a transfer of care. In the process of this transition, 
patient-provider relationships that have developed over two to three years are dis-
rupted, and patients are most often transferred from more experienced residents to 
residents with less experience [2]. The organizational and logistical effort involved 
in orchestrating the simultaneous transfer of large numbers of patients is substantial. 
These factors make the academic end-of-year panel transfer process a critical time 
for patient safety and satisfaction. Although the topic has received far less attention 
than the risks associated with inpatient handoffs, available analyses suggest that 
academic year-end transfers of patients include a high risk of lost follow-up and 
missed care opportunities. For example, in 2008, one residency program found that 
only 48% of the patients of graduating residents saw a new PCP within the follow-
ing year, including 43% of those patients who had been identified as highest risk [3]. 
In addition, their analysis uncovered significant delays in the follow-up of abnormal 
test results, many missed cancer screenings, and deficiencies in chronic disease 
management. In 2010, one internal medicine program found that 19% of highest- 
risk patients had not been seen in the 6 months following resident PCP graduation. 
They also uncovered high rates of test results that were pending upon resident grad-
uation that did not receive appropriate follow-up [4].

Despite the impact on quality of care and patient experience associated with the 
departure of third-year residents, the majority of residency programs have not his-
torically had a formal end-of-year panel transfer process. A 2013 survey of 
Medicine-Pediatrics programs found that only 46% had a defined end-of-residency 
handoff process [5], and in a 2014 Association of Program Directors in Internal 
Medicine survey, only 34% of respondent programs reported having a year-end 
ambulatory handoff system [6]. In recognition of the importance of a structured care 
transition protocol, the Accreditation Council for Graduate Medicine Education 
(ACGME) emphasizes the importance of transitions of care in patient safety. The 
Council does not, however, provide specific guidelines on end-of-year panel trans-
fer. Transitions in care have been a focus for the Clinical Learning Environment 
Review [7].

When the University of California San Francisco (UCSF) Center for Excellence 
in Primary Care performed a review of residency programs nationally, they found 
that one feature of the most effective programs is a clear and defined process for 
year-end panel transfer. Their High-Functioning Primary Care Residency Clinics: 
Building Blocks for Providing Excellent Care and Teaching stipulate under Building 
Block 3: Empanelment—“includes clear processes that exist for reassigning panels 
when residents graduate, with protocols to ensure that patients do not get lost in 
transition” [8].
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 Existing Models for Panel Transfer

 Model 1: Panel Transfer to New Interns

When graduating residents complete their residency, their panel is transferred to 
incoming interns.

When:
• The transfer usually takes place at the start of the academic year, once new 

interns have started internship.

How:

 1. Graduating third-year residents perform handoffs by documenting a transfer 
summary in the progress note of the last visit. They may not be able to physically 
sign out to the new interns due to a lack of overlapping clinic time.

 2. The clinic administrative team sends letters to patients to inform them of the 
PCP change.

 3. Nursing and administrative teams keep a list of graduating resident patients to be 
scheduled into interns’ templates when available.

Advantages:

 1. Patients are cared for by the same resident physician for the duration of the three 
years of their PCP’s residency training.

Disadvantages:

 1. Patient panel transfer and reassignments cannot be done until intern clinic tem-
plates open shortly before the academic year begins.

 2. New interns are inexperienced with the healthcare system and have limited clini-
cal experience to treat complex patients.

 3. Intern clinic templates are small with limited availability, further delaying patient 
care due to lack of access. New interns may not be able to absorb a large panel 
from graduating third-year residents.

 4. Depending on residency program schedules, new interns may not start their con-
tinuity clinic until August or September, which can further delay patient care.

 5. This model often means that patients do not have an active resident PCP for a 
short time between third-year resident graduation and the first clinic day for 
interns. Electronic medical record (EMR) in-basket monitoring for patients of 
the departed third-year resident may need to be delegated to another resident 
physician or faculty.

 6. New interns face challenges in managing the in-basket at the beginning of the 
academic year due to lack of clinical and systems training.

11 Academic Year-End Resident Panel Transfer: Models, Methods, and Best Practices
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 Model 2: Panel Transfer to Rising Second-Year Residents

When graduating residents complete their residency, their panel is transferred to 
rising second-year residents.

When:
• The panel transfer panel can start as early as three to four months prior to third-

year resident graduation.

How:
 1. Graduating third-year residents can leave detailed transfer notes and schedule 

patients to see rising second-year residents in a time frame they find clinically 
appropriate.

 2. The graduating resident can physically introduce patients to their new PCP (the 
rising second-year resident).

 3. For complex patients, graduating residents leave detailed notes and can arrange 
to call or meet with rising second-year residents to sign out though this may be 
time intensive.

 4. The clinic administrative team sends letters to patients to inform them of the 
PCP change.

Advantages:
 1. The rising second-year residents are already active users in the EMR system, so 

reassignments can be done in a timely manner.
 2. Rising second-year residents are familiar with the healthcare system and are 

more experienced in caring for more complex patients.
 3. There are opportunities for patients to be introduced in-person to their newly 

assigned PCP even before third-year residents  graduate and leave their clinic 
practice.

 4. Rising second-year residents  are more experienced in addressing patient care 
items found in their in-basket such as results and patient calls.

 5. For handoffs, third-year residents can easily contact the rising second-year resi-
dents to discuss complex patients.

 6. Depending on the scheduling system, rising second-year resident clinic sched-
ules may be available months before the new academic to make the transition 
easier. The transfer can take place months before the graduating resident departs.

 7. This model requires less supervision from clinic faculty and less administrative 
work as the schedule overlap between graduating third-year residents and rising 
second-year residents means no gap in active PCP as long as the rising second- 
year resident is available to assume the PCP role prior to the third-year resident 
graduating.

Disadvantages:
 1. Rising second-year panels might be too large and unable to absorb all graduating 

third-year panels, forcing panel fragmentation and a possible delay in PCP tran-
sition for some patients.

 2. Patients are under the care of resident physicians for only two years, leading to 
more frequent PCP changes.
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 Model 3: Transfer of Individual Patients Based 
on Clinical Complexity

Graduating residents triage patients in their clinic panel to different levels of acuity 
or complexity. Complex patients are assigned to more experienced clinicians, such 
as a faculty member, if the practice is a shared resident-faculty practice, or a rising 
R2. Less complex patients will be assigned to incoming interns. This model requires 
more labored administrative reassignment of select patients.

When:
• The process for this model begins five to six  months prior to third-year resi-

dent graduation and concludes in fall of the next academic year.

How:
 1. Five to six months prior to third-year resident graduation, the third-year resi-

dents are asked to assign the patients in their panel to three tiers based on degrees 
of complexity and acuity of medical or psychosocial conditions. Patients in the 
tier of highest complexity are prioritized for transfer to the soonest available 
experienced clinician, prior to graduating third-year resident completion of resi-
dency. Patients in descending tiers of acuity are transferred later in the academic 
year. Outlines considerations and the approach to triaging panels of patients into 
three tiers. Prior literature outlining characteristics of high-risk patients in resi-
dent panels includes many of the below considerations [4, 9] Table 11.1.

Table 11.1 Approach to triaging patients by complexity and acuity

Tier 1: Highest complexity/
acuity

Tier 2: Moderate 
complexity/acuity

Tier 3: Lowest 
complexity/acuity

Target for 
percentage of panel 
placed in category

5–10% 30% 60–65%

Medical complexity 
and acuity

Multiple, active chronic 
conditions

A few active chronic 
conditions requiring 
regular visits

One or no chronic 
medical conditions

New diagnoses requiring 
active management or care 
coordination (e.g., diabetes, 
malignancy)
Recent (especially multiple) 
ER visits or hospitalizations

Anticipated PCP 
visit frequency

5+ visits per year 2–5 visits per year One visit per year

Psychosocial 
considerations

Severe challenges with 
social determinants of health 
(e.g., low health literacy, 
unhoused, lack of resources 
actively impacting health)

Some challenge with 
social determinants 
of health or need for 
additional resources

No unmet 
psychosocial needs

Communication 
considerations

Actively or frequently 
message/contact clinic team 
or PCP outside of scheduled 
visits

Occasionally 
message/contact clinic 
team or PCP outside 
of scheduled visits

Seldom or never 
message/contact clinic 
team or PCP outside 
of scheduled visits
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 2. A clinic administrative team manages the transfer process, making direct out-
reach and scheduling patients in the two tiers of highest complexity (~35–40% 
of all departing third-year residents’ patients). The remainder of the patients 
receive a letter via mail and/or patient portal directing them to call to schedule 
their transfer appointment.

 3. Departing third-year residents are directed to document transfer notes in the 
EMR as the progress note for that visit during their last scheduled visit with each 
patient.

 4. Departing third-year residents may arrange direct handoffs or discussions with 
the designated new PCP for complex patients.

 5. The clinic administrative team sends letters to patients to inform them of the 
PCP change.

Advantages:

 1. In this model, the most complex patients are shepherded through the panel trans-
fer process, and special needs (e.g., need for reassignment to an attending physi-
cian or a particular schedule or language concordance) can be met.

 2. Interns (who in many programs have limited time in clinic during intern year) do 
not receive a partial or full panel of patients and can build their patient panel, 
allowing for gradual learning and mastery of clinic systems.

Disadvantages:

 1. A high degree of administrative oversight and time is required in transferring 
patients to various providers over the course of a process that takes many months.

 2. Fragmentation of panels may contribute to patient confusion and patients being 
lost to follow-up.

 3. Patient safety challenges may arise if patients are currently without a designated 
PCP, though continuity advanced practice practitioners (APPs) may manage 
these patients while in the process of transfer.  This is feasible only for aca-
demic medical practices which have AAPs in their primary care team.

 4. Nonresident providers (APPs and attending physicians) may be asked to accept 
generally high-acuity and complex patients into their own panels.

Multiple models of patient panel transfer for senior residents completing residency exist 
in academic clinics and are described in the literature. Most of these models assume the 
patient-centered best practice of empaneling a group (panel) of patients to a single pri-
mary care provider. These models include transferring a full panel from a departing resi-
dent to (1) incoming intern or (2) second-year resident [3, 4, 6], or (3) dividing a 
departing resident panel among multiple incoming residents and stratifying patients by 
complexity and acuity. In this section, we will outline, compare, and contrast these mod-
els. The authors of this chapter have direct experience with the main models outlined 
here. Based on our review of the literature, it appears to be most common for academic 
medical practices to transfer departing resident patient panels to interns or second-year 
residents. Table 11.2 provides a summary and comparison of these 3 models.
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Table 11.2 Comparison of year-end resident panel transfer models

Model 1: Transfer 
full panel to intern

Model 2: Transfer full 
panel to second-year 
resident  Model 3: Hybrid model

Model description Graduating 
third-year 
resident panels to 
new interns

Graduating third-year 
resident panels to 
rising second-year 
residents

Transfer panel to various 
physicians or advanced 
practice providers based 
on patient acuity and 
complexity

Transfer schedule At the start of a new 
academic year

3–4 months prior to the 
end of the academic 
year

Most complex patients 
transferred at the end of 
the academic year; less 
complex transferred in 
new academic year

Frequency of 
patient transition 
to new PCP

Every 3 years Every 2 years Every 3 years

Sign-out method 
(between departing 
and new provider)

  – Detailed 
progress notes

  – Letters to 
notify patients

  – Detailed 
progress notes

  – Letter to notify 
patients

  – Physically 
introduce patients to 
new PCP when 
possible

  – Call and sign out 
to new PCP on 
complex patients

  – Detailed progress 
notes

  – Letter to notify 
patients

  – Physically introduce 
patients to new PCP 
when possible

Intern/resident 
workload to 
manage new 
patient panel

High workload for 
interns may not be 
able to handle 
complex patients

Moderate workload Low intern workload

Preceptor 
workload to 
oversee panel

High workload to 
oversee panel and 
help manage 
in-basket laboratory 
results

Minimal workload Moderate workload

Administrative 
workload required 
for model

High workload to 
keep a list of patients 
and schedule them

Minimal workload High workload to oversee 
complex transfer process

Patient safety 
considerations

Significant concerns: 
timely appointments, 
loss of follow-up

Some patients may 
experience gap 
between providers but 
less risk than model #1

Some patients are lost to 
follow-up; many have gaps 
between departed PCP and 
new PCP

Burden on 
nonresident 
providers 
accepting transfers

Little Little Some faculty or APPs with 
open panels in a shared 
practice may be asked to 
accept complex patients 
for transfer
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 Best Practices for End-of-Year Panel Transfer

Regardless of the model chosen for transferring patients, there are practices that 
facilitate a safe and smooth transition of care. Table 11.3 outlines best practices for 
clinic managers, faculty, and departing trainees in addition to the new PCP during 
the transfer process.

Table 11.3 Best practices for all clinics in year-end resident panel transfer

Clinic manager and faculty roles

  – Prepare patients   – Orientation to transfer process by clinic and outgoing provider.
  – Letter explaining transfer process. If possible, include the name 

of new PCP and any upcoming scheduled appointments.
  – See UCSF’s CEPC Transforming Teaching Practices 

Empanelment Toolkit for a sample patient transfer letter (Appendix 
3, p. 14) [10].

  – Consider sending a phone call, text, or patient portal message 
around the time of transfer.

  – Orient residents, 
preceptors, and staff

  – Create a curriculum for residents
  – Example: Teaching Video and Workshop Exercises: Putting the 

Patient First: Engineering Patient-Oriented Clinic Handoffs 
(EPOCH) [11]

  – Orient residents to a standardized process for patient handoff
  – Include attending in sign-out communications for high-risk 

patients
  – Use a structured 

process
  – Provide a risk stratification rubric to prioritize higher risk 

patients
  – Expedite appointments for the highest-risk patients
  – Ensure that a process is in place to confirm successful transfer
  – Provide protected time for residents to review and prepare their 

panel
  – For example, one clinic session for panel review and 

stratification, one session for preparing transfer notes or off-service 
summaries

  – Create a standard transfer note template
  – Consider creating an EMR smart phrase or other template to 

capture active problems and needed follow-up
  – Determine how handoffs will take place (via email, face-to-face, 

phone, or virtual session between residents or entirely within the 
EMR)

  – Dedicate staffing 
and resources

  – Designate a staff member to oversee the transfer process 
(empanelment manager or transitions coordinator)

  – Maintain a tracking system to ensure that patients are not lost to 
follow-up

  – If patients are empaneled with a team, ensure team continuity

L. Ochoa-Frongia et al.
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Clinic manager and faculty roles

Departing resident roles
  – Prepare patients   – Orient patients early and often to the panel transfer process

  – Express confidence in the incoming PCP and clinic team
  – Ensure that patients know how to contact the clinic during care 

transition
  – Prepare the 

medical record
  – Write a transfer/off-service summary, at minimum for the highest 

complexity patients
  – Include: Brief (2–3 line) summary with patient identifiers, list of 

active problems with plan, and list of new PCP active items to 
follow-up (such as important pending labs or studies, specialist 
referrals)

New PCP roles
  – Orient patients   – Orient patients to your role as new PCP. Express confidence in 

the care the prior PCP and patient undertook together
  – Review the 

medical record
  – Review the transfer/off-service summary left by departing PCP

 Conclusion

The graduation of residents and transition of care to a new PCP represent a high-risk 
time for patient safety in academic medical clinics. The loss of continuity and 
patient relationships associated with third-year resident departure is associated with 
delays in follow-up and gaps in care. While having a structured transfer process is 
critical to successful navigation of patient transition, U.S. academic medical clinics 
have implemented these processes to a variable degree. This chapter has described 
three existing models for end-of-year transfer of patients and outlined some best 
practices for facilitating safe and effective handoffs. All programs should establish 
a structured process for the safe transition of primary care patients, though the 
details will vary based on the structure of practices and local operational and pro-
grammatic resources and needs.
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Chapter 12
History and Overview of Telehealth

Syed N. Imam and Anna Rubin

 Introduction

Telehealth is an efficient health care delivery method that is expanding the landscape 
of medical practice and becoming an integral part of the healthcare infrastructure. 
Telehealth is broadly defined as the use of communications technologies to provide 
health care from a distance, inclusive of asynchronous telehealth, remote patient 
monitoring and mobile health devices [1]. Telemedicine is a subset of telehealth that 
more narrowly refers to the remote delivery of clinical care through HIPAA-
compliant technology.

In this chapter, we briefly describe the history of telemedicine, review different 
types of telemedicine, and outline benefits and limitations. Additionally, we discuss 
important features of a telemedicine portal and present essential resources related to 
legislation, regulations, and networking.

Outline
• History
• Types of telehealth and telemedicine
• Telehealth requirements
• Benefits and limitations
• Legislation and regulations
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• Disparities in telehealth
• Conclusion

 History

Innovative applications of technological inventions in medicine have shaped patient 
care through the years. In 1879, just 3 years after the invention of the telephone, an 
article in the Lancet described using the telephone to reduce unnecessary physician 
office visits [2].

In 1925, an influential publisher, Hugo Gernsback, foresaw telemedicine. He 
published a description of a device that doctors would use in the future and called it 
Teledactyl. Teledactyl was based on its Greek root words of tele, meaning far, and 
dactyl, meaning finger. The futuristic device would make it possible to “feel at a 
distance” and would allow the remote examination of a patient by using robotic 
fingers and a screen [3] (Fig. 12.1).

One of the earliest and most famous uses of hospital-based telemedicine was in 
1959 when a closed-circuit television link was established between the Nebraska 
Psychiatric Institute and Norfolk State Hospital, marking the first telemedicine psy-
chiatric consultation platform [4].

Fig. 12.1 Diagnosis by teledactyl predicted by H. Gernsback in February, 1925 issue of Science 
and Invention
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The growth of telemedicine remained slow prior to the COVID-19 pandemic. 
Medicare’s insurance reimbursement structure was one of the major barriers to the 
growth of virtual visits, despite available technology and patient interest. In 2019, 
Medicare began making payments for brief communications or virtual check-ins, 
which are short patient-initiated communications with a health care practitioner. 
Medicare Part B separately pays clinicians for E-visits, which are non-face-to-face 
patient-initiated communications through an online patient portal.

In March 2020, the unprecedented circumstances of the COVID-19 pandemic 
triggered changes in the reimbursement structure and resulted in exponential growth 
of telemedicine. Effective March 6, 2020, Centers for Medicare & Medicaid 
Services (CMS) issued an expansion of telehealth with the 1135 Waiver [5]. The 
1135 Waiver allowed CMS to waive certain requirements during the COVID-19 
national public health emergency. Prior to this waiver, Medicare could only pay for 
telehealth on a limited basis. Under this new waiver, Medicare pays for office, hos-
pital, and other visits completed via telehealth across the country, including in the 
patient’s home. During the pandemic, the reimbursement for telehealth visits was 
paid at the same rate as in-person visits by Medicare and by many private insur-
ances. As circumstances evolve, there will likely be ongoing shifts in the regulation 
and reimbursement of telemedicine.

 Types of Telemedicine and Telehealth

The terms telehealth and telemedicine are often used interchangeably, but there are 
subtle differences. Telemedicine is a subset of telehealth. Telehealth is a broader 
term than telemedicine and encompasses additional tools used in the training of 
physicians, medical education, meetings, and other health care-related activities [1]. 
Telemedicine more narrowly refers to remote clinical services [6]. They both gener-
ally refer to the exchange of medical information from one site to another through 
electronic communications to improve a patient’s health [7, 8].

There are four basic types of telehealth, and some platforms combine two or 
more types to provide more comprehensive services [9].

Synchronous telehealth: Synchronous telehealth is a live two-way audiovisual 
link established between a patient and a clinician. It includes any video call or live 
chat that allows a clinician to communicate with a patient in real time. This interac-
tion is the most well-known type of technology-based health care service referred to 
as telehealth or telemedicine.

Asynchronous telehealth: Asynchronous telehealth is based on a transmission of 
a recorded health history to a health practitioner, usually a specialist. Asynchronous 
telehealth is also known as “store-and-forward” telehealth. It involves specialized 
technology that allows a patient’s data to be collected, stored in a secure cloud- 
based platform, and later retrieved by another treating professional, often in a differ-
ent location. Current applications include obtaining and forwarding tele-retina scans 
and tele-dermatology images.

12 History and Overview of Telehealth
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Remote patient monitoring (RPM): RPM uses connected electronic tools to 
record personal health data in one location for review by a clinician in another loca-
tion, usually at a different time. RPM enables providers to record and monitor a 
patient’s health data remotely. RPM is often recommended for patients with chronic 
diseases like diabetes or heart failure. An important advantage of RPM is that it 
provides frequent monitoring at a lower cost. For example, daily remote weight 
monitoring with the use of a connected/smart scale assists in the management of 
patients with heart failure. Clinicians receive alerts when there is a significant 
increase in weight suggestive of a heart failure decompensation, allowing for timely 
therapeutic intervention to decrease the need for hospitalization or emergency visit.

Mobile health (mHealth): Mobile health includes health care augmented through 
mobile devices. Mobile smart devices have the ability to collect continuous data 
about a person’s behavior or condition that may benefit specific aspects of their 
health. For example, smartphones and smart wearable devices, like the iWatch, can 
monitor a variety of factors such as pulse rate, electrocardiography, and falls. Apps 
are also available to encourage healthier lifestyles and behaviors by providing heart- 
rate variability scores, sleep cycles, movement tracking, weight changes, dietary 
intake, and more. In addition to collecting continuous medical data, mobile health 
offers the potential to amplify important public health information. The information 
may include targeted texts and notifications about disease outbreaks.

 Telehealth Requirements

Synchronous telemedicine visits require specific technological components, includ-
ing appropriate hardware, peripherals, and software. The provider should have the 
technical capacity to integrate patient data into the visit, guide the patient through a 
provider-directed self-examination, and utilize peripherals to augment examination. 
Peripherals are devices separate from a laptop, tablet, or smartphone that collect and 
transmit high-definition audio, video, images, and other health data from the patient 
to a provider.

The hardware required of the patient is a smart device with video call capability. 
Patients can use a smart phone, tablet, laptop, or desktop. Peripherals at home that 
the patient may use include thermometers, blood pressure machines, pulse oxime-
ters, and glucometers. If the patient is at a health care facility, a telemedicine cart 
may be available to use. Telemedicine carts are systems that integrate cameras, dis-
plays, and network access to bring remote physicians to the side of the patient. 
Telemedicine carts offer peripherals not available at home, such as a digital stetho-
scope, digital otoscope, dermatoscope, or other devices that optimize diagnostic 
accuracy.

Telehealth platforms must use a HIPAA-compliant secure video conferencing 
application. The application should be compatible with different operating systems 
and smart devices to allow access to a larger patient population.
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Available software platforms offer various capabilities, such as online schedul-
ing, virtual check-in, and virtual waiting rooms. Other systems facilitate billing and 
secure payments, perform automated patient insurance eligibility checks, and offer 
online co-pay collection. Some systems are integrated into the EHR and offer auto-
mated appointment reminders, clinical protocols, and secure document sharing.

 Benefits and Limitations of Telehealth

 Benefits of Telehealth

Telehealth is a valuable tool in modern health care and offers many benefits to both 
patients and clinicians. Table 12.1 outlines the advantages of telehealth across mul-
tiple domains. For instance, telehealth offers greater flexibility, reduced time away 
from work, and reduced transportation costs for patients. Telehealth also eliminates 
the potential spread of nosocomial infections in waiting and exam rooms.

Telehealth can also benefit clinicians and practices. Virtual visits are not limited 
by space constraints and overhead. Clinicians may enjoy greater efficiency and 
increased availability to patients, as there are fewer no-shows and cancellations. In 
theory, the number of ancillary staff and time spent by the staff are reduced in vir-
tual visits.

Table 12.1 Benefits of telehealth

Benefit Description

Improved access to care    •  Easier access for patients, including patients with 
disabilities, mobility constraints, and those living in 
rural areas

   • Eliminates distance barrier
Convenience    • Comfort and privacy of own home

   • Less time off from work or need for childcare
Decreased risk of nosocomial 
infections

   •  Minimizes physical contact and infection 
transmission

Opportunity for preventative care 
and chronic disease management

   •  Improves access to preventive care and allows for 
close follow-up

   •  Remote patient monitoring allows for tighter 
management of chronic diseases, such as diabetes 
and heart failure

Reduced costs for patients    • Less time (travel + visit)
   • Fewer secondary costs (childcare, gas, etc.)

Reduced expenses    • May need less support staff and fewer exam rooms
Potential for additional revenue    •  Efficiencies may allow care to be provided to more 

patients
Patient satisfaction    •  Improved access and convenience may result in 

increased patient satisfaction

12 History and Overview of Telehealth
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Telehealth is useful as a complement to face-to-face care as well as a replace-
ment health care service in some cases. Patients in rural areas often face challenges 
in receiving comprehensive medical care, particularly in specialty services. 
Telemedicine offers the option of point-of-care consultation with remotely available 
specialists.

Additionally, by expanding access to care and improving practice efficiency, 
telehealth offers the potential to augment chronic disease management and reduce 
health care costs for a system burdened by chronic health conditions. Ninety percent 
of the nation’s $3.8 trillion in annual health care expenditures are for people with 
chronic and mental health conditions [10, 11]. In response, the VA developed a 
telehealth program for the management of chronic diseases. Patients are educated 
and monitored remotely through the use of technology. This program has resulted in 
reduced cost of care, decreased hospitalizations, decreased length of stay, and 
decreased readmissions [12].

The implementation of telehealth has generally yielded high levels of satisfac-
tion among both patients and clinicians. One study of telemedicine by Massachusetts 
General Hospital demonstrated that “nearly all (patients) perceived the quality of 
care or communication to be the same or better than traditional and familiar office 
visits.” In fact, 12.6% of patients report that the quality of telehealth care was better 
than an in-person visit [13]. Physicians who are engaged in telehealth also report 
high levels of satisfaction with patient care and specialist consultations [14].

 Potential Limitations of Telehealth

In addition to the many benefits of telehealth, there are some potential limitations as 
described in Table 12.2.

Table 12.2 Limitations of telehealth

Limitation Description

Insurance coverage    • Not all insurers cover telemedicine
   • Regulations constantly changing

Protecting medical 
data privacy

   •  Telemedicine session accessed on a public or unencrypted 
network may not be secure, putting patient data at risk

Licensing issues    •  State laws vary, and clinicians may not be able to practice 
medicine across state lines

Technological barriers    • Digital platform selection
   • Patient tech literacy
   • Weak connection
   • Security and compliance with privacy laws

Limited physical 
examination

   •  Limited ability to perform a complete physical exam despite 
provider-directed self-examination and peripherals

Disparities in use    • Unequal broadband access
   • Disparities in tech literacy
   • Language barriers and difficulty incorporating an interpreter
   • Limited access may amplify existing health disparities
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 Legislation and Regulation Resources

Laws and regulations around telehealth are continuously evolving. There are several 
resources available to ensure that all legalities of telehealth care are met.

• The Health Resources and Services Administration’s (HRSA) site Telehealth.
HHS.gov provides resources for health care providers and patients about the lat-
est federal efforts to support and promote virtual health care. It includes informa-
tion on access and equity, as well as on recent research and available funding 
opportunities in telehealth.

• Clinicians may extend their reach through telehealth by obtaining multiple state 
licenses. The Interstate Medical Licensure Compact (IMLC) www.imlcc.org 
facilitates the process for obtaining a medical license in participating US states 
for physicians who want to practice in multiple states.

• The American Telemedicine Association (ATA) (Americantelemed.org) is a non-
profit organization that was established in 1993. The goal of the organization is 
to bring together medical professionals, government, telecommunication compa-
nies, and other groups to advance telehealth and virtual care. The ATA educates 
about telemedicine and ensures uniform quality in the delivery of telehealth ser-
vices by developing standards and guidelines.

 Disparities in Telehealth

With the increase in utilization of telemedicine, there is a growing body of literature 
describing disparities in its use, many of which reflect the broader health care dis-
parities that exist in the USA. Approximately 43% of low-income Americans do not 
have broadband internet service at home, and Black and Latino patients are less 
likely than whites to have broadband service at home [15]. In a large single-center 
study evaluating telehealth use in the first month of the public health emergency, 
patients of non-white race and patients from rural zip codes used telehealth less 
often. Of those who utilized telemedicine, older patients, Black patients, and 
patients with Medicaid and Medicare insurance were more likely to have a phone- 
only visit [16]. Similar findings have been reported in other large studies [17]. In 
response, the federal Infrastructure Investment and Jobs Act, passed in November 
2021, dedicated over $42  billion to investment in broadband infrastructure and 
made narrowing the digital divide a national priority [18].

 Conclusion

Telehealth is an efficient health care delivery method, which will continue to revo-
lutionize and augment traditional health care delivery. Standardization, user- 
friendliness of platforms, security of data exchange, affordable peripherals, universal 
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availability of high-speed internet, and appropriate reimbursement are all important 
for widespread adoption and equitable access of telehealth.

While telemedicine is not a substitute for all face-to-face visits, it has proven to 
be a critical tool in patient care, especially during the COVID-19 pandemic, in 
which health care experienced an explosion of telehealth services. Telehealth has 
grown into an effective alternative for patients and providers to complement in- 
person care in many situations. In addition, it is a proven cost-effective health care 
delivery method and offers the potential to improve access to care for underserved 
populations, though barriers to digital health equity must continue to be addressed 
[19]. With future technological advances, engagement with patients, and policy 
changes, telehealth will further solidify its role as an invaluable tool in the future of 
medicine.
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Chapter 13
Telemedicine Clinical Workflow

Katherine Otto Chebly and Catherine Anne Varnum

 Introduction

Prior to the COVID-19 pandemic, most academic medical practices did not rou-
tinely deliver telemedicine-based healthcare. Existing telehealth services were not 
standardized and faced logistical and technological barriers to routine uptake [1, 2]. 
The pandemic has since transformed telemedicine into a pillar of healthcare deliv-
ery in academic medical centers, and various best practices have been generated for 
virtual workflows [3–6].

Medical directors and academic leaders need to develop a pragmatic framework 
for the creation of an effective telemedicine workflow, including delineation of team 
roles. In this chapter, we discuss these topics as well as areas where telemedicine 
visits may differ from in-person care, highlighting evidence-based techniques for a 
virtual physical exam. We also present recommendations for harnessing telemedi-
cine’s accessibility to ensure equitable healthcare.
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• Conclusion

 The Virtual Medical Home: Workflow and Roles

The virtual medical home is an approach to the provision of telemedicine services 
that emphasizes team-based, coordinated, comprehensive, patient-centered care. 
The virtual medical home strives to reflect a medical practice’s existing infrastruc-
ture to optimize service delivery and ensure that patients receive efficient and high-
quality care (see Fig. 13.1). The structure and staffing needs of a telemedicine clinic 
workflow differ slightly from that of in-person encounters but reflect similar prin-
ciples and processes.

Virtual Check-In: Similar to in-person check-in, virtual visit check-in can be 
done with the support of a clinical associate (clerk or medical assistant). Patients 
can be checked in through a video or telephone platform, and some portals provide 
the option for virtual check-in directly by the patient without clinic staff involve-
ment, using the portal itself, email, or text messaging. In advance of a telemedicine 
visit, patients should be provided with clear check-in instructions and opportunities 
for real-time technical support to ensure that visits are not missed due to technical 
challenges.

Redundant backup processes should be in place to ensure that the patient is 
checked in to—and remains connected to—the appointment. Patients should be 
asked to provide their location and confirm backup contact information in the case 
of digital disconnection. If a patient is not checked in within a specific interval from 
the appointment, clinic staff should have, and be familiar with, a protocol to reach 
out to the patient and troubleshoot any connectivity issues. Special consideration is 
required for patients using the telemedicine platform for the first time, patients with 
limited digital literacy, non-English-speaking patients, and patients with hear-
ing loss.
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Virtual Check-In Virtual Intake
Telemedicine

Encounter Virtual Outtake
Medical Assistant Clinician Medical Assistant

Fig. 13.1 The virtual medical home

If a patient cannot be reached, clinics must have a protocol in place to arrange a 
follow-up with the patient. It is important to clarify the reason for the no-show; that 
is, was there a patient scheduling issue, were there technological difficulties, or is 
the patient acutely ill? Throughout this process, clinical staff can assess a patient’s 
technologic competency and determine if they are appropriate for future vir-
tual visits.

Virtual Intake and Rooming: During the virtual intake, and rooming process, a 
medical assistant or nurse can connect with the patient to obtain information that 
will help improve the efficiency of the encounter. In some offices, this process is 
accomplished within the virtual check-in, and in others, it is a separate process by a 
different staff member. A medical assistant can ask the patient if there are any 
updates to their medication list, conduct disease-specific or age-appropriate screen-
ings, and request and document historic or current vital signs obtained with home 
equipment. Patients with chronic conditions like hypertension and diabetes, in par-
ticular, should be asked during the intake to have home blood pressure measure-
ments and blood sugar records available during the visit. In some virtual platforms, 
a patient can complete a majority of these tasks independently, without initial con-
tact from a medical assistant.

Telemedicine Encounter: Guidelines and considerations for conducting a tele-
medicine encounter are detailed in Section “The Patient-Clinician Telemedicine 
Encounter”.
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Virtual Outtake: Comprehensive virtual outtake of a telemedicine encounter 
is essential to ensure that a patient understands when and how to follow up on 
their individual plan. The same medical assistant who facilitated virtual intake can 
also manage outtake procedures, including sharing a digital summary of the 
encounter, sent through either patient portal, e-mail, or physical mail. Patients 
should also be supported to schedule necessary follow-up appointments, labs, 
imaging, and referrals. Some patient portals provide self-scheduling features, 
allowing the patient to directly schedule recommended consultations as long as 
the order is placed for it.

 The Patient-Clinician Telemedicine Encounter

The patient-clinician interaction in a synchronous telemedicine encounter includes 
many of the same principles as an in-person encounter. A framework to summarize 
the key steps in the patient-clinician telemedicine encounter is provided below as a 
checklist (Fig. 13.2).

Fig. 13.2 The patient-clinician telemedicine checklist
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 Preparing for the Visit

Prior to starting a virtual visit, pre-charting should be performed with a focus on the 
appropriateness of the visit for telemedicine. In situations when a patient’s condi-
tion is appropriate for virtual care, telemedicine visits have been shown to be as 
effective or more effective than in-person visits. For example, telemedicine visits 
have been associated with improvements in medicine reconciliation and medication 
adherence after hospitalization [7], decreased hospital readmissions [8], and control 
of hypertension equivalent to that achieved through in-person visits [9]. Telemedicine 
has also been shown to allow clinicians to effectively screen and treat patients with 
symptoms of COVID-19, with the added benefit of decreasing visits to emergency 
departments [10].

Once pre-charting is completed and prior to starting the telemedicine visit, clini-
cians should ensure that they are in a quiet and private environment, free of ambient 
noise, with a closed door. The room should be well lit with the clinician being 
clearly visible and not backlit. The backdrop for the telemedicine session should be 
medically appropriate and without distractions. A sign on the door or other notice 
should be placed alerting others that the clinician or staff member is in a telemedi-
cine session and therefore unavailable.

Planning for telemedicine encounters also requires careful consideration of 
potential obstacles to virtual connection. In studies of telemedicine accessibility, 
common reasons for patients to decline telemedicine services included self- 
perceptions of lacking necessary skills to use the internet or a computer, and those 
most likely to decline telemedicine care were patients of older age and lower income 
levels [11]. Additionally, while telemedicine visits are seen as acceptable when they 
increase convenience or decrease cost, telemedicine may be inappropriate if privacy 
cannot be guaranteed, or if there are limitations to conducting an appropriate physi-
cal exam [12]. It is thus important to assess if a patient feels confident and comfort-
able using the technology required for a telemedicine visit, whether they have 
adequate privacy, and what type of symptoms need to be evaluated.

Considering these preparation factors, it can be helpful to script a standard tele-
medicine patient welcome and clinician introduction for use once a patient has been 
virtually “roomed” by clinical staff. After entering the virtual room, we recommend 
clinicians obtain consent and introduce themselves; an example script is provided 
below (see Fig. 13.3). A standardized opening allows clinicians to ensure that the 
patient is prepared for and consenting to a telemedicine visit. As with an in-person 
visit, all accompanying persons (family, friends, aides) should be identified after the 
introduction, and the patient should provide permission that they are present during 
the visit.

Finally, preparation for a telemedicine encounter requires developing fluency 
with the clinic’s telemedicine platform. It is helpful if all clinicians have a baseline 
of troubleshooting knowledge, as well as readily available contact information to 
obtain technological support from trained colleagues.
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“Hi, I am Doctor/NP/PA/ Resident Physician/ Student Doctor ____, and I work at ____. Before we 
start, can you please verify your name and date of birth as well as where you are located? This is a 
billable telemedicine encounter, provided via a secured, confidential, real-time 2-way video 
connection. It will not be recorded. There are risks associated with any communication technology but 
we have taken all reasonable precautions to secure and protect this exchange. Do you give your 
permission and consent to proceed? If our connection is lost, I will attempt to contact you via the 
number you have provided which I have listed as ______. Do you have any questions before we begin 
the visit?”

Fig. 13.3 Sample clinician introduction script

Conducting the visit: Conducting an effective telemedicine visit begins with 
setting a visit agenda in collaboration with the patient. It is important to set expecta-
tions regarding the type of care that is possible to deliver during a telemedicine 
encounter, and best practices suggest that shared decision-making can easily be 
incorporated into a telemedicine visit workflow [13].

Data collection during a telemedicine encounter may be augmented by access to 
the patient’s home environment. Being virtually in a patient’s home ensures access 
to already recorded data and provides an opportunity for the patient to show how 
they use diagnostic devices (i.e., blood pressure cuff) and medical treatments that, if 
misused, could provide explanations for the patient’s condition (i.e., improper 
asthma inhaler technique). Other diagnostic data can be collected as easily during 
telemedicine visits as during in-person visits. For example, PHQ/GAD surveys, 
cognitive assessment questionnaires, and symptom scoring systems for COPD or 
asthma can be conducted during patient intake, and results reviewed by the clinician 
during the encounter.

To support the telemedicine encounter, additional technologies, such as mobile 
health platforms, can be incorporated in to improve data collection for chronic dis-
ease management. Mobile phone-based applications have been found to assist in 
both monitoring and management of conditions like atrial fibrillation and heart fail-
ure [14]. Self-monitoring of blood pressure with personal devices is associated with 
lower systolic blood pressure [15–17]. Additionally, patient self-reporting, via 
mobile phone applications, has been found to improve patient-clinician interactions 
and to support patients in better understanding their condition (i.e., hypertension) 
and how their daily behaviors affect health outcomes [18]. Telemedicine visits can 
be used to review this information and coach patients on how to effectively interpret 
and act on data collected by these monitoring technologies.

Medication reconciliation is an essential component of high-quality care and 
avoidance of medical errors. The nature of a telemedicine visit’s broadcast into a 
patient’s home uniquely allows the clinician to verify possession of correct medica-
tions and identify any discrepancies: finding medications that are unnecessary or 
not indicated, or medications a patient is meant to be taking but does not possess. 
Clinicians can also ask patients to demonstrate how they fill a pill box, ask how they 
set and manage reminder alarms for medication, and ask about medication storage 
techniques that may affect the likelihood of adherence.
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A focused physical exam can be completed during a telemedicine encounter and 
can generate important clinical information to assist with diagnosis and disease 
management. While some virtual exam elements translate more effectively to 
decision- making over a video connection (i.e., visual dermatologic assessments or 
conversation-based psychiatric evaluations [19]), there are other validated virtual 
physical examination components that can generate actionable findings [20, 21]. 
For example, in one study evaluating how to assess acute abdominal pain over tele-
medicine, patients were able to self-palpate their abdomen with a smartphone (with 
native accelerometer that calibrated with physician’s remote guidance); this showed 
95% sensitivity and specificity in matching a physician’s abdominal palpation [22]. 
Another study found high-to-complete concordance between telemedicine (remote 
auscultation) and in-person pulmonologist consultations regarding pulmonary exam 
findings and diagnostic suspicions [23]. Additional examples of effective exam 
maneuvers in telehealth have been studied and are summarized in Table 13.1.

Table 13.1 Virtual exam maneuvers

Organ system
Standard visual-based exam 
maneuvers

Exam augmented by peripheral 
devices

Constitutional    •  General appearance through 
observation

   •  Blood pressure, pulse rate, 
temperature, pulse oximetry, 
respiration rate, and weight 
measured by common home 
devices, smartphone applications, 
or wearable technologies

Ophthalmologic 
[25]

   •   Assess extraocular movements, 
pupillary response, conjunctival 
pallor, scleral icterus

   •  Digital retinal imaging with 
remote specialist review and 
consultation [26]. New 
technology allows for images 
to be captured with a 
smartphone, but images are 
obtained by a trained healthcare 
worker in a clinical setting and 
not at home by the patient [27]

   •  Use of online Snellen chart 
with assistance in the home to 
test visual acuity and fields

Ear, nose, mouth, 
neck [28]

   • Assess hearing
   •  Observe auricle, facial motor 

movements, and thyromegaly/
goiter

   •  A trained healthcare worker can 
use office-based assistive 
devices with cameras to 
accurately inspect the nares, 
turbinates, and oral cavity, and 
then transmit images to a 
specialist for review, but cannot 
be done at home by a patient

(continued)
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Table 13.1 (continued)

Organ system
Standard visual-based exam 
maneuvers

Exam augmented by peripheral 
devices

Cardiovascular 
[29, 30]

   •  Assess presence and rhythm of 
distal pulses, with participation 
from patient

   • Observe lower extremity edema
   •  Virtual assessment of jugular 

venous distention is challenging, 
but sometime possible

   •  Remote cardiac, respiratory, 
and abdominal auscultation can 
be conducted with an electronic 
stethoscope if the patient is 
in location with access (i.e., in 
a care facility with trained 
personnel)

Respiratory [31, 
32]

   •  Observe respiratory distress, 
accessory muscle use, chest 
expansion symmetry, and lower 
extremity edema

   •  Observe dyspnea on exertion by 
monitoring patient as they walk 
briskly

   •  Listen for wheezing or cough 
(ask patient to inhale and exhale 
deeply)

Gastrointestinal    •  Assess abdominal pain severity, 
presence of guarding. Observe 
abdominal distension, hernia, or 
masses.

   •  Visual assessment of ascites is 
challenging, remotely.

Genitourinary    •  Assess costovertebral angle 
tenderness with assistance from 
another participant in the home

   •  Before considering a remote 
visual inspection of the GU 
area, it is essential to obtain 
patient consent, involve a 
virtual clinic chaperone, and 
ensure patient privacy in their 
physical location and the 
clinician’s

Musculoskeletal 
[33–36]

   •  Assess passive and active range 
of motion with joint-specific 
maneuvers, and inspect 
swelling or deformities

   •  Assess strength, joint warmth 
with assistance from a patient 
or another participant

Dermatologic 
[37]

   •  Inspect skin for discoloration, 
rashes, and swelling

Neurological 
[38]

   •  Assess mental status, gait, 
cranial nerves (pupils, eye 
movement, facial strength, 
dysarthria, neck flexion, tongue 
movement), motor exam 
including involuntary 
movements (asterixis, tremors), 
coordination, and gait
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Organ system
Standard visual-based exam 
maneuvers

Exam augmented by peripheral 
devices

Psychiatric [39, 
40]

   •  Observe mental status, pace of 
speech, linearity of thought 
process, affect, mood lability, 
patients can complete PHQ-9/
GAD-7

Hematologic, 
immunologic

   •  Observe significant 
lymphadenopathy, ecchymoses, 
and petechiae

   •  Unreliable concordance has 
been noted between in-person 
and telemedicine lymph node 
exam [41]

Table 13.1 (continued)

The provision of care can also be equally or more effective in the virtual environ-
ment. A systematic review of tele-video versus in-person care for depression found 
that patients receiving telepsychiatry found relief from depressive symptoms equal 
to or superior to that of in-person care [24].

Concluding the visit: At the conclusion of the patient’s telemedicine visit, 
patients may receive an electronic summary but will not be provided a physical 
copy of follow-up instructions. For this reason, it is vital to use teach-back strategies 
to confirm a patient’s understanding of the plan going forward. It is also essential to 
confirm that the patient has documentation of medication changes, ideally through 
the electronic medical record (EMR) portal. Utilizing the patient portal in this way 
is advantageous as it also allows clinicians to share electronic resources and educa-
tion material.

 Documentation

Documentation for telemedicine visits is similar to that for in-person visits; how-
ever, it should include several additional components [42–45]:

 1. Consent statement (written or verbal).
 2. Type of visit (audiovisual vs. audio only).
 3. Length of visit.
 4. Patient and clinician location.
 5. Identification of clinician, patient, and other parties involved in the visit.

The list of documentation requirements has evolved rapidly during the expansion 
of telemedicine during the COVID-19 pandemic. As a result, regulations may 
change, and new best practice guidelines are likely to emerge over time. We recom-
mend clinic leadership keep this in mind, monitoring for potential changes and 
communicating regular updates to clinicians.
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“This visit was completed via secure, real time two-way connection [audio-visual/ audio-only] with the 
patient. The patient provided [oral/ written] consent to engaging in a telemedicine exam and 
encounter. I have certified the location and identity of the patient to the best extent possible.  
 
Face-to-face time during this encounter:  
Non-face-to-face time for this encounter: (time preparing to visit, reviewing separately obtained 
history, ordering medications, tests or procedures, referring and communicating with other healthcare 
professionals, documenting clinical information, care coordination, and communication of results with 
patient)  
Total time: 
 
My location (distant site): 
Patient location (originating site): 
 
Optional: This encounter was completed [with/without] technical interruptions that could impact my 
provision of care. [If so, elaborate on impact]” 

Fig. 13.4 Sample telemedicine visit documentation

In order to ensure compliance and ease documentation, we recommend a stan-
dardized telemedicine note template. Figure 13.4 provides sample documentation to 
support the telemedicine visit note.

 Optimizing the Telemedicine Workflow for Accessibility 
and Equity

While telemedicine offers an opportunity to strengthen patient access to healthcare, 
and thus improve equity, the telemedicine workflow must be designed intentionally 
to consider patient demographic and psychosocial factors in order to avoid dimin-
ishing equitable care. Patients who opt into telemedicine care are more likely to 
have higher formal educational attainment, be employed, and have access to tech-
nology devices [46]. Patients with low formal education, lower technology literacy, 
and lower general health literacy face barriers that impair the adoption of telemedi-
cine [47]. Older adults and low-income adults in the USA are less likely to own a 
smartphone, and adults with lower educational attainment are less likely to have 
home broadband [48]. It is thus possible that older patients and those with socio- 
economic and educational disadvantages could be unintentionally excluded from 
the benefits of telemedicine care, leading to widened gaps in existing health 
inequities.

The Association of American Medical Colleges’ recent report on Competencies 
in Telehealth and Virtual Care highlights the need for clinicians to ensure access to 
and equity of care provided via telemedicine [49]. Specifically, the report estab-
lishes the need for recognition and mitigation of biases during telemedicine visits 
and appropriate accommodation of each patient’s specific needs and circumstances. 
The concept of “digital determinants of health” (i.e., access to digital resources, 
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digital health literacy) and core digital health equity principles (i.e., measuring and 
seeking to improve digital access and involvement of vulnerable groups in the 
design of digital services) are both key to ensuring equitable telemedicine work-
flows [50]. Disparities in technology access can also be addressed through referrals 
to community health workers who can visit patients’ homes, or referrals to com-
munity organizations that provide internet access and digital health literacy training 
[51]. Resources provided by CMS and other national health organizations are also 
available, with targeted materials for patients with disabilities, non-English- 
speaking patients, and rural populations.

 Webside Manner and Communication Best Practices

Effective communication strategies in telemedicine are essential to provide high- 
quality care to all patients. The study of clinicians’ “webside manner” has produced 
a set of communications best practices in telemedicine, which mirror interpersonal 
competencies essential for care in the in-person setting, including rapport-building, 
active listening, appropriate response to emotional cues, clear information sharing, 
and shared decision-making [52, 53]. Patient satisfaction with telemedicine care has 
been shown in a randomized trial to match and even exceed that of in-person visits 
when physicians are focused and attentive [54]. While this is possible in an ideal 
setting, patient concerns persist that clinicians offering telemedicine care are less 
attentive, less capable of establishing a provider-patient relationship, or unaware 
that a patient needs to ask a question [55]. Studies of the communication style of 
physicians during in-person and telemedicine visits validate these concerns; some 
suggest that clinicians can be more prone to dominating conversations and control-
ling dialogue while providing care virtually [56]. A systematic review further iden-
tified the need for improved interpersonal skills during telemedicine visits [57]. 
Engaging in patient-centered conversation and exploring patient perspectives and 
concerns about telemedicine visits can optimize the workflow to benefit all patients, 
especially for vulnerable populations more prone to being affected by potential 
inequities.

 Conclusion

The effective integration of telemedicine into a clinic workflow in an academic 
medical practice requires a well-trained team of staff and clinicians who understand 
their specific roles and responsibilities within the patient encounter. The structure of 
a virtual encounter should mirror that of an in-person encounter and take a strong 
patient-centered approach. Patient satisfaction with telemedicine care has the poten-
tial to match and even exceed that of in-person visits when physicians are focused 
and attentive, but the real-world application of telemedicine often falls short of this 
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ideal. With a thoughtful and intentional approach—including increased awareness 
of privacy and accessibility concerns, modifications to the routine physical exam, 
and attentiveness to patient comfort with the digital medium—telemedicine offers 
the potential to provide high-quality care comparable to that of in-person care. 
Finally, clinicians should be trained to provide high-quality care through a lens of 
health equity, with particular attention to patients from vulnerable populations, to 
ensure that workflows are inclusive and responsive to patient needs and 
circumstances.
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Chapter 14
Telemedicine in Medical Education

Dianne L. Goede and Sarai Ambert-Pompey

 Introduction

Telemedicine adoption in clinical practice rapidly accelerated through 2020, requir-
ing both faculty and learners to simultaneously navigate a new care delivery modal-
ity. In the setting of this rapid expansion, the Association of American Medical 
Colleges (AAMC) established foundational competencies in telemedicine for recent 
medical school graduates, residency graduates, and practicing physicians. The aca-
demic medical practice provides learners both the clinical experience and faculty 
supervision to develop the necessary telemedicine skills. We aim to outline the role 
of the academic medical practice in the support of telemedicine education for medi-
cal students and residents.

This chapter addresses important considerations for clinical practices, including 
competency-based telehealth education, recommendations for tailored experiences 
at both undergraduate medical education (UME) and graduate medical education 
(GME) levels, faculty development, and scheduling logistics.

Outline
• Competency-based medical education

 – AAMC telehealth competencies
 – ACGME telehealth competencies
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• ACGME supervision requirements
• Teaching of telemedicine
• Scheduling spectrum of telemedicine clinics
• Equitable and inclusive telemedicine
• Special consideration: trauma informed care telehealth strategies
• Conclusion

 Competency-Based Medical Education

The explosive use of telemedicine through recent years heightened the need for 
comprehensive telehealth competencies for all physicians. In response to evolving 
clinical needs and available technologies, both the AAMC and the ACGME have 
adopted telehealth competencies to ensure that learners achieve desired training 
outcomes [1, 2].

 AAMC Telehealth Competencies

The Association of American Medical Colleges (AAMC) Telehealth Competencies 
consist of six domains, each of which includes three tiers directed at different stages 
in physician development (student, resident, faculty). The six domains include goals 
around patient safety, access and equity, communication, data management, tech-
nology, and ethical practices in telehealth (Table 14.1).

The six domains are each further divided into three tiers directed at different 
stages in student, resident, and faculty development. Tier one consists of physicians 
entering residency training or recent medical school graduates. Tier two includes 
recent residency graduates entering medical practice, and tier three consists of expe-
rienced faculty physicians [2]. As an example, Table 14.2 depicts the specific com-
petencies for each tier of domain III.

These competences provide clear targets and a useful framework for learners to 
set goals toward advancement of their skills in telehealth.
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Table 14.1 AAMC telehealth competencies

AAMC telehealth competency six domains

Domain I: Patient safety and appropriate use of telehealth
Clinicians will understand when and why to use telehealth and how to assess patient readiness, 
patient safety, practice readiness, and end-user readiness.
Domain II: Access and equity in telehealth
To promote equitable access to care, clinicians will understand telehealth delivery that 
addresses and mitigates cultural biases as well as physician bias for or against telehealth and 
that accounts for physical and mental disabilities and non-health-related individual and 
community needs and limitations.
Domain III: Communication via telehealth
Clinicians will effectively communicate with patients, families, caregivers, and health care team 
members using telehealth modalities. They will also integrate both the transmission and receipt 
of information with the goal of effective knowledge transfer, professionalism, and understanding 
within a therapeutic relationship.
Domain IV: Data collection and assessment via telehealth
Clinicians will obtain and manage clinical information via telehealth to ensure appropriate 
high-quality care.
Domain V: Technology for telehealth
Clinicians will have basic knowledge of technology needed for the delivery of high-quality 
telehealth services.
Domain VI: Ethical practices and legal requirements for telehealth
Clinicians will understand the federal, state, and local facility practice requirements to meet the 
minimal standards to deliver health care via telehealth. Clinicians will maintain patient privacy 
while minimizing risk to the clinician and patient during telehealth encounters, putting the 
patient’s interest first, and preserving or enhancing the doctor-patient relationship.

©The Association of American Medical Colleges (AAMC) Adapted from 2021 Telehealth 
Competencies Across the Learning Continuum [2]

 ACGME Telehealth Competencies

Similar to the AAMC, the Accreditation Council for Graduate Medical Education 
(ACGME) expects residents to achieve competency in six domains spanning patient 
care and procedural skills [3]. The domains are broken into five levels of compe-
tency to help enable the learner and program to determine trajectories of profes-
sional development in narrative terms [3]. Digital health is categorized as a 
sub-competency within the core patient care competency and is detailed in 
Fig. 14.1 [4].

Reviewing the sub-competency milestones focused on digital health will help 
identify the resident’s trajectory of professional development in this area and focus 
on areas for improvement.
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Table 14.2 Domain III: Communication via telehealth

Entering residency (recent medical 
school graduate)

Entering practice (recent 
residency graduate)
All prior competencies +

Experienced faculty 
physician (3–5 years 
post-residency)
All prior competencies +

1a. Develops an effective rapport 
with patients via real or simulated 
video visits, attending to eye 
contact, tone, body language, and 
nonverbal cues

1b. Develops an effective 
rapport with patients via video 
visits, attending to eye 
contact, tone, body language, 
and nonverbal cues

1c. Role models and 
teaches effective 
rapport-building with 
patients via video visits, 
attending to eye contact, 
tone, body language, and 
nonverbal cues

2a. Assesses the environment 
during real or simulated video 
visits, such as attending to 
disruptions related to privacy, 
lighting, sound, and attire

2b. Establishes therapeutic 
relationships and 
environments during video 
visits, such as attending to 
disruption related to privacy, 
lighting, sound, and attire

2c. Role models effective 
therapeutic relationships 
and environments during 
telehealth encounters

3a. Explains how remote patients’ 
social supports and health care 
providers can be incorporated into 
telehealth interactions and the care 
plan (e.g., asynchronous 
communication and the storage 
and forwarding of data)

3b. Determines situations in 
which patients’ social 
supports and health care 
providers should be 
incorporated into telehealth 
interactions, with the patients’ 
consent, to provide optimal 
care

3c. Role models and 
teaches how to incorporate 
patients’ social supports 
into telehealth interactions, 
with the patients’ consent, 
to provide optimal care

©The Association of American Medical Colleges (AAMC) Adapted from 2021 Telehealth 
Competencies Across the Learning Continuum [2]

Fig. 14.1 ACGME digital health competency. ©2020 Accreditation Council for Graduate Medical 
Education (ACGME) [4]
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 ACGME Supervision Requirements

The ACGME program requirements allow for residents and fellows to participate in 
the use of telemedicine to care for patients [5]. The provision of telemedicine ser-
vices still requires faculty supervision - either direct supervision, or in certain cir-
cumstances, indirect supervision.

 Direct Supervision

Effective July 2021, the ACGME common program requirements allow programs 
the option of permitting direct supervision through the use of telecommunication 
technology [6]. Direct supervision allows the supervising physician to either directly 
supervise the visit in the telehealth room or monitor patient care through appropri-
ate telecommunication technology [6].

 Indirect Supervision

The ACGME also allows for indirect supervision of residents and fellows perform-
ing telehealth visits in some circumstances. The ACGME states “residents and fel-
lows who are capable of providing this service (telemedicine) with indirect 
supervision available or immediately available are covered under the indirect super-
vision requirements” [7]. Residents may be indirectly supervised only after 6 months 
of training in clinics covered under the primary care exception.

 Teaching of Telemedicine

 Ensuring Faculty Buy-in

As with any new technology and workflow, ensuring faulty buy-in is critical to suc-
cessful adoption. The increased reliance on electronic health record (EHR) technol-
ogy and clinician frustrations associated with EHR use may bias some faculty 
against emerging telehealth technologies. Acknowledging limitations in the use of 
telehealth is important when discussing adoption of telehealth into clinical practice 
with faculty. However, the adoption of telehealth competencies by both the AAMC 
and the ACGME cements the need for faculty engagement and teaching of tele-
health. Ensuring that faculty are comfortable with telemedicine prior to their 
involvement with learners is a key step to optimizing the learners’ clinical experience.
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Faculty with significant interest in the field may further seek involvement and 
contribute to the didactic or simulation portions of these curricula [8]. In addition, 
faculty need to be prepared to oversee and evaluate the telemedicine experience for 
UME and GME learners across the developmental competencies and milestones 
spectrum.

 Teaching the Delivery of Telemedicine

Prior to a telemedicine clinic visit, faculty should orient the learner to the tele-
medicine technology and review the learner’s educational goals for the session 
[9]. During the visit, faculty should ensure that the learner is actively involved in 
the visit and moving toward independently interviewing and examining the 
patient as appropriate to their training level. Following the visit, faculty should 
provide the learner with feedback on their telemedicine clinical skills and the 
next steps for improvement. Hovaguimian et al. (2021) developed an excellent 
framework for faculty reference when preparing for telemedicine teaching ses-
sions (Fig. 14.2) [10].

Fig. 14.2 Teaching learners using telemedicine patient visits: before, during, and after the visit. 
Originally published in Hovaguimian et al. (2021). Twelve tips for clinical teaching with telemedi-
cine visits. Medical Teacher. 2021; 44 (1) 19–25. doi: 10.1080/0142159X.2021.1880558. Taylor 
&Francis Ltd. www.tandfonline.com [10].
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Preparing learners for a telemedicine visit through a framework anchored around 
the patient helps minimize distractions caused by technology. A useful framework 
for teaching patient-centered virtual practices to trainees is the “TELEMEDS” 
model. Based on the review of literature and contributions from key stakeholders, 
Alkureishi et al. (2021) proposed this framework for faculty educating trainees and 
students on patient-centered virtual telemedicine practices. Figure 14.3 outlines this 
framework and serves as a useful visual aid for faculty embarking on teaching 
patient-centered virtual care [11–15].

Fig. 14.3 TELEMEDS tips to optimize virtual visits. Copyright ©Maria Alcocer Alkureishi, Gena 
Lenti, Zi-Yi Choo, Jason Castaneda, George Weyer, Julie Oyler, Wei Wei Lee. Originally pub-
lished in JMIR Medical Education (https://mededu.jmir.org), 29.04.2021
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 Tailoring the Undergraduate Medical Education Experience

Medical schools are refining and implementing telemedicine curricula for their stu-
dents, and the academic medical practice serves a key function in the clinical trans-
lation of this curricula [16]. Faculty should provide a pre-clinic huddle with the 
medical student to demonstrate the use of telemedicine technology and discuss their 
communication methods for the student outside of the virtual exam room. We rec-
ommend faculty and medical students jointly review tier 1 of the AAMC Telehealth 
Competencies and identify educational goals for the telemedicine clinic session. 
Fostering a connection between the student and patient is especially important given 
the challenges in creating a humanistic connection in the virtual world. Faculty can 
give this special attention at the start of a virtual visit to clearly identify the role of 
the student and explain to the patient what to expect [17].

During the telemedicine visit, faculty can choose to virtually supervise the student 
at an alternate workstation or join the learner in the same physical space to review the 
history, confirm physical examination findings, and discuss assessment and plan with 
the student and patient jointly. If faculty choose to virtually supervise the student for 
the duration of the telemedicine visit, faculty should turn off their own camera and 
audio to minimize interruption of the student and patient during the initial interview [9].

Telemedicine also offers a unique opportunity for students to engage in virtual care 
across different specialties. When possible, faculty should encourage students to par-
ticipate in subspecialty telemedicine visits for patients whose care they are involved 
with. This will allow the student to benefit from ongoing experiential learning [17].

 Tailoring the Graduate Medical Education Experience

Residents likely will arrive to their residency programs with some prior exposure to 
telemedicine [11, 18]. Knowing this, faculty can expect to tailor the telemedicine 
training to the expertise level of the resident using the TELEMEDS framework. As 
residents move forward through telemedicine clinic experiences, faculty should 
engage them in active learning through and experiential and reflective process in the 
framework of Kolb’s experiential learning cycle [19]. Constructing a learning envi-
ronment for residents that offers them legitimate participation and permits them to 
learn will enhance their telemedicine clinic experience. For telemedicine-specific 
feedback, faculty should reference ACGME digital health competency milestones 
(Fig. 14.1) and tier two of the AAMC telehealth competencies [2, 4].

 Scheduling Spectrum of Telemedicine Clinics

Incorporating learners into telemedicine clinics adds additional complexity that 
requires thoughtful planning. The scheduling of telemedicine visits may exist as 
“100% virtual visits” or telemedicine visits may be interwoven in a traditional clinic 
schedule, which we term as “hybrid clinics.”
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The attending physician is charged with ensuring that the same standard of care can 
be delivered via telemedicine as an in-person evaluation based upon the chief concern of 
the patient [20]. Each clinical practice should develop scheduling protocols that stream-
line appropriate usage of telemedicine based upon the chief concern of the patient. In 
preparation for telemedicine visits, attending physicians can review learners’ schedules 
and ensure that the type of visit scheduled is appropriate for the chief concern visit.

 Hybrid Schedule: Face-to-Face and Virtual Visits

Practices commonly implement a hybrid scheduling model where telemedicine vis-
its are interspersed with traditional face-to-face visits. This hybrid approach is flex-
ible for patient scheduling needs. However, this approach is challenging to the 
clinical workflow as it divides the attention of faculty and staff between the virtual 
patients and in-person patients. This can disorient learners and highlights the impor-
tance of the pre-clinic huddle.

When resident telemedicine visits utilize the hybrid clinic approach, preceptors’ 
attention is significantly divided. This is especially challenging in resident hybrid 
clinics that require direct supervision. In these circumstances, a staggered schedule 
blocking alternating resident appointment times can be considered. This allows fac-
ulty adequate time to transfer between telemedicine technology and in-person visits 
to directly supervise resident care.

 100% Virtual Schedule

Practices can also designate specific clinic sessions solely for telemedicine visits. A 
100% virtual schedule can improve workflows since residents and staff are not 
dividing their attention between the virtual environment and the physical clinic 
environment. Similarly, the preceptor workflow is simplified. Additionally, virtual 
clinics specifically designated for upper respiratory infection chief concerns may 
mitigate infectious disease spread to patients and staff.

 Equitable and Inclusive Telemedicine

Telemedicine has the potential to both exacerbate and alleviate preexisting health-
care inequities. Disparities of geographical locations of clinics in underserved urban 
areas and rural areas can theoretically be bridged with telemedicine. However, the 
penetration of broadband and cellular plan access in the USA is not universal [21]. 
The challenges posed by restricted access to health care, limited broadband and cel-
lular coverage, digital illiteracy, and generational divide are significant. Yet, these 
challenges must be separated from faculty and learners’ preconceived bias regard-
ing which populations can access telemedicine. Faculty should guide learners to 

14 Telemedicine in Medical Education



204

address social determinants of health that pertain to telemedicine access and iden-
tify ways to best mitigate barriers.

 Special Consideration: Trauma-Informed Care 
Telehealth Strategies

Telemedicine provides a unique picture of a patient’s life, and residents should be 
aware that having a clinician remotely enter their home may trigger strong emotions 
for patients, especially those who have experienced past trauma. Trauma is defined 
by the Substance Abuse and Mental Health Services Administration (SAMHSA) as 
resulting from “an event, series of events, or set of circumstances that is experienced 
by an individual as physically or emotionally harmful or life threatening and that 
has lasting adverse effects on the individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being” [22]. Faculty need to understand how to 
handle these situations and be available for the learners should issues arise. Trauma- 
informed care principles, as defined by SAMHSA, can strengthen telemedicine 
encounters by promoting safe and collaborative exchanges between patients and the 
health care team including the learner (Table 14.3) [23].

(continued)

Table 14.3 Trauma-informed telehealth strategies based on SAMHSA principles

Principles Strategies

Safety    •  Verify the patient’s location/contact information at the beginning of 
the encounter.

   •  Ensure that the patient’s physical and virtual environments are secure 
and private, including from other family/household members.

   • Obtain informed consent for the visit.
   •  Use headphones to ensure patient confidentiality unless you are in a 

private space.
   •  Proceed according to patient comfort level; obtain consent for 

examinations, minimize removal of clothing, and proceed with 
follow-up discussions once the patient is clothed.

   •  During an examination, avoid personalizing language such as 
“[instruction] for me” or “show me your [body part].” consider instead: 
“In order to help us treat you, it would be useful for me to examine the 
arm. Would you mind rolling up the sleeve so that I can see the rash?”

   •  Provide education/information on safety resources that can be 
accessed virtually (e.g., crisis hot lines).

Trustworthiness 
and transparency

   •  Actively listen to the patient’s concerns about their health and/or the 
telehealth environment.

   • Alert the patient to possible ambient noises.
   •  Sit far enough from the screen that the patient can see your body 

language, which also helps to ensure the appearance of better eye 
contact through the camera.

   • Provide the patient with time to adapt to the telehealth environment.
   •  Provide clear information on changes to scheduling, access, and 

contact process.
   •  Dress professionally for the visit and avoid busy, unprofessional 

backdrops.
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Table 14.3 (continued)

Principles Strategies

Peer support    •  Consider developing and/or referring to telehealth groups (e.g., 
PTSD, DM support groups).

   • Provide information on virtual peer support.
Collaboration and 
mutuality

   •  Thank the patient for connecting with their medical team using this 
care modality.

   • Collaboratively identify and develop an agenda for the visit.
   •  Partner with the patient to attain goals and mitigate treatment 

challenges.
Empowerment, 
voice, and choice

   •  Follow patient preferences regarding the extent of the visit; some 
may prefer to just talk or test the connection for their first 
appointment.

   •  Assure the patient that they may choose to end the visit at any 
point.

   • Allow the patient to choose the room where the visit takes place.
   •  Emphasize that the topic of discussion can change, even abruptly, 

when needed.
Cultural, historical, 
and gender issues

   • Use gender-affirming language (including patient’s pronouns).
   •  Encourage/praise the patient’s willingness to try this care 

modality.
   •  Consider social determinants of health during the visit (e.g., housing 

stability, food insecurity, impact of racism).
   •  Be sensitive to the patient’s feelings in revealing their personal 

space during the visit; refrain from comment about their home/
living space.

   •  Seek ways to make telehealth accessible to those who lack devices/
internet access or need an interpreter.

Abbreviations: DM Diabetes mellitus, PTSD Post-traumatic stress disorder, SAMHSA Substance 
Abuse and Mental Health Services Administration
Reproduced with permission from Trauma-Informed Telehealth in the COVID 19 Era and Beyond. 
Gerber et al. (2020) [23]

 Conclusion

Telemedicine use has increased exponentially. Competency in telemedicine is now 
considered an expectation by the AAMC and the ACGME. The leaders of academic 
medical practices need to support telemedicine clinical experiences for medical stu-
dents and residents that ensure that they are meeting expected competencies. 
Clinical experiences that provide learners meaningful participation in telemedicine 
clinical care ensure active learning. We recommend the following tips to optimize 
learner’s telemedicine clinical experience:

• Provide faculty development both in telemedicine skills and teaching
• Establish scheduling and clinical workflows that minimize disruptions
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• Promote a telemedicine-specific preclinic huddle between faculty and learners
• Provide hands-on orientation to clinic-specific telemedicine technology
• Utilize TELEMEDS to optimize virtual visits
• Review AAMC and ACGME competencies to guide education goal setting and 

provide tailored feedback to learners
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Chapter 15
Establishing an Integrative Chronic Pain 
Management Clinic Within an Academic 
Medical Practice

Meroë B. Morse, Alicia Carrasco, and Daniel G. Tobin

 Introduction

Chronic non-cancer pain (CNCP) is the most common presenting complaint to pri-
mary care physicians (PCPs) in the outpatient setting, generates rates of high frus-
tration and low satisfaction by both patients and PCPs, and leads to greater overall 
healthcare utilization compared to patients without chronic non-cancer pain. Pain is 
a multifaceted issue influenced by physical, biochemical, neurological, nutritional, 
and psychosocial components. Historically, the medical model approaches pain 
management from a biomedical perspective, with medications and procedural inter-
ventions as the primary therapeutic recommendations. Ongoing research now sup-
ports a biopsychosocial approach to pain management with integrative, multimodal 
therapies. The twenty-first-century opioid epidemic and scant research on non- 
opioid and nonpharmacologic therapies for pain exposed deficiencies in knowledge, 
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training, and resources to effectively address CNCP conditions. Medical directors 
of academic medical practices can narrow this gap through the development of an 
integrative pain management infrastructure, transform trainee education, and 
enhance the delivery for patients of a biopsychosocial model of CNCP care. This 
chapter serves as a road map for the medical director to assess each clinic’s needs, 
enhance clinician expertise, and implement evidence-based integrative pain man-
agement programming.

Outline
• Terminology
• Role of a faculty champion
• Chronic pain impacts on an academic medical practice

 – Standardizing education for trainees
 – Patient engagement

• Nonpharmacologic approaches to chronic non-cancer pain
• Lifestyle modification
• Behavioral health interventions/mind-body therapies
• Movement therapies
• Manual therapies
• Topical pharmacologic therapy
• Systemic non-opioid pharmacologic therapy for chronic pain
• Financing and affordability for integrative chronic pain therapies
• Practice level solutions

 – Case reviews
 – Roleplaying
 – Templates
 – Macros

• Treatment options
• Patient resources
• Conclusion

 Terminology

Given the expanding landscape of pain neuroscience and evolving therapeutic 
approaches for pain management, a brief description of terms and care delivery 
systems commonly used in the biopsychosocial approach to chronic pain manage-
ment is shown in Table 15.1.
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Table 15.1 Glossary of terms for multidisciplinary approaches to chronic pain management

Complementary and 
alternative medicine 
(CAM)

Complementary therapy is a nonmainstream approach used together 
with conventional medicine.Alternative therapy is a nonmainstream 
approach used in place of conventional medicine [1].

Group medical visits/
shared medical 
appointments

Clinicians see patients in a voluntary group setting for follow-up or 
routine care to provide a more efficient and effective care delivery 
system. These visits provide a secure and interactive setting between 
physicians, peers, and additional members of a healthcare team.

Integrated behavioral 
health care (IBHC)

The care a patient experiences because of a team of primary care and 
behavioral health clinicians working together with patients and 
families, using a systematic and cost-effective approach to provide 
patient-centered care for a defined population.
This care may address mental health and substance use disorders, 
health behaviors (including their contribution to chronic medical 
illnesses), life stressors and crises, stress-related physical symptoms, 
and ineffective healthcare utilization patterns [2].

Integrative medicine The practice of medicine that reaffirms the importance of the 
relationship between practitioner and patient, focuses on the whole 
person, is informed by evidence, and makes use of all appropriate 
therapeutic approaches, healthcare professionals, and disciplines to 
achieve optimal health and healing [3, 4].

Multidisciplinary care 
teams

A group of healthcare professionals with different areas of expertise 
who unite to treat complex medical conditions [5].

Pain neuroscience 
education (PNE)

A patient education technique that incorporates the complexity of a 
pain experience and helps patients rethink pain through understanding 
the multiple neurophysiological, neurobiological, sociological, and 
physical components that may be involved in their individual pain 
experience [6].

Standard (usual) 
medical care for pain

Treatment that medical experts accept as a proper treatment for pain 
and that is widely used by healthcare professionals.

 Role of a Faculty Champion

A wide spectrum of CNCP management infrastructure exists across academic medi-
cal practices across the USA.  Some academic medical clinics may already have 
well-established programs for offering and teaching integrative pain management 
strategies, while other clinics may be in the nascent stages of innovation and change. 
A key factor for successfully and sustainably introducing foundational changes will 
be the identification of a faculty champion by the medical director. Ideally, this 
faculty champion is well versed with a biopsychosocial model of care to support the 
trainees’ learning about CNCP and apply the concepts of pain neuroscience to 
patient care. This champion should serve as the point person for remaining up to 
date with the evidence, standardizing efforts across the clinic, and assisting in 
implementing best practices to manage CNCP. Additionally, the identified faculty 
champion may use this focus area to engage in scholarly activity and quality 
improvement initiatives within their respective residency programs and health 
systems.
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 How Patients with Chronic Pain Impact an Academic 
Medical Practice

CNCP is one of the most common indications for patients to seek medical care and 
incurs an expense to society of approximately $560 billion annually in direct medi-
cal costs, lost productivity, and disability programs [7]. Patients with CNCP chal-
lenge academic medical practices, which often have a high turnover of learners and 
educators. Variable clinician continuity and inadequate pain management training 
hinder many aspects of successful CNCP management: frequency of visits, consis-
tency of patient-clinician relationship, uniformity of management plans, use of 
patient-centered language, provision of CNCP patient education, and standardized 
opioid prescribing practices. To improve ambulatory clinic continuity hurdles, the 
medical director can work with their respective training programs to leverage ambu-
latory block scheduling templates and team-based care models. To maintain consis-
tent prescribing practices, the medical director/faculty champion can develop 
protocols and policies for prescribing controlled substances. The medical director/
faculty champion can outline a referral network of ancillary services and clinicians 
to support patients with CNCP. Additionally, the medical director/faculty champion 
can create a list of integrative resources for clinicians and patients to use to manage 
CNCP conditions (see suggested national resource list below).

 Standardizing Education for Trainees

Ensuring a foundation of knowledge about pain education and CNCP management 
is essential for trainees working in an academic medical clinic. CNCP education 
should be prioritized in the curriculum for trainees and offered across multiple lev-
els of training to ensure that the knowledge remains updated and woven into train-
ees’ clinical practice. Medical directors can discuss with those who develop the 
trainees’ educational programming to prioritize didactics on integrative CNCP 
management. For internal medicine residency programs, the Accreditation Council 
for Graduate Medical Education (ACGME) identified a core value that “the pro-
gram must provide instruction and experience in pain management if applicable for 
the specialty, including recognition of the signs of addiction” [8]. Identifying fac-
ulty to lead in the instruction and outsourcing already established course material 
are initiatives academic programs can take to educate learners about CNCP. Examples 
of high-quality, accessible course material are detailed in Table 15.2.
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Table 15.2 Web-based resources for chronic pain management education for clinicians

Course material in chronic pain 
management URL

American College of Physicians (ACP) https://www.acponline.org/clinical- information/
clinical- resources- products/
pain- management- learning- hub

Andrew Weil Center for Integrative 
Medicine: Integrative Pain Management 
Series

https://integrativemedicine.arizona.edu/online_
courses/pain_series.html

Project Extension for Community Health 
Outcomes (Project ECHO) - Chronic 
Pain

https://hsc.unm.edu/echo/partner- portal/echos- 
initiatives/opioid.html

International Association for the Study of 
Pain: Curriculum Outline on Pain for 
Medicine

https://www.iasp- pain.org/education/curricula/
iasp- curriculum- outline- on- pain- for- medicine/

 Patient Engagement

Just as patients’ emotions influence pain, patients’ expectations also influence the 
pain experience [9]. Similarly, setting clear expectations on the first visit will help 
establish a solid foundation for the patient and clinician to work together towards 
helping the patient with their pain.

In a busy primary care practice, clinicians have limited time to teach their patients 
about the complexity of CNCP. However, informing patients about the complexities 
of CNCP using basic concepts of pain neuroscience education, effective treatment 
modalities, and relapsing and remitting nature of CNCP can improve engagement in 
pain management plans and reduce fear-avoidance behaviors and catastrophizing 
[10, 11]. Patient education reduces the frequency of primary care visits for low back 
pain compared to usual care [12]. The faculty champion can develop a list of 
resources available for patients to learn about CNCP outside the time allocated for 
each medical visit.

Clinicians should specifically address the following when setting expectations 
with a new patient with CNCP:

• Clinic policies (if opioids will be prescribed)
• Evidence supporting the efficacy of multimodal care
• Frequency of visits expected to develop a CNCP management plan
• Care escalation plans
• Management principles
• Resource availability
• Reaffirmation/education about the relapsing and remitting nature of CNCP
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 Nonpharmacologic Approaches to Chronic Non-cancer Pain

Nonpharmacologic approaches to CNCP encompass lifestyle modifications, mind- 
body therapies, movement therapies, and manual manipulation. Understanding the 
pain reduction mechanism behind each of these modalities is outside this chapter’s 
scope. It is important for clinicians to become familiar with pain neuroscience 
research in support of these nonpharmacologic approaches to pain. This chapter 
lists the recommended approaches to be integrated into each patient’s care plan for 
comprehensive CNCP management.

 Lifestyle Modifications

• Nutrition and weight management
• Sleep hygiene
• Smoking cessation

While lifestyle and behavior changes are challenging at baseline, small yet mea-
surable modifications in eating, activity, sleeping, and substance use patterns can 
contribute to meaningful change in the pain experience for patients. Examples of 
recommendations include substituting high-calorie sodas and juices with water, tak-
ing stairs instead of elevators to encourage activity, improving sleep routines, and 
supporting nicotine cessation.

The medical director can take a role in facilitating the ease of referrals and patient 
access to dieticians, physical therapists, or group exercise classes. The medical 
director can also compile a list for their clinicians detailing referral resources for the 
lifestyle interventions detailed below. Similarly, the medical director may be able to 
work with their electronic medical record (EMR) and information technology (IT) 
departments to create convenient EMR-based mechanisms to choose from a list of 
lifestyle-based interventions to ease the referral process for clinicians. The clinician 
should highlight to patients how certain lifestyle changes have improved pain symp-
toms. Table 15.3 details resources for patients on various lifestyle modifications that 
have been proven effective in reducing pain.

 Behavioral Health Interventions/Mind-Body Therapies

• Cognitive behavioral therapy (CBT)
• Mindfulness-based stress reduction (MBSR)
• Mindfulness-based cognitive therapy (MBCT)
• Acceptance commitment therapy (ACT)
• Therapeutic breathwork and relaxation techniques
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Table 15.3 Lifestyle modification resources for patients

Nutrition

The anti-inflammatory diet https://www.va.gov/WHOLEHEALTH/veteran- handouts/docs/
EatReduceInflam__Final508__07- 25- 2019.pdf

The Mediterranean diet https://www.nutrition.va.gov/docs/UpdatedPatientEd/
Mediterraneandiet.pdf

Kaiser Permanente plant-
based eating pattern

https://www1.villanova.edu/content/dam/villanova/dining/
documents/Nutrition/Plant%20Based%20Diet%20Booklet.pdf

Sleep hygiene
Healthy sleep habits https://sleepeducation.org/healthy- sleep/healthy- sleep- habits/
University of Wisconsin 
Family Medicine Sleep 
Handout

https://www.fammed.wisc.edu/files/webfm- uploads/documents/
outreach/im/handout_sleep.pdf

Smoking cessation
Smokefree.gov http://www.smokefree.gov/
The Centers for Disease 
Control and Prevention

http://www.cdc.gov/TOBACCO/quit_smoking/how_to_quit/

The American Lung 
Association

http://www.lung.org/stop- smoking/how- to- quit/

Free quit hotlines:    • English: 1-800-QUIT-NOW (1-800-784-8669)
   • Spanish: 1-855-DÉJELO-YA (1-855-335-3569)
   • Mandarin and/or Cantonese: 1-800-838-8917
   • Korean: 1-800-556-5564
   • Vietnamese: 1-800-778-8440

This section details the evidence-based behavioral, mind-body, and manual ther-
apies that improve pain and function in patients with chronic pain. The section 
“Paying for integrative therapies for chronic pain” details more about therapy pay-
ments. Other than some behavioral therapies, most insurance companies do not 
cover these services listed below. Patients with Health Savings Accounts (HSAs) 
and Flexible Spending Accounts (FSAs) may submit a bill to be reimbursed for the 
service provided. Some patients will not be able to pay for these therapies, and the 
medical director can play an influential role in compiling a list of low-cost and free 
resources for patients to obtain mind-body therapies.

Mind-body therapies emphasize the interplay between the brain, rest of the body, 
mind, and behavior, including how emotional, social, spiritual, experiential, and 
behavioral factors can directly affect health. Mind-body therapies include mindful-
ness and meditation, relaxation techniques (including breathing exercises), biofeed-
back, guided imagery and hypnosis, and laughter therapy. The most robust evidence 
about CNCP management exists for cognitive behavioral therapy (CBT). The medi-
cal director can compile a list for clinicians detailing various behavioral health and 
mind-body therapies, available locally, web based, and app based, to address 
CNCP. Similarly, the medical director may work with their EMR and IT depart-
ments to create convenient EMR-based mechanisms such as macro phrases or refer-
ral bundles to choose from a list of evidence-based mind-body interventions 
described in Table 15.4.
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http://www.lung.org/stop-smoking/how-to-quit/
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Table 15.4 Behavioral health resources for patients

Cognitive behavioral therapy Website

Psychology Today https://www.psychologytoday.com/us/therapists/
cognitive- behavioral- cbt

Mindfulness Website
UMass Memorial Health Center for 
Mindfulness

https://www.ummhealth.org/center- mindfulness

The Center for Mind-Body Medicine https://cmbm.org/
Palouse Mindfulness https://palousemindfulness.com/
Center For Mindfulness—University of 
California San Diego

https://cih.ucsd.edu/mindfulness

University of Wisconsin Department of 
Family Medicine - Patient Meditation 
Resource (Spanish)

(Español) https://www.fammed.wisc.edu/files/
webfm- uploads/
documents/
outreach/im/module_meditation_patient_sp.pdf

Therapeutic breathwork Website
Dr. Andrew Weil—Three Breathing 
Exercises

https://www.drweil.com/health- wellness/body- mind- 
spirit/stress- anxiety/breathing- three- exercises/

Elfenworks Breathing Butterfly™

(Available in 23 languages)
https://elffound.org/butterfly.php

 Movement Therapies

• Therapeutic exercises
• Tai chi
• Yoga

While American College of Physician (ACP) guidelines suggest no superiority 
of one movement therapy over another to treat CNCP, high-quality evidence shows 
that the use of movement therapy as part of the biopsychosocial approach improves 
physical function and helps patients overcome pain-related anxiety and kinesiopho-
bia [13]. Having a resource list for clinicians and patients is important, detailing the 
local and online resources to engage in various movement therapies (Table 15.5). 
Clinicians and trainees can help empower their patients to choose the best therapies, 
as described below, for each patient’s needs based on access, ability, and efficacy.

 Manual Therapies

• Acupressure (self-administered)
• Acupuncture
• Massage

Acupressure and acupuncture are traditional Chinese medicine (TCM) tech-
niques of applying physical pressure (in the case of acupressure) or inserting a nee-
dle into the skin (in the case of acupuncture) to a point along the meridian of the 
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Table 15.5 Movement resources for patients

Tai chi Website

American Tai Chi and Qigong Association http://www.americantaichi.net/
National Center for Complementary and 
Integrative Health—Tai Chi

https://nccih.nih.gov/health/taichi/introduction.
htm

Tai chi for beginners (with Dr. Paul Lam) https://www.youtube.com/
watch?v=hIOHGrYCEJ4&t=153s

Tai chi for arthritis (with Dr. Paul Lam) https://www.youtube.com/
watch?v=tAOuEpa01j4

Yoga (free) Website
Yoga Green Book—affirming and 
empowering yoga for people of color

https://www.youtube.com/c/YogaGreenBook/
featured

Yoga with Adriene—for beginners https://www.youtube.com/
watch?v=v7AYKMP6rOE

Chair yoga—Yoga with Adriene https://www.youtube.com/
watch?v=- Ts01MC2mIo

Chair yoga—Veterans Affairs Administration https://www.youtube.com/
watch?v=pLVgrHzCTOg

Brenda Medina Yoga en Español https://www.youtube.com/user/
brendamedinayoga

Xuan Lan Yoga en Español https://www.youtube.com/
watch?v=WamU36hXiNw

Cosmic yoga—Kid-friendly yoga https://www.youtube.com/user/
CosmicKidsYoga

Give Back Yoga https://www.givebackyoga.org

body to alter the energy (known in China as “qi”) and thereby relieve pain. Both 
acupressure and acupuncture have proven beneficial in treating pain and anxiety. 
Three million Americans seek out acupuncture services annually [14], with pain 
being the most common reason acupuncture is used (World Health Organization). 
Considered to be extremely minimal risk when done by a trained practitioner, many 
national agencies now broadly recommend acupuncture as first-line therapy for 
CNCP (Army Surgeon General Pain Task Force, American College of Physicians 
(ACP), the US Agency for Health Care Research and Quality (AHRQ), the National 
Institutes of Health (NIH), the National Academy of Medicine (NAM), and the Joint 
Commission (TJC)).

Massage, defined as soft tissue manipulation using the hands or a mechanical 
device, exists in multiple forms and has been shown to improve subacute and 
chronic low back pain for short periods. While further research is needed to estab-
lish strength in the current research, the evidence for the role of massage therapy in 
reducing pain is preliminarily positive. While acupuncture and massage therapy can 
be cost-prohibitive for under-resourced patients, collaboration with local acupunc-
ture and massage therapy schools to bring these low-cost therapies to the clinics is 
advisable. Self-administered acupressure is a low-cost alternative approach for 
patients with resource limitations. Patient resources for manual therapies are 
detailed in Table 15.6.
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Table 15.6 Manual therapy resources for patients (from U.S. Department of Veterans Affairs)

Acupressure Website

Acupressure for stress relief https://www.youtube.com/watch?v=9755- VnnQFM
Acupressure for neck pain https://www.youtube.com/watch?v=BCqGsDdH1g0
Acupressure for low back pain https://www.youtube.com/watch?v=ijclWX702mU
Acupressure for headache https://www.youtube.com/watch?v=Ngq- Y1JH- QA
Acupressure for sleep https://www.youtube.com/watch?v=2yu4GPwmrF0

 Topical Pharmacologic Therapy

Topical agents, when applied as directed over intact skin, are an excellent option to 
treat chronic musculoskeletal and neuropathic pain due to minimal systemic absorp-
tion. The medical director can compile a list for clinicians detailing formulary 
options for topical pain therapies. Similarly, the medical director may be able to 
work with their EMR and IT departments to create convenient EMR-based mecha-
nisms to choose from a list of topical pain-reducing agents. When choosing a topical 
therapy, essential considerations include an indication, carrier, concentration, 
and cost.

 Systemic Non-opioid Pharmacologic Therapy 
for Chronic Pain

The combination of nonpharmacologic and pharmacologic therapies benefits 
patients with CNCP. A resource list of low-risk oral and topical non-opioid pharma-
cologic options can be embedded as a macro phrase in the EMR for ease of use to 
include common formularies. Formularies will vary across insurance payors and 
health systems. Clinicians must review the risks and benefits of each medication 
with the patient and use a shared decision-making process before initiating 
pharmacotherapy.

For comprehensive information about pharmacologic therapies, including topi-
cal and non-opioid pharmacotherapy for chronic pain, the American Chronic Pain 
Association (ACPA)-Stanford Resource Guide to Chronic Pain Management (2021 
Edition) [15] is a valuable and evidence-based resource.
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 Financing and Affordability for Integrative Chronic 
Pain Therapies

One in three adults uses complementary services each year [14], and national 
research has shown that the type of insurance a person has dictates what services a 
person uses [16]. Thirty billion dollars, out of pocket, are spent annually on comple-
mentary services and products, with $12.8  billion in costs on non-vitamin, non- 
mineral supplements, and $14.7  billion on nonpharmacologic therapies such as 
osteopathic manipulation, yoga, meditation, and massage [17]. While many can 
afford to pay for these services out of pocket, under-resourced and underinsured 
patients lack the financial resources to obtain integrative care. Even those who have 
insurance that covers some of these services report that coverage is only partial [14]. 
It is recommended for clinics to mobilize free technology using apps and websites 
and identify free or low-cost resources within each community to share with clini-
cians and patients.

Patients may be able to use their FSA or HSA to pay for complementary, integra-
tive services.

Table 15.7 details integrative services at the time of publication covered by the 
Centers for Medicare & Medicaid Services (CMS).

Table 15.7 Medicare insurance coverage information for nonpharmacologic interventions (from 
medicare.gov)

Lifestyle modifications

Nutrition Medicare Part B members with body mass index (BMI) of ≥30 receive 
coverage for obesity screenings and behavioral counseling to help with 
weight loss through diet and exercise when delivered by a primary care 
physician or another qualified clinician. There is no cost to patients for this 
service in Medicare Parts A and B [18].
Medicare Part B members with diabetes and/or chronic kidney disease can 
receive medical nutrition therapy (MNT) services at no additional cost [19].

Sleep hygiene Medicare Part B covers type I, II, III, and IV sleep tests and devices for 
patients with clinical signs and symptoms of sleep apnea. Original Medicare 
members pay 20% of the Medicare-approved amount after meeting the Part 
B deductible [20].

Smoking 
cessation

Medicare Part B covers, at no cost, up to 8 visits of smoking and tobacco- 
use cessation counseling visits in a 12-month period for members who use 
tobacco [21].

(continued)
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Table 15.7 (continued)

Lifestyle modifications

Mind-body therapies
Mindfulness 
meditation

Not covered

Therapeutic 
breathwork

Not covered

Behavioral health interventions
Cognitive 
behavioral 
therapy (CBT)

Medicare Part B covers the following outpatient mental health services:
   • One depression screening annually, performed from a primary care 

doctor’s office or primary care clinic that can provide follow-up treatment 
and referrals.

   • Individual and group psychotherapy with licensed professionals 
allowed by the state where services are rendered.

   • Family counseling, if related to treatment.
   • Psychiatric evaluation.
   • Medication management.
   • Prescription drugs administered by a clinic.
   • Diagnostic tests.
   • Partial hospitalization.
   • A one-time “Welcome to Medicare” preventive visit.
   • A yearly “Wellness” visit.
Part B also covers outpatient mental health services to treat inappropriate 
alcohol and drug use.
Annual depression screening is included in Medicare membership coverage. 
Members pay 20% of the Medicare-approved amount for visits to the 
healthcare provider to diagnose or treat the condition. The Part B deductible 
applies.
Additional copayment or coinsurance payments may apply for services 
rendered in a hospital or outpatient hospital center [22].

Acceptance 
commitment 
therapy (ACT)

Not covered

Movement therapies
Tai chi Not covered
Yoga Not covered
Therapeutic 
exercises

Medicare Part B covers medically necessary outpatient physical and 
occupational therapy. Original Medicare members pay 20% of the Medicare- 
approved amount, and the Part B deductible applies.
Note:
Medicare law no longer limits how much it pays for medically necessary 
outpatient therapy services in one calendar year [23].

Other
Acupuncture Medicare Part B covers up to 12 acupuncture visits in 90 days for chronic 

low back pain. An additional eight sessions will be covered if improvement 
is shown. No more than 20 acupuncture treatments can be given yearly.
Note:
Medicare does not cover acupuncture (including dry needling) for any 
condition other than chronic low back pain [24].
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Lifestyle modifications

Acupressure Not covered
Manipulation 
therapies/massage

Medicare Part B covers manual manipulation of the spine by a chiropractor 
or other qualified provider if medically necessary to correct subluxation.
Medicare does not cover other services or tests, including X-rays, massage 
therapy, and acupuncture (other than for low back pain).
Original Medicare members pay 20% of the Medicare-approved amount, 
and the Part B deductible applies [25].

Biofeedback Not covered
Heat/ice/
compression/
TENS

Not covered

Table 15.7 (continued)

 Practice-Level Solutions

Managing CNCP in a non-specialty setting can be daunting. Physicians feel ill- 
equipped to manage CNCP in the clinic. Lack of resources and support leads to 
physician burnout, career choices outside of the primary care settings, and patient 
dissatisfaction [26–29]. The medical director plays an influential role in developing 
comprehensive practice-level solutions and providing guidance to help standardize 
the approaches used by residents and faculty to evaluate and manage CNCP. Local 
practice patterns and resources vary widely, so individualization for your region will 
be essential. There is no substitute for experience and individualized mentorship, 
and faculty must balance this with the recognition that inconsistent and conflicting 
approaches between preceptors can be disorienting to trainees [30].

Comfort in treating CNCP can develop over time, and active coaching and guid-
ance improve the rate at which resident physicians feel comfortable managing these 
conditions [31]. This section aims to cover the anticipated needs of faculty and 
trainees to increase their comfort in leading discussions about pain, use tips to 
establish and maintain patient rapport, and utilize best-practice pain management 
approaches. Some of the most shared challenges primary care clinicians and train-
ees face and the practical options and solutions are discussed in this section.

 Case Reviews

Case reviews provide an opportunity to discuss ideas, approaches, and local 
resources. Faculty are encouraged to model the use of patient-centered language 
when talking about patient cases. These forums can help support residents who may 
have negative attitudes towards managing patients with CNCP and experience per-
ceived roadblocks in caring for these patients. Case reviews are an opportune time 
to discuss implicit biases and the potential impact these biases can have on the 
diagnostics and treatments offered [31].
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Case review: Chronic abdominal pain

Chris is a 38-year-old nurse who had recently been laid off from theira job. After the layoff, 
their intermittent abdominal pain became more frequent and severe. Chris has tried many 
prescribed medications without improvement. An extensive medical workup was unable to 
pinpoint an organic etiology, and Chris was given the diagnosis of functional abdominal pain.
Chris’ symptoms continued to worsen, resulting in weekly emergency department visits for 
symptom control. The emergency room staff labeled them drug-seeking, and Chris felt hostility 
from the care team.
During their next visit, Chris and their primary care physician (PCP) discussed the frequent 
emergency department visits. Chris stated that the pain was disabling and sought the emergency 
department as the only option. The PCP and Chris identified that coping skills could help 
prevent emergency department visits and added that to their care plan.
Chris engaged with behavioral health and learned strategies to cope with their pain. Chris 
sought out complementary medicine services, including acupuncture and massage. Chris’ PCP 
prescribed ketorolac injections in the clinic when severe pain flares.
Over the next several months, Chris required fewer and fewer clinic visits for pain flares, and 
emergency department visits ceased. Chris continues to have bouts of severe abdominal pain, 
yet the frequency has decreased, and the pain is no longer disabling.

aTo promote diversity and inclusion throughout medical academic literature, a gender- neutral pro-
noun is used in this case review.

 Role-Playing

Role-playing exercises can prepare residents to identify and address common 
patient behaviors or thought patterns that may hinder progress [31]. Motivational 
interviewing principles in a controlled setting prepare clinicians for challenging 
patient encounters.

Sample responses that can be adapted and adjusted to each patient’s needs are 
detailed in Table 15.8.

 Templates

The medical director can guide the development of a standardized template for resi-
dents and faculty to use when managing patients with CNCP conditions. Residents 
are well versed in collecting history of pain qualifiers, such as location, severity, and 
nature of pain. These skills are essential in the initial workup of pain complaints 
when the diagnostic and treatment focus is on finding and treating reversible causes. 
Once the pain becomes a pathologic entity, the discussion should shift from a “diag-
nose and treat” approach to one of “management” [32].
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Table 15.8 Sample responses to common patient behaviors (developed for this chapter by Alicia 
Carrasco, MD)

Patient behavior Responses

Passive “Getting control of your pain is going to take a lot of work on your part. I 
will not be able to fix it for you, but I can help support you.”
“Tell me about what you are doing to manage your pain.”

Resistant to active 
modalities

“Not all physical therapists are the same. If you have tried one before and 
it did not help, let us try another therapist.”
“Just because you tried physical therapy in the past without success does 
not mean yoga/tai chi/paced activity will not work. Every person 
responds differently to various movement therapies, and we know 
movement is effective for helping with chronic pain.”

Focus on opioids “I am worried about using opioids to treat your pain because I think they 
could cause a dangerous interaction with your other medications. Could 
we explore non-opioid treatments to reduce risk and maximize benefit?
“Your medical conditions make opioids too dangerous to try. We need to 
focus on other ways to control your pain.”
“We only use opioid medications for chronic non-cancer pain when we 
have tried and failed all our other, safer options. Luckily, we still have 
many options we have not tried.”
“Opioids can be helpful for a few days, but in the long term, they may 
worsen the pain.”

Perseveration on a 
cure

“When you have had pain for this long, there is no easy fix. Your body 
will signal pain even if the original problem is gone.”
“There may be no cure for your type of chronic pain. We can do many 
things to reduce its impact on your life.”

Catastrophizing “Let’s try to balance those negative thoughts with other ones.”
“Tell me about how you keep going.”

The management of CNCP requires a different approach from treating acute 
pain. Those residents guided to shift from questions about the quality of the pain to 
questions related to function and impact will benefit.

Faculty can educate residents on motivational interviewing techniques and 
“Specific, Measurable, Achievable, Relevant, and Timely (SMART)” goals [33] to 
empower patients to discover self-management strategies for their pain. Templates 
are a valuable tool to cue residents to ask pertinent questions and maintain a consis-
tent care plan when multiple residents see the patient longitudinally in a clinic. An 
example of a CNCP template follows.
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Template: Integrative chronic pain plan (Adapted from “Chronic Pain Management: 
Addressing Physician Knowledge and Confidence,” Triozzi J, McDermott L, Morse M, Baylor 
College of Medicine Department of Medicine Housestaff Research Symposium, April 2020)

The following management items for chronic pain have been addressed, when indicated:
Pain description
   • Location of pain:
   • Duration of pain:
   • Pain character/description:
   • Exacerbating factors:
   • Alleviating factors:
Pain, enjoyment, general activity (PEG) score:
Functional goal/SMART goal:
Coping mechanisms:
Imaging:
Consults:
Surgeries (previous/planned):
Physical therapy:
Lifestyle modifications:
   • Healthy eating:
   • Healthy movement/physical activity:
   • Sleep hygiene:
   • Breathwork exercises:
Integrative therapies:
Manipulation:
Massage:
Movement therapies (i.e., yoga/tai chi)
Acupuncture/acupressure:
Other:
Medications trialed:
   • Topical analgesics:
   • Acetaminophen:
   • NSAIDs:
   • Anticonvulsant/neuropathic medications:
   • Antispasmodic medications:

 Macros

Most EMRs allow for macros. Providing the residents with pre-built text early on in 
their careers improves documentation while also guiding them through questions 
and discussions. The following are examples of macros that can be adapted to the 
clinic’s needs.

…Avoiding opioids: We discussed the evidence for opioid treatment in chronic 
pain, namely that most patients do not find long-term benefits in pain or function 
with opioid initiation. We reviewed CDC guidelines emphasizing non-opioid pain 
control strategies and risks of opioid therapy. Given the unlikely benefit and poten-
tial for harm, we opted to avoid opioid initiation.

…Chronic pain treatment: We discussed that effective management of chronic 
pain requires a multimodal approach. We discussed the options available to the 
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patient, and I recommended they try at least one type of treatment from each 
modality.

…Paced activity: We spoke about the importance of pacing activities and alter-
nating periods of activity with periods of rest. Specifically, we discussed ways to 
avoid the pain cycle, including not overdoing activities on “good” days or avoiding 
all activities on “bad days.” I provided the patient with the following paced activity 
handout: https://www.mentalhealth.va.gov/coe/cesamh/docs/Activity_Pacing- 
patients.pdf

…Sleep pain: We discussed the importance of sleep in the management of 
chronic pain. We discussed sleep hygiene, including maintaining regular sleep/wake 
hours, using the bed only for sleep and sex, avoiding TV/computers before bed, and 
limiting caffeine intake after 2 pm. We discussed techniques to help relieve pressure 
points when in bed.

…Cannabis pain: I counseled the patient on the lack of evidence related to the 
use of cannabinoids for chronic pain conditions and the risk for adverse side effects 
from the use of cannabis products.

 Treatment Options

Leverage the EMR to facilitate multimodal treatments for CNCP. Collocation within 
a single order set is ideal and should include medication orders, behavioral health 
referrals, active modalities, and complementary medicine. Collocation facilitates 
ease of ordering and provides treatment ideas.

A sample order set is listed below:

Pain order set
Medications
   • Topical analgesics
   • Acetaminophen [not to exceed 2 g daily if hepatic dysfunction; 3gm daily for others]
   • Nonsteroidal anti-inflammatories [lack of response to one agent does not predict response 

to another]
   • Anticonvulsant/neuropathic medications
   • Antidepressants (TCA/SNRI)
   • Antispasmodic medications
Supplies
   • TENS unit and leads
   • Braces and splints
   • Traction devices
Referrals
   • Physiatrist/Physical Medicine & Rehabilitation
   • Physical and occupational therapy
   • Behavioral health
   • Dietician
   • Chiropractor
   • Orthopedics
   • Pain medicine/interventional procedures
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 Patient Resources

A multimodal approach is critical to effective pain management. The resources 
available within a community and to an individual patient vary widely depending on 
a patient’s rurality, financial resources, and insurance status [28]. Delegating a team 
member to keep an updated list ensures an updated resource. Many complementary 
and alternative medicine practitioners provide sliding-scale services, and training 
institutions may provide free and low-cost care. Some community clinics often keep 
lists of resources to help patients navigate a costly healthcare system and are willing 
to share.

In the document, try to provide the following information:

• Name of business and contact information
• Location (include the distance from your clinic and public transportation options)
• Cost/payment options
• Additional information (i.e., discounts for seniors and students)

Consider listing local options for the following resources:

• Acupuncture
• Chiropractors
• Behavioral health providers
• Gymnasiums/pools
• Massage
• Tai chi
• Yoga

A list of patient resources is available in Table 15.9.

 Patient Education Resources

 Apps

Apps provide a free or low-cost way for patients to track or manage their pain. This 
list is not comprehensive but provides a starting point for the clinic champion to 
update. The authors have no financial interest in any of the following apps:

• Curable™ guides patients through a biopsychosocial approach to managing 
their pain. It includes exercises and meditations that aim to empower patients to 
take control of their pain. The free version has introductory lessons, and a paid 
subscription provides more in-depth content.

• Branch™ is free of charge and uses its network to link patients to a supportive 
community. Patients track and record their experience and treatment. The app 
provides cognitive behavior-based techniques.
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Table 15.9 Patient resources

Websites

Oregon Pain 
Guidance

https://www.
oregonpainguidance.org/
paineducationtoolkit/

This user-friendly website has information on 
managing pain. Information is broken up into 
small, focused sections. Each section has 
videos, patient handouts, and links to more 
resources.

Veteran Affairs 
Pain Management 
Resources

https://www.va.gov/
PAINMANAGEMENT/
Veteran_Public/index.asp

Full of many excellent resources to help 
patients understand and manage persistent 
pain.

Videos
“Tame The Beast” 
Video by Lorimer 
Moseley

https://www.tamethebeast.
org/#tame- the- beast

A 5-min animated feature created by 
Australian neuroscientist and physiotherapist 
Lorimer Moseley, Ph.D., that describes the 
differences between acute and persistent pain 
and encourages patients to think about their 
pain differently.

“The mysterious 
science of pain” 
by Joshua Pate

https://www.youtube.com/
watch?v=eakyDiXX6Uc

A 5-min animated feature that goes into more 
detail about biological reasons for chronic 
pain.

“A Car With 4 
Flat Tires”

https://youtu.
be/5RIii6OUK2A

This video uses metaphor to stress the need for 
a multimodal approach to pain management. 
This cartoon emphasizes the importance of an 
active patient as the driver in their care.

Support groups
Pain Connection 
National Support 
Groups

https://painconnection.org/
support- groups/national/

Online community with support groups for 
patients with persistent pain.

Mindfulness resource
Free Mindfulness 
Project

https://www.
freemindfulness.org/
download

This UK-based website provides free guided 
audio and imagery meditations in addition to 
scheduled mindfulness sessions.

• FlowLy™ uses biofeedback to modulate breathing and improve self-regulation. 
There are some free modules, but the mainstay of the app is a subscription-based 
service. iPhone only.

• What’s Up? A Mental Health App™ uses acceptance and commitment therapy 
(ACT) to help clients understand their situation. Using ACT and CBT, this app 
helps patients find and change unhealthy thinking patterns; there is also a forum 
to connect with other users.

• Headspace™ provides guided meditation, sleep meditation, and breathing exer-
cises of varying lengths. There is a free version, but most services are subscrip-
tion based.
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 Conclusion

The clinic medical director is uniquely suited to define the mission and vision of 
CNCP management for the clinic and adapt to the evolving landscape of care sur-
rounding comprehensive, quality therapies for CNCP management. As complemen-
tary and alternative therapies’ efficacy and safety knowledge gaps narrow, clinicians 
are choosing to prioritize integrative, low-risk, evidence-based modalities over 
higher risk pharmacologic and interventional procedures. Patients are seeking com-
plementary therapies to address their pain needs. To meet this demand, medical 
directors should implement robust integrative pain care models in their respective 
academic medical practices. While payment for integrative modalities will continue 
to be a challenge, clinic medical directors can advance the mission by using proper 
billing codes, collaborating with behavioral health and physical therapy teams, part-
nering with allied health training programs to bring low-cost therapies to the clinics, 
and engaging with administrative leadership for support and resources.
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Chapter 16
Safe Opioid Prescribing and Controlled 
Substance Policies

Daniel G. Tobin and Ernie-Paul Barrette

 Introduction

The analgesic and “narcotic” properties of opioids have been recognized for 
hundreds if not thousands of years [1], but a full appreciation of their potential 
risks is a much more recent phenomenon. Appropriately, as the risks of over-
dose, addiction, and other adverse effects become clearer, the opioid prescribing 
regulatory landscape has become more restrictive. And yet, there are some 
patients who do benefit from opioid prescribing, and they should not be withheld 
when their potential benefits clearly outweigh potential harms for an individual 
patient. It is important for the primary care physician and, by extension, the 
medical residency continuity clinic to recognize this equipoise and approach 
opioid prescribing deliberately, rationally, and in a manner that prioritizes safety. 
In this chapter, we will explore this in more depth and guide the clinic director 
through this challenge.
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• Safety monitoring
• Special considerations for the academic medical practice
• Conclusion

 Background

 Prevalence and Impact of Chronic Pain

An estimated 20% of American adults suffer from chronic pain [2], resulting in 
hundreds of billions of dollars each year in lost wages, reduced productivity, and 
medical expenses [3]. Moderate-to-severe pain is also one of the most common 
chief complaints in primary care [4]. As a result, evaluating chronic pain is a part of 
everyday practice, and its management is extremely important to the functionality 
and well-being of our patients. This is particularly true since patients with chronic 
pain are frequently subjected to social stigma and discrimination [5]. The wise 
clinic director will anticipate this need and leverage clinical and community 
resources to benefit the practice.

 The Competing Epidemics of Pain and Addiction

The suffering from severe pain can be profound, but so is the impact of opioid mis-
use, diversion, and addiction. In a systematic review of 38 studies, 26% from pri-
mary care settings and 53% from pain clinics, opioid misuse (defined as using an 
opioid in a manner other than that intended by the prescriber) was found to have an 
incidence of 21–29% ([95% CI] 13–38%) [6]. In the same study, opioid use disorder 
(compulsive drug seeking and use despite harmful consequences) had an incidence 
of 8–12% ([95% CI] 3–17%). The data on overdose deaths is even more profound; 
from May 2020 to April 2021, 75,673 people died from an opioid overdose, equat-
ing to over 200 overdose deaths every day [7]. Misuse, diversion, and addiction 
have dramatic negative consequences, and physicians must consider these potential 
harms before prescribing opioids. Here too, the clinic director must anticipate this 
challenge and gather resources to help their teams diagnose and manage substance 
use disorders when they occur.

 This Historical Impact of Overprescribing

Overprescribing fueled the opioid epidemic in the USA.  As the prevalence and 
impact of chronic pain became better understood in the early 1990s, well-inten-
tioned but misguided efforts such as the “Pain as the 5th Vital Sign” campaign pro-
moted by the American Pain Society and later adopted as a matter of policy by the 
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Veterans Health Administration drove opioid prescribing [8]. This worsened in 
2001 when the Joint Commission on Accreditation of Healthcare Organizations 
(JCAHO) released new pain management standards, further promoting the concept 
and again in 2006 when the Centers for Medicare Services (CMS) linked reimburse-
ment to patients’ satisfaction with pain management in their Hospital Consumer 
Assessment of Healthcare Providers and Systems survey (HCAHPS) [9]. This prob-
lem was compounded by poorly trained prescribers and insufficient access to pain 
specialists; in 2011, only 5 of the 133 medical schools had a mandatory course on 
pain [10], and nationally there are only four board-certified pain specialists for 
every 100,000 patients suffering from chronic pain [11]. In addition, pharmaceuti-
cal companies such as Purdue Pharma promoted opioid analgesics to prescribers as 
“nonaddictive” or illegally pushed their use, further driving overprescribing [12]. 
By 2012, clinicians wrote 259  million prescriptions for opioid pain medication, 
enough for every adult in the USA to have their own bottle of pills [13]. These fac-
tors increased the risk of diversion, fueled the prevalence of addiction, and led to 
hundreds of thousands of preventable deaths across America.

 The Impact of Pain and Addiction on an Academic 
Medical Practice

It is extremely likely that academic medical practices will encounter patients suffer-
ing from chronic pain and addiction, sometimes concurrently. The relief of suffering 
is a core principle of medicine, and academic practices often have limited access to 
pain specialists, so they must learn to manage this themselves. In addition to being 
in short supply, many pain specialists limit referrals to privately insured patients or 
to procedural interventions only [11]. Compounding this, as previously noted, most 
medical students graduate without any formal training in pain management [10, 14]. 
The high incidence of pain and addiction, along with lack of training and access to 
resources, can lead to chaos and dysfunction unless the clinic director makes sure 
that trainees and faculty have the appropriate education, tools, and support needed 
to treat chronic pain and addiction safely and rationally.

 The Role of Opioids in the Management of Chronic Pain

 Mechanism, Efficacy, and Indications

The analgesic effect from opioid agonists results primarily through stimulation of G 
protein-coupled receptors—mainly the μ-opioid receptor but also other opioid 
receptors (κ-opioid and δ-opioid) and the nociceptin receptor (ORL1), which impact 
drug pharmacodynamics [15]. Through these receptors, opioids inhibit activation of 
peripheral nociceptors, reduce the ascending transmission of pain signals from the 
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spinal cord to the brain, and activate the descending inhibition of pain signaling 
from the periaqueductal gray matter of the midbrain back down the spinal cord.

For acute severe pain that does not respond sufficiently to non-opioid analgesics 
(e.g., acute femur fracture managed in the emergency room), opioids can be highly 
effective. However, when used for chronic non-cancer pain, the efficacy data is 
much less compelling [16], and there is precious little data studying their efficacy 
when used for more than 6  months. The Agency for Healthcare Research and 
Quality (AHRQ) continues to update the evidence on opioids for chronic non-can-
cer pain. Their conclusion remains: “At short-term follow up … opioids are associ-
ated with small beneficial effects versus placebo but are associated with increased 
risk of short-term harms and do not appear to be superior to nonopioid therapy. 
Evidence on intermediate-term and long-term benefits remains very limited, and 
additional evidence confirms an association between opioids and increased risk of 
serious harms that appears to be dose-dependent” [16]. Yet, there are some patients 
who do exhibit sustained benefit, and opioids remain an important part of our anal-
gesic armamentarium.

Although the data on efficacy for chronic opioid therapy is sparse, there are 
many well-established and sometimes serious harms associated with opioid use, 
including not only addiction, diversion, and overdose death, but also a plethora of 
potential adverse effects ranging from constipation to sexual dysfunction. As a 
result, the risk-benefit assessment is not always clear, and physicians should pre-
scribe opioids sparingly and with great caution.

For chronic non-cancer pain, opioids are only indicated for patients with severe 
disabling pain that results from a potentially opioid-responsive diagnosis (i.e., not 
fibromyalgia, chronic headaches, or other pain syndromes for which there is little to 
no evidence that opioids are efficacious) that cannot be sufficiently controlled with 
non-opioid treatment alone including a combination of behavioral therapy, physical 
therapy, and multimodal pharmacotherapy. Even then, opioids should generally be 
avoided when contraindications are present (e.g., active untreated opioid use disor-
der). A full discussion of the potential risks and benefits of opioids is beyond the 
scope of this chapter, but there are several validated risk tools that can be used to 
help determine the relative risk of opioid use in an individual (e.g., the Revised 
Opioid Risk Took [ORT-R] [17] and the Screener and Opioid Assessment for 
Patients with Pain-Revised [SOAPP-R] [18]).

 Treatment Goal Setting

Before initiating opioid treatment for chronic pain, treatment goals should be dis-
cussed. Improvement of pain is important, but an appropriate treatment objective 
should include improvement in function. The more objective and specific the goal, 
the better to assess if a patient is showing improvement with opioid therapy. For 
example, a patient may identify being able to go for a walk or do simple house 
chores or babysitting as stated objectives. Identifying SMART goals which are spe-
cific, measurable, achievable, relevant, and time-bound is a good approach. It is also 
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important to educate patients that while opioids may improve pain severity, they 
cannot safely eliminate it completely. Living without pain cannot be the objective. 
Rather, living and functioning well despite the presence of pain is a much more 
realistic target.

To assess the baseline and subsequent impact of chronic pain once treatment is 
initiated, it can be helpful to use a validated tool to standardize the assessment. For 
example, the PEG score (pain average, interference with enjoyment and life, and 
interference with general activity) is short and easy to incorporate in practice [19]. 
This tool can help the clinician assess for and quantify improvement in pain and 
function. We recommend that the clinic director make this a practice-wide 
expectation.

 Informed Consent and Controlled Substance Agreements

Patients must be counseled about the potential risks and benefits of opioids prior to 
the first prescription. Expectation setting is important; patients need to be informed 
that not all chronic pain is responsive to opioids and that they will not be continued 
in the absence of demonstrated benefit. The paucity of efficacy data, while sobering, 
should be shared as well.

Relatedly, the many potential risks of opioid use need to be discussed in depth so 
that shared decision-making can take place. Many patients are already aware of the 
more common potential side effects such as constipation, nausea, itching, and seda-
tion, but the risk of falls, impaired driving, sleep-disordered breathing, and sexual 
dysfunction should be discussed as well. Discussing the risk of addiction and over-
dose is of paramount importance, and patients must know that the risk for sedation 
and overdose death increases as the daily total morphine milligram equivalent 
(MME) dose increases [20], and when opioids are mixed with other potentially 
sedating medications, such as benzodiazepines [21]. If a patient is already on ben-
zodiazepine therapy, the perils of using these drugs in combination need to be care-
fully considered.

Patients may also confuse physical dependence for addiction, so it is prudent to 
counsel them about how they differ. The risk for withdrawal with a sudden decrease 
in opioid use should be part of an informed consent discussion and can segue nicely 
into counseling about never using more opioid than prescribed and never giving or 
selling their medication to another person. Safe storage and disposal of opioids, as 
well as the need to inform all treating clinicians (e.g., specialists, emergency room 
personnel) that opioids are prescribed, are an important part of safety counseling 
as well.

Use of a controlled substance agreement (CSA), often erroneously and coer-
cively framed as a “narcotic contract,” can be helpful since the elements of informed 
consent can easily be incorporated into the form. These tools are recommended by 
most professional societies and practice guidelines, are mandated in some states, 
and are used in most academic medical practices. To be useful, the agreement must 
be written in plain language that patients can understand and should be framed as a 
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device intended to promote shared decision-making and informed consent while 
simultaneously emphasizing the shared responsibilities of both the patient and the 
prescriber to ensure safe use [22]. The document can and should clearly spell out 
office policies regarding refills, communication, safety monitoring (e.g., urine drug 
testing), and conditions under which opioids may need to be discontinued, but 
should not threaten discharge from the practice should the patient lose control over 
safe opioid use [23]. The clinician and the patient should review the CSA together 
and scan a signed copy into the medical record. An example of a controlled sub-
stance agreement, developed by one of the authors and adapted for use in their 
health system, is included at the end of this chapter as Appendix.

 Before the First Prescription

In addition to assessing whether chronic opioid therapy is potentially indicated, tak-
ing a thorough history to assess for contraindications (including an assessment for 
unstable psychiatric disease or a history of unsafe use of drugs and alcohol), estab-
lishing SMART goals, and fully engaging in the informed consent process, there are 
several other safety measures to implement before writing the first prescription. 
Firstly, it is important to recognize that patients suffering from opioid use disorder 
or who divert prescription opioids for personal gain may have a stronger relation-
ship with the opioid than they do with you [24], and thus may not be forthcoming 
with their history. Before writing the first prescription, it is prudent to review prior 
medical records, query the state prescription drug monitoring program (PDMP), 
and perform a urine drug test to assess whether there may be undisclosed controlled 
substances already in the patient’s system that would present a safety risk. Depending 
on the place in which you practice, some or all these interventions may already be 
regulatory requirements. Some PDMPs can query records from other states, and 
each of these tools provides some degree of objective data to guide medial 
decision-making.

 Principles of Safe Opioid Prescribing

 The First Prescription: Quantity

The initiation of opioid therapy for chronic pain should be considered as a therapeu-
tic trial that is only continued when the benefits clearly outweigh the risks. To mini-
mize those risks, a good mantra is to “start low and go slow,” which in practice 
means to start with a short-acting opioid at the lowest potentially effective treatment 
dose while performing frequent reassessments. The first prescription need not be for 
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30-days; an initial 1–2-week supply to assess for unexpected harm is a safe and 
sometimes mandated approach; several states legally limit the first prescription of 
new opioid therapy to no more than a 7-day (or fewer) supply [25]. Once a decision 
is made to continue opioid therapy, the wise prescriber will consider giving a 28-day 
supply rather than 30; a 28-day supply will always need to be refilled on the same 
predicable day of the week, thus empowering both the patient and the prescriber to 
more easily know when the next refill is due.

 The First Prescription: Short Acting Only

For opioid-naïve patients, a low dose of a short-acting opioid is recommended. 
Extended-release formulations and long-acting (ER/LA) opioids are available and 
can be a valuable tool in the management of chronic pain, especially in the manage-
ment of patients in hospice or with cancer-associated pain syndromes. However, 
even the lowest dose of most ER/LA opioids can be too much for opioid-naïve 
patients, and there is an increased risk for overdose when they are used early in 
therapy [26]. ER/LA formulations should only be used when higher doses of opi-
oids are necessary, when tolerance to opioids is present, and when the patient is 
suffering from “around-the-clock” pain that is not intermittent in nature.

 The First Prescription: Opioid Choice

Due to polymorphisms of the opioid receptor as well as individual differences in 
metabolism, it can be difficult to predict which opioid will work best for an indi-
vidual. Asking for a specific opioid by name can be a “yellow flag” for opioid mis-
use, but a patient who has required opioid therapy before may also simply know 
what works best for them. That said, it is prudent to start with a lower potency opi-
oid first, such as tramadol or hydrocodone, unless drug-drug interactions or other 
contraindications exist. If the total daily MME dose is low, short-acting morphine or 
oxycodone may be reasonable as well depending on the clinical situation. 
Transdermal buprenorphine, as a partial opioid agonist, has a favorable safety pro-
file and may also be considered in opioid-naïve patients with severe chronic pain. In 
contrast, highly potent or metabolically complex opioids can be dangerous to pre-
scribe and medications such as hydromorphone, fentanyl, and methadone should 
rarely if ever be used when starting opioid therapy. Due to methadone’s cardiac 
risks, potential drug-drug interactions, and complicated metabolism, those consid-
ering prescribing methadone for chronic pain should seek additional guidance [27]. 
A full accounting of the nuances of which opioid to choose is beyond the scope of 
this chapter, but many excellent resources exist on this topic.
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 The First Prescription: Opioid Dose

While no dose of opioids is clearly safe, the higher the daily opioid dose, the greater 
the risk of an overdose. There is compelling evidence that the risk of an overdose rises 
1.9- to 4.6-fold for those taking 50–99 mg MME/day, and those on >100 MME/day 
have a risk 2- to 8.9-fold higher than those on 1 to <20 MME/day [28]. The lower the 
dose, the safer the regimen. The CDC guidelines of 2016 state, “Most experts agreed 
that, in general, increasing dosages to 50 or more MME/day increases overdose risk 
without necessarily adding benefits for pain control or function and that clinicians 
should carefully reassess evidence of individual benefits and risks when considering 
increasing opioid dosages to ≥50 MME/day” [28]. Importantly, the updated 2022 
CDC Clinical Practice Guideline for Prescribing Opioids for Pain no longer defines 
specific dosing recommendations but instead calls for an individualized assessment of 
benefits and harms when increasing or adjusting opioid dosing [29].

 Ongoing Opioid Prescribing

For those on chronic opioids, follow-up visits should generally occur no less often 
than every 3 months, and more frequently when opioids are started or changed or 
aberrant drug use behaviors arise. Safety monitoring will be discussed more fully in 
the sections below, but indications and potential contraindications should be 
reviewed at each office visit and the safe storage and disposal of opioids should be 
periodically reemphasized. Repeatedly claiming that prescriptions were lost or sto-
len should raise concern for misuse or diversion, and a pattern of early refill requests 
suggests a safety concern that should prompt evaluation for opioid use disorder and 
possible medication discontinuation.

If pain remains severe despite opioid use, the clinician should consider increas-
ing the dose or changing the opioid but should also assess whether the patient may 
have a pain syndrome that is either unresponsive to opioids or worsened by them 
(e.g., opioid-induced hyperalgesia). Dose increases should be made carefully, grad-
ually, and with attention to the increased risks that accompany higher MME doses. 
Some patients will ultimately require high-dose opioid therapy, but in general, doses 
higher than 90 MME are rarely more effective than lower doses but are associated 
with significantly higher risk. Changing from one opioid to another can be effective 
but is also fraught with risk; differences in receptor affinity and metabolism lead to 
incomplete cross-tolerance, and thus a 1:1 equianalgesic dose conversion can lead 
to overdose. Instead, the calculated equianalgesic dose should be reduced by 25% 
or more to reduce this risk (many experts recommend a 30–50% initial dose reduc-
tion) and can then be increased later if needed [30].

For patients who are also taking other sedating medications, are on 50 MME/day 
or more of opioid therapy, or have other risks for overdose (e.g., untreated sleep 

D. G. Tobin and E.-P. Barrette



241

apnea, history of prior overdose, history of substance use disorders), naloxone 
should be co-prescribed [29]. This lifesaving medication can quickly reverse an 
overdose and should be easily accessible to both the patient and their family or loved 
ones. Many electronic health record (EHR) systems have reminders for naloxone 
when opioids are ordered, and we encourage practices to leverage this functionality 
when it is available. In some states, naloxone may also be prescribed directly by the 
pharmacist without an order from a physician or other practitioner, and on March 
29, 2023 the US Food and Drug Administration approved Narcan 4 mg (naloxone 
hydrochloride) nasal spray for over-the-counter use, although it was not yet widely 
available without a prescription at the time this chapter was written.

 New Patients Already on Chronic Opioid Therapy

New patients who are already on chronic opioid therapy from a prior prescriber 
deserve special mention. Regardless of the prescribing history, the new physician 
has an obligation to reassess the indications, contraindications, and risk-benefit pro-
file of opioids before continuing the prescription. Reviewing the PDMP to verify the 
prescription refill history, obtaining outside medical records to understand the prior 
clinical decision-making, and UDS testing are all important and prudent steps to 
take before continuing chronic opioid therapy. However, it can take time to obtain 
outside records, and an inadvertent prescribing gap can result in severe withdrawal 
and exacerbation of pain. Further, abrupt discontinuation of opioid therapy is asso-
ciated with an increased rate of suicide [31]. In the absence of unambiguous evi-
dence of misuse, offering a short-term refill (e.g., a few days) while verifying 
outside information can be acceptable.

 Discontinuing Opioid Therapy

Opioids should be discontinued when the benefits of opioid therapy no longer out-
weigh their risks for an individual patient. Triggering factors could include insuffi-
cient analgesic benefit, severe side effects that cannot be effectively managed, 
unsafe opioid use, evidence of diversion, or new comorbidities (including addic-
tion) that contraindicate ongoing prescribing. Whether opioids are slowly tapered 
off or stopped more quickly depends on the reason they are being discontinued and 
the risks associated with ongoing use. For example, if there is concern for diversion 
and UDS testing is negative for the prescribed opioid, it may be appropriate to dis-
continue opioids without a taper. However, a slow taper to minimize the risk of 
withdrawal is prudent if the opioid is being discontinued because of changing 
patient preference or lack of clinical benefit.
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 Treating Opioid Use Disorder

When chronic opioid use devolves into addiction or another substance use disorder is 
identified, the primary care physician must be able to screen for the problem, make the 
diagnosis, and refer the patient for treatment. Addiction is a brain disease, not a moral 
failing, and the presence of this diagnosis should not result in termination from the 
medical practice [23]. Instead, the treating physician should work with the patient to 
direct them to further care. The clinic director can gather information about commu-
nity and specialty resources to empower the physicians in the practice and facilitate 
the referral process. Ideally, the practice should also be able to directly manage opioid 
use disorder with the use of buprenorphine, prescribed from the primary care setting. 
Until recently, physicians were required to complete an 8-h waiver training course 
before they could apply for a waiver (an “X number”) from the Drug Enforcement 
Administration (DEA) to prescribe buprenorphine. However, recent policy changes 
by the Department of Health and Human Services have relaxed the prescribing require-
ments. Initially, physicians were required  to file a Notice of Intent (NOI) with the 
Substance Abuse and Mental Health Services Administration (SAMHSA) which, 
after approval, allowed for buprenorphine treatment of up to 30 patients with opioid 
use disorder without additional training [32]. More recently, the buprenorphine-spe-
cific requirements were eliminated altogether; as of June 27, 2023 the DEA 
only requires a one-time attestation during controlled substance registration or renewal 
that prescribers have completed 8 hours of training on the management of patients 
with opioid or other substance use disorders. With these changes, the barrier to man-
aging opioid use disorder in primary care has been significantly reduced, and there is 
little justification not to offer this service.

 Safety Monitoring

 Collateral Information

Protecting a patient’s privacy and safeguarding their protected health information 
are critically important and a legal requirement. However, collateral information 
from family, friends, and other clinicians can be informative and helpful. Obtaining 
consent to reach out to significant others can facilitate communication, and the pre-
scriber should be receptive to input from others when it can be obtained in a HIPAA-
compliant way. Unsolicited concerns from family and friends should be considered 
carefully (while also remaining vigilant for the possibility of secondary gain), and 
outreach from other health professionals (e.g., the pharmacist) should be taken very 
seriously.
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 Prescription Drug Monitoring Programs (PDMPs)

Reviewing your state’s PDMP prior to providing the first prescription and before 
issuing refills can provide essential safety data and is legally required in some states. 
This tool can help to detect concerning substance use behaviors such as early refills, 
outside prescribers, use of multiple pharmacies, and other evidence of “doctor shop-
ping.” In some states, the PDMP can be accessed on the prescriber’s behalf by a 
clinical surrogate (e.g., nurse), and some health systems have worked with their 
state to allow for PDMP access directly through their electronic medical record via 
a single sign-on. The few moments it takes to gather this data is an important invest-
ment in patient safety, but practices should endeavor to access this resource effi-
ciently and leverage the use of surrogates and support staff to minimize the 
associated burden on physician time [33]. Of note, not every controlled substance 
will show up in the PDMP. For example, methadone will not typically be visible 
when it is dispensed from a drug treatment program (i.e., not filled at a pharmacy).

 Pill Counts

Periodically, and when concern for aberrant drug use behavior arises, it is prudent 
to ask the patient to bring their medication into the office for a pill count. If the 
patient is not able to account for missing medication, it suggests that the patient is 
either taking more of the medication than prescribed or diverting the medication 
elsewhere. In either case, this should prompt further assessment of the safety of 
ongoing opioid prescribing. Notably, asking patients to come to the office for pill 
counts can be inconvenient, and patients may interpret the request as a lack of trust. 
For these reasons, we advise clinicians to counsel patients about the potential need 
for this monitoring before the first prescription (e.g., in the CSA) and to standardize 
the practice as a routine part of safety monitoring.

 Urine Drug Screening

Urine drug screening (UDS) should be part of the safety monitoring plan, and sev-
eral excellent resources exist that outline best practices [34, 35]. Although UDS has 
several limitations (described below), it can provide objective data as to whether the 
patient is taking the prescribed medication and/or using non-prescribed or illegal 
substances, and this monitoring is part of the standard of care. When the need for 
UDS is disclosed up front and done routinely in a uniform safety-driven manner, 
potential stigma can be greatly reduced.

Although blood, hair, and nail testing can be used in some circumstances, urine 
is typically the most convenient and helpful substrate to test at the point of care. 
Depending on the assay, most controlled substances can be detected in the urine for 
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3 days or longer after last use, so it is important to ask the patient when they last 
took their medication before collecting urine for testing. If there is concern that the 
urine was adulterated, urine temperature, color, urinalysis, and/or urine creatinine 
can be used to verify the validity of the sample and detect dilution.

Interpreting UDS results requires an understanding of the assay used for testing 
and what medications your patient is taking. Immunoassays are good qualitative 
screening tests as they are inexpensive and result quickly, but they can be con-
founded by both false-positive and false-negative results. For example, a false nega-
tive may result if the patient is taking the medication as prescribed, but the measured 
value is just below the reporting threshold. Similarly, if your patient is taking a 
semisynthetic opioid such as oxycodone, it may not show up on an “opiate” immu-
noassay, which usually screens only for drugs that metabolize to morphine or 
codeine; in that case, it would need to be ordered separately. It is critically important 
to know what test you are ordering to understand what the results mean.

Unexpected results should be tested further with a confirmatory test (e.g., gas 
chromatography/mass spectrometry) on the same sample whenever possible. Many 
labs allow for reflex confirmatory testing, which can facilitate this process. These 
confirmatory tests are highly specific and quantitative, although slower to result and 
more expensive than screening immunoassays. Here, a knowledge of drug metabo-
lism is extremely important. For example, if the prescriber is not aware that a small 
portion of hydrocodone is metabolized to hydromorphone and that substance is 
detected, they may mistakenly conclude that non-prescribed hydromorphone was 
being used. When in doubt, have a low threshold to reach out to your institution’s 
toxicologist and lab specialists for further guidance on how to interpret a sample.

How often to test should depend on the clinician’s assessment of risk. Getting a 
UDS before the first prescription is important for the reasons described previously, 
and UDS testing should then be done “periodically,” but at least annually. We rec-
ommend urine drug testing on a quarterly basis and whenever the clinician suspects 
aberrant drug use behavior. Patient refusal to provide a urine sample for testing 
should be considered a red flag and warrants a careful reassessment as to whether 
opioids can continue to be safely prescribed.

The confirmed presence of an illegal or non-prescribed controlled substance in 
the urine should prompt a discussion and not an immediate termination of the drug 
and/or the patient. Additionally, cannabinoids have been legalized in many states 
(not federally) for medical and recreational use, so their presence needs to be con-
sidered within the regulatory framework of the state in which the physician is prac-
ticing. Cannabinoids may help with chronic pain management and can have an 
opioid-sparing effect, although a new meta-analysis published in November 2022 
found the analgesic efficacy to be equivalent to placebo [36]; the medical use of 
cannabinoids is an area of active study and evolving regulatory changes. Of note, 
regular cannabinoid use can result in a persistently positive UDS for weeks to 
months after they are stopped, so this needs to be considered as well when interpret-
ing the results of a UDS [37].

In contrast, the presence of a higher risk substance such as cocaine or metham-
phetamine represents a more immediate safety concern and may contraindicate the 
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ongoing prescription of opioids if the patient is unable to refrain from future use. As 
always, the assessment of the best next step in these cases should be personalized, 
based on clinical judgment, and should prioritize safety. Patients with an active 
untreated substance use disorder may certainly have coexisting chronic pain, but 
opioid prescribing is rarely safe or appropriate in this circumstance. Repeatedly 
abnormal UDSs that demonstrate the presence of an illegal or non-prescribed con-
trolled substance suggest that the patient has lost control over their prescription and 
substance use and addiction is likely. Opioids prescribed for analgesia should be 
tapered or discontinued, depending on the circumstances, and the patient should be 
treated (or referred) for addiction, as necessary. Importantly, a decision to discon-
tinue opioid therapy should not equate to a decision to terminate the patient from the 
practice; a patient with a newly diagnosed substance use disorder needs ongoing 
care, and termination from the practice solely for this reason should be considered 
a form of patient abandonment [23].

Transparent, honest, and safety-focused communication is key when treating 
patients with chronic pain. Often, patients suffering from chronic pain—especially 
those on chronic opioid therapy—encounter stigma and discrimination during their 
care and may be “primed” to expect that you will discount their pain or look for a 
reason to discontinue their opioids. The wise prescriber will remain alert to the pos-
sibility of a scam (e.g., a patient who diverts most of their opioids for financial gain 
but saves a couple of doses to take before an anticipated UDS) but must also 
endeavor to remain sensitive to the many challenges patients face. The decision to 
prescribe or discontinue opioid therapy should be based on a rational and evidence-
based assessment of the clinical circumstances, not on presumptions or 
countertransference.

 Special Considerations for the Academic Medical Practice

 Training

In an academic medical practice, physicians of variable experience and educational 
status share responsibility for the patients under their care. Without appropriate 
training and role modeling from attending physicians, patient safety can be jeopar-
dized. Further, insufficient education will significantly disrupt resident confidence 
in how to prescribe opioids appropriately and safely in the ambulatory setting and 
may result in both overprescribing and underprescribing. To address this, we urge 
residency programs and academic medical practices to include dedicated training 
on safe opioid use early in the intern year, ideally during intern orientation. This 
should be supplemented by periodic faculty development and, when possible, avail-
ability of a local expert who can offer guidance to colleagues and trainees when 
complex cases arise. Additionally, the clinic director should prepare a summary of 
local clinic policies and regulatory requirements that is available for easy review.
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We also recommend that the clinic director periodically audit the opioid pre-
scribing patterns of their clinicians to identify the need for more training; use of 
chronic opioid registries or similar tools embedded within the EHR can facilitate 
this review. Opioids should be prescribed based on accepted medical principles and 
personalized to the clinical needs of the patient, so while there may be some vari-
ability, extremes in opioid prescribing suggest the need for additional education. 
Practices with some physicians who never prescribe opioids and others who do so 
very liberally should engage in reflection as to why this may be the case and look 
for opportunities to enhance training and standardization of care.

 Standardizing Workflows

The importance of standardizing workflows cannot be overstated, especially in a 
busy resident clinic. When the approach to opioid prescribing varies significantly 
across the practice, the clinic can rapidly devolve into chaos, especially if there is 
inconsistency with how refills are handled.

For example, many residency programs function on a block schedule where resi-
dents periodically rotate in and out of the clinic setting, necessitating refills to be 
managed by colleagues. The academic medical practice should have a clearly 
defined approach to how refill requests are processed when the primary prescriber 
is on a nonambulatory rotation. Some clinics handle these refills via a “team resi-
dent” approach where a defined team of house staff and attendings manage a shared 
patient panel to preserve continuity. Other clinics utilize a rotating and less targeted 
“doc-of-the-day” approach. Still others ask the supervising attending to manage 
opioid refills in the resident’s absence. Although unavoidable, prescribers should be 
aware that some PDMP systems may see multiple prescribers and inaccurately 
assign a patient a higher risk profile in their reports. Regardless of the approach the 
practice adopts, it should be deployed uniformly so that refill requests do not linger 
in an absent clinician’s electronic in-basket, unseen and unfilled.

Relatedly, it is important to define how and when refill requests can be processed. 
For example, an academic medical practice should have a clear policy on whether 
controlled substance refills will be managed after hours or on weekends to minimize 
miscommunication and to preserve the sanity of the on-call physician. We strongly 
encourage clinics to adopt a policy that restricts opioid refills to normal business 
hours so that the treating physician can have sufficient time to review the refill 
request for safety.

There should also be a standardized workflow on how to handle early refill 
requests. If the request comes earlier than expected, is there a process by which the 
clinical support team communicates with the patient or pharmacy to determine 
why? Can the EHR be set up so that early requests are automatically flagged for 
review? Some patients may have previously encountered difficulty getting their 
refills handled in a timely way, so they may request refills early for fear that the 
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prescription will not be processed in time. Having an organized, consistent, and 
logical process for managing refill requests benefits both patients and prescribers.

In addition to refill requests, academic medical practices should also standardize 
safety monitoring processes. Depending on the state, clinical support staff (e.g., 
RNs) may be able to access the PDMP on behalf of the prescriber, which can 
improve physician efficiency while enhancing safety. The clinical support team can 
also operationalize pill counts, UDS testing, and questionnaires to evaluate pain and 
to screen for opioid misuse (e.g., the Current Opioid Misuse Measure) [38] at 
defined intervals for an “average-risk” patient. We urge the clinic leadership to work 
with their teams so that everyone works to the top of their training and coordinates 
their efforts to improve opioid prescribing safety.

 Institutional Drug Enforcement Administration (DEA) 
Number Use

Residents practicing in their sponsoring hospital’s on-site clinic may be permitted 
to prescribe controlled substances to patients of the practice using the hospital’s 
site-specific institutional DEA number, with an assigned suffix, as outlined by 21 
CFR 1301.22 from the Code of Federal Regulations [39]. However, the DEA cur-
rently takes the position that residents practicing off-site at nonhospital-owned prac-
tices may not use the hospital’s site-specific institutional DEA number for patients 
of the practice. Instead, the DEA requires the house staff either use that institution’s 
own institutional DEA number—if they have one—or that controlled substances be 
prescribed only by clinicians assigned their own individual DEA number. In prac-
tice, this means that residents are not allowed to prescribe controlled substances at 
all in that practice setting. This is unfortunate as it negatively impacts residents’ 
medical education; residents must learn to prescribe controlled substances safely, 
and this shortsighted stance deprives them of the ability to do so under supervision. 
Additionally, forbidding residents from prescribing controlled substances in an aca-
demic medical practice also impairs the clinic’s ability to provide timely patient 
care. With this restriction in place, prescriptions cannot be filled by the patient’s 
resident primary care provider but instead need to be passed along to other physi-
cians for additional review, adding complexity and delay to what should be a 
straightforward process. Furthermore, Section IV.C.3.g(7) of the Accreditation 
Council for Graduate Medical Education (ACGME) Program Requirements for 
Graduate Medical Education specifically states: “residents must write all orders for 
patients under their care, with appropriate supervision by the attending physi-
cian …,” so this DEA prohibition violates that requirement. For all these reasons, 
several institutions are contesting the DEA’s stance. However, until and unless 
things change, practices must ensure that processes are in place to prevent residents 
from prescribing opioids or any other controlled substance while working in those 
settings.

16 Safe Opioid Prescribing and Controlled Substance Policies



248

 Treating Opioid Use Disorder

As previously detailed, safe opioid prescribing also requires the clinician to know 
when opioids are no longer safe to use and when the patient has developed an opioid 
use disorder. The academic medical practice can address this by incorporating train-
ing about buprenorphine prescribing and substance use disorder management into 
the educational curriculum. Several functional models for enhancing resident train-
ing in opioid use disorder exist, and we encourage the clinic director to take a lead-
ership role in organizing this effort [40, 41].

 Monitoring Best Practices and Quality Improvement

The ACGME Common Program Requirements prioritize quality improvement, 
practice-based learning, and faculty development as core objectives [42]. Academic 
medical practices are well positioned to implement initiatives to meet these goals 
with a focus on opioid safety. For example, the clinic director can partner with core 
faculty and practice management to audit opioid use and assess for adherence to 
best practices (e.g., controlled substance agreements, naloxone co-prescribing, 
urine drug screen testing) or risky prescribing (e.g., high-dose opioids, benzodiaz-
epine co-prescribing). As gaps are identified, quality improvement initiatives as 
well as focused training (see prior section) can be implemented with the dual objec-
tives of improving patient safety and enhancing medical education.

 Conclusion

The evaluation and management of pain are unavoidable in primary care, and opioid 
therapy continues to play an important—although increasingly limited—treatment 
role. As potentially helpful but dangerous medications, the regulatory landscape of 
opioid prescribing continues to tighten and medical education on safe opioid pre-
scribing is more important than ever. The academic medical practice stands at the 
intersection of care delivery and ambulatory medical education, so it is critical for 
the clinic director and the residency program to develop educational and opioid-
related practice standards to protect patients and to guarantee that the next genera-
tion of prescribers will be able to prescribe opioids as safely and effectively as 
possible.
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 Introduction

Substance use disorders (SUDs) are widespread and are urgent public health issues 
that must be addressed within academic medicine. This chapter outlines a series of 
practical steps and considerations to develop a dedicated SUD clinic within an aca-
demic medical practice. Topics covered in this chapter include a stepwise approach 
to the development of such a clinic: defining clinic goals, defining a curricular 
approach, exploring institutional support, establishing clinic logistics, and “taking it 
to the next level” by expanding clinical and educational initiatives. To address the 
alarming rates of overdose deaths due to opioids and other substances, there is a 
critical need for academic medical centers to expand access to addiction treatment 
services within their departments.

Outline
• Overview
• Steps to setting up a substance use disorder clinic within a residency program 

primary care practice

 – Step one: define goals
 – Step two: define curricular approach
 – Step three: institutional support
 – Step four: patient and population considerations
 – Step five: clinic logistics
 – Step six: taking it to the next level

• Clinical initiatives
• Educational initiatives
• Conclusion

 Part I: Overview

Substance use disorder (SUD) remains a prominent public health issue that has 
resulted in alarming rates of opioid, stimulant, and polysubstance overdose deaths 
[1]. The COVID-19 pandemic has only exacerbated the overdose crisis, as well as 
increased adult alcohol use [1, 2]. SUD’s consequences extend beyond overdose 
deaths to include negative impacts on individual relationships, financial well-being, 
family stability, and risk for significant medical complications such as severe infec-
tion [3, 4]. Expanding access to addiction treatment services is paramount. In 2020, 
among individuals aged 12 years and older with an SUD in the past year, only an 
estimated 6.5% (2.6 million people) received any substance use treatment in the 
past year in the United States [5]. To address this crisis and decrease overdose- 
related deaths, internists must play an active role in helping to close the gap in 
screening, identification, and treatment of SUD.
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This wide gap exists in part due to stigma and misconceptions around SUD, as 
well as a lack of SUD training in the primary care workforce at undergraduate medi-
cal education (UME), graduate medical education (GME), and continuing medical 
education (CME), as well as other health professional trainees and practitioners 
including physician assistants and advanced nurse practitioners [6]. Many highly 
effective medications used for the treatment of SUD remain underutilized in all 
medical settings. For example, it has been over 20 years since the passage of the 
Drug Addiction Treatment Act of 2000 (DATA 2000), which made it possible for 
clinicians to prescribe office-based buprenorphine for the treatment of opioid use 
disorder (OUD); yet, among those who have a waiver to prescribe buprenorphine, 
only about 51% reported writing at least one buprenorphine prescription in the past 
22 months [7]. A survey of primary care physicians (PCPs) found that only 36% of 
participants reported feeling comfortable treating OUD with medications, with only 
10% of PCPs reporting that they had the necessary waiver to prescribe buprenor-
phine for the treatment of OUD [8]. To expand access to lifesaving medications for 
addiction treatment, such as buprenorphine, residency programs must provide 
meaningful didactic and clinical training in addiction medicine. One way to do so is 
to establish a dedicated SUD clinical and learning experience within a residency 
program.

Currently, addiction medicine curricular content within medical schools’ stan-
dard UME and GME training remains sparse. Throughout 4 years of UME educa-
tion, an average of only 12 hours of curricular time is devoted to the topic of SUD 
[9]. This education tends to vary in content and teaching intensity, with a range of 
topics taught such as brief intervention and referral to treatment (SBIRT), opioid 
overdose response, and medication management of OUD with buprenorphine [10]. 
Within GME education, a national survey of internal medicine (IM) residency pro-
grams in 2019 reported that 71% of programs required a didactic for treating OUD, 
yet only 11.7% offered an ambulatory addiction medicine clinic rotation [11]. Even 
fewer programs offered addiction consult services (4.6%), and only 0.3% of resi-
dents completed buprenorphine training [11]. Notably, in a review of training mod-
ules to teach resident physicians to care for those with OUD, less than half of the 
interventions involved direct patient care [12]. Effective on July first, 2022, the 
ACGME requires IM programs to provide instruction within the multidisciplinary 
subspecialty of addiction medicine in their core educational content [13].

Investment in addiction medicine education involving direct patient care is likely 
to promote interest within the field. Educational interventions involving patient care 
have been noted to lead to residency graduates obtaining a DATA 2000 waiver to 
prescribe buprenorphine and prescribing the medication, which at this time is the 
gold standard in the care of patients with OUD treated in general medical settings 
[14]. Furthermore, residents have reported a desire to obtain education in prescrib-
ing buprenorphine if offered by their program [15]. Several programs have success-
fully created clinical sites to care for patients with SUD [16, 17]. Residency 
programs that have adopted robust, required, patient-centered, experiential addic-
tion medicine training opportunities have successfully fostered an interest in treat-
ing patients with SUD [17]. Therefore, we suggest a series of steps (Fig. 17.1) that 
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may be useful in developing and implementing an SUD clinic within a longitudinal 
residency practice. We recognize, in practice, that not all steps will be feasible or 
necessary depending on local resources (e.g., faculty with clinical expertise in 
addiction or the ability of the clinic to provide injectable medications). Of note, in 
this chapter, we focus on substances other than tobacco/nicotine, yet encourage 
clinics to include smoking cessation counseling and pharmacotherapy as a compo-
nent of their primary care clinical practice. Likewise, while cannabis is not a focus 
of this chapter, certain clinics may elect to provide evidence-based treatment based 
on their preferences and local needs.

Creating a
SUD Clinic

1. Define 
Goals

2. Define 
Curricular 
Approach

3. Institutional
Support

4. Patient &
Population

Considerations

5. Clinic
Logistics

6. Taking it to
the Next Level

Fig. 17.1 A series of six suggested steps we have found helpful in developing and implementing 
a SUD clinic within a residency longitudinal practice. In practice, not all steps will be feasible or 
necessary depending on local circumstances
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 Part II: Steps to Setting up a Substance Use Disorder Clinic 
within a Residency Program Primary Care Practice

 Step 1: Define Goals

The initial step in developing an outpatient SUD clinic integrated within a residency 
program is to define goals. An SUD clinic for residents can have a broad spectrum 
of goals and offer a variety of services. The purpose of the clinic may range from a 
straightforward assessment and referral to treatment for individuals with substance 
use to comprehensive on-site treatment that includes treating individuals with medi-
cations for all SUDs (opioid, benzodiazepine, alcohol, nicotine, stimulant, and can-
nabis use disorders) with the integration of behavioral care in the clinic (Fig. 17.2). 
Based on local needs, some clinics may opt to focus on a subset of disorders such as 

Fig. 17.2 Defining goals
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alcohol use disorder (AUD) or OUD alone. Core components may include an array 
of options such as medications for opioid use disorder (MOUD), AUD pharmaco-
therapy, and a modicum of behavioral health support such as group visits or peer 
support. Figure 17.2 outlines several categories that one may consider when defin-
ing clinic goals.

To aid this effort, a targeted needs assessment should be performed to determine 
what current clinical and educational opportunities exist at your institution. This 
includes looking at addiction electives, or other specialties currently offering addic-
tion services including psychiatry, family medicine, addiction psychiatry, addiction 
medicine, correctional medication electives, and high-risk obstetrics. In addition, 
obtaining information on local didactics such as DATA 2000 waiver trainings, lec-
tures, and academic half-day content on SUD can be helpful in defining the scope 
of the curriculum. This will help create a balance of meeting the local clinical need 
for these services, as well as the educational need of the residents.

A helpful step in the needs assessment might include visiting another program to 
observe the implementation of goals and integrated core components within the 
clinical setting [12]. Notably, SUD treatment models may vary in different states. 
One common approach is the development of a hub-and-spoke model, where addic-
tion treatment centers represent the “hub” and are paired with PCPs who can pre-
scribe buprenorphine as the “spoke” [18]. Once patients are stabilized within the 
addiction treatment centers, patients are then transitioned to primary care clinics, 
with or without resident providers, who provide ongoing support as needed [18]. 
This model can benefit the resident and patient by helping develop a continuity 
relationship.

Ultimately, the goal of an SUD clinic is to focus on patient-centered treatment 
planning with retention and linkage to ongoing care as the primary outcome. 
Individuals may present to the clinic with goals ranging from abstinence to safer 
substance use practices. Embracing harm reduction as a set of pragmatic principles 
designed to reduce the harms of substance use is encouraged [19]. Retention in 
treatment has been demonstrated to improve patient outcomes, and one study dem-
onstrated that patients staying in treatment for their OUD for 1 year or longer were 
nearly five times as likely to have better outcomes [20]. Addiction is a chronic dis-
ease, and episodes of return to use are the norm. Thus, patients should not be dis-
charged from the clinic if a return to use occurs; instead, clinicians should reassess 
the patient’s individual goals and tailor the treatment recommendations accordingly.

 Step 2: Define Curricular Approach

Once the clinical goals of the clinic have been defined, we recommend determining 
the educational goals of the clinic. A key component underlying the curriculum is 
ensuring that the clinic adopts the use of accurate, non-stigmatizing medical 
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terminology when discussing addiction medicine topics with leadership, staff, 
learners, patients, and families [21]. The use of language such as “abuse,” “addict,” 
“alcoholic,” and “clean or dirty urine” should be avoided and replaced with person- 
first language, such as replacing the term “addict” with “patient with an SUD.” 
Research suggests that stigmatizing language can negatively impact patient care 
[22]. Clinic staff modeling person-first language will help decrease stigma towards 
individuals with SUDs [22–24]. Training faculty and staff on the use of preferred 
terminology for individuals with SUD should be a component of developing 
your clinic.

The structure and delivery of addiction medicine education may vary, and the 
2022 ACGME common program requirements have included addiction as the core 
content for internal medicine residency programs. Ideally, all residents will have 
some form of clinical experience providing assessment and treatment to individuals 
with SUDs. For example, an addiction subspeciality clinic could be created where 
trainees can rotate to learn how to assess and initiate treatment, while more stable 
patients with SUD can be cared for in primary care [18]. Depending on the ability 
of faculty to provide supervision in the management of SUD (i.e., buprenorphine for 
treatment of OUD, or familiarity with using medications for treatment of AUD), 
some programs may need to link learner curricula to faculty development activities 
[17]. Lastly, efforts should be made to maximize continuity for residents so they can 
gain experience in SUD chronic disease management.

In addition to addiction medicine clinical experiences, due to the heterogeneity 
of addiction education at the UME level, developing standard teaching content is 
necessary, so individuals will develop knowledge of medications and psychosocial 
interventions for SUD. Preclinic teaching, delivered immediately before the dedi-
cated half-day SUD clinic sessions, is one method that may be used, so learners can 
immediately apply new knowledge in the context of direct patient care [17]. For 
programs that elect to integrate addiction experiences within a resident continuity 
panel, care should be taken to ensure that all residents receive core didactic and 
skill-based training in the diagnosis, assessment, and treatment of SUD.

 Step 3: Institutional Support

Identifying local clinical champions as well as securing both institutional and edu-
cational support is an important step in establishing and sustaining an SUD clinic. 
For those developing a half-day SUD clinic, arranging a meeting with department 
and residency program leadership will be important to develop an attending staffing 
model. For example, one program created an attending staffing model utilizing 0.1 
full-time equivalents for one half-day of precepting time in such a clinic [17]. When 
integrating addiction treatment, such as office-based opioid treatment (OBOT) 
within a residency continuity clinic, one should discuss at the leadership meeting 
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how to ensure that residents will be paired with a consistent faculty member that 
feels comfortable prescribing buprenorphine for the treatment of OUD [18]. 
Recruiting new faculty, or providing faculty development for existing faculty, may 
be necessary [16]. In addition, consider seeking support for multidisciplinary staff 
such as APRNs or PAs, clinical psychologists, and licensed clinical social workers 
to integrate within your clinic site.

 Step 4: Patient and Population Considerations

To provide care for individuals with SUD, we recommend clarifying insurance 
coverage for relevant medications (e.g., buprenorphine-naloxone formulations) 
and office visits, particularly for Medicaid/Medicare-covered individuals. Prior 
authorizations or annual limits may be imposed based on Medicaid formularies 
in certain states. Notably, states with Medicaid prior authorization requirements 
have been linked to lower odds of buprenorphine provision among addiction 
treatment programs [25]. Understanding state Medicaid coverage will assist 
with providing seamless evidence-based treatment as well as improve clinic 
efficiency.

Next steps include identifying referral sources for patients. Some examples may 
include the emergency department, a primary care practice, inpatient referrals, 
intensive outpatient programs, halfway houses, “hub-and-spoke model” [18], or 
inpatient addiction treatment service referrals. Factors to consider when eliciting 
referrals may include EMR integration, volume of referrals, geographic location, 
and community need. Depending on the referral source, an addiction medicine 
clinic may expect a range of show rates. For example, in our experience, patients 
referred internally from within our primary care practice have a higher show rate 
than individuals referred from the emergency department.

In addition to seeking referral sources, identifying and partnering with local 
community resources as well as with interprofessional team members are crucial to 
the success of a clinic. Many individuals will benefit from the addition of psychoso-
cial interventions to their treatment plan. Knowing how to refer to intensive outpa-
tient programs, psychologists, recovery coaches, peers, and mutual self-help groups 
is beneficial. Furthermore, as addiction is a chronic relapsing-remitting disease, 
individuals may, at times, require additional support beyond the outpatient clinic, 
such as detoxification or residential treatment. The American Society of Addiction 
Medicine (ASAM) has developed formal criteria for the level of care of treatment 
programs, which range from early intervention (level 0.5) to medically managed 
intensive treatment programs (level 4.0) [26]. Identifying local resources and the 
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level of care they provide, as well as understanding the details of how to refer to 
these facilities, insurance coverage constraints, and overall availability, is crucial to 
the success of a nascent addiction clinic.

Beyond referral sources, to protect individuals with SUDs against discrimina-
tion, additional privacy regulations apply in certain conditions. These are defined by 
federal privacy regulation under 42 code of federal regulations Part 2 (42 CFR part 
2) [27]. It requires that clinics whose primary function is providing addiction treat-
ment (e.g., addiction specialty clinics) must have written consent before releasing 
SUD treatment information [27]. In contrast, 42 CFR Part 2 does not apply to clini-
cians who are providing SUD treatment within a primary care setting or integrated 
care setting (e.g., PCP prescribing buprenorphine to their longitudinal patient) [27]. 
How an addiction medicine clinic is integrated into a health care system, as well as 
the staffing model, will determine whether 42 CFR Part 2 privacy regulations will 
apply. We recommend meeting with your institution’s compliance officer to assist 
with this determination.

 Step 5: Clinic Logistics

Once the above issues have been worked out, there remain several practical consid-
erations to address, particularly with regard to the use of OBOT. While providers 
previously needed to complete DATA waiver training (informally called the 
X-waiver), this requirement was eliminated on December 29, 2022 with President 
Biden’s signing of the Consolidation Appropriations Act of 2023, which contained 
the Mainstreaming Addition Treatment Act. Currently, any individual with a DEA 
license can prescribe buprenorphine for the treatment of OUD in accordance with 
their state's scope of practice. Faculty who previously were not prescribing buprenor-
phine may require additional training or support as they gain comfort and familiar-
ity with prescribing this medication. 

Methadone for the treatment of OUD, in contrast to buprenorphine, is not an 
option for most residency-based SUD clinics, as federal regulations require that 
methadone for the treatment of OUD can only be provided via federally licensed 
methadone opioid treatment program (OTP) (i.e., methadone cannot be prescribed 
for OUD in primary care settings) [28].

The remaining medications for treating SUD, e.g., naltrexone for OUD or AUD, 
acamprosate for AUD, and disulfiram for AUD, require no special licensure or train-
ing and can be prescribed by any provider. Additionally, prescribing naloxone for 
overdose prevention does not require any special licensure or training. Logistical 
concerns regarding injectable medications, e.g., intramuscular naltrexone, are 
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discussed below. While the focus in a substance use clinic may be the provision of 
OBOT, harm reduction strategies are no less important. In particular, patients should 
be co-prescribed naloxone with all opioid prescriptions, including medications for 
OUD, and those on long-term opioid treatment for pain [29]. If available, sharps 
disposal kits, needles, syringes, cookers, and other sterile supplies can be offered 
on-site or through referral to a syringe exchange program [30].

Successful implementation of a novel clinical service requires thoughtful atten-
tion to how that service is maintained during nonbusiness hours. This is particularly 
true of nascent buprenorphine treatment programs, which may be run by a sole 
individual who is comfortable prescribing buprenorphine. While additional training 
is no longer required to prescribe buprenorphine, prescribers will need to determine 
whether or not their clinical partners are willing to prescribe this medication during 
non-business hours. Until this sole clinician  identifies a clinical partner to share 
weekend and after-hours coverage, they will be obligated to think creatively about 
how their patients will be cared for in their absence. Some providers may partner 
with other local clinical sites to share call responsibilities. In general, with buprenor-
phine’s long half-life, most refill issues can be deferred until the next business day 
without complication. In contrast, patients experiencing opioid withdrawal result-
ing from a complicated home induction typically require the guidance of a trained 
buprenorphine prescriber. As such, a threshold minimum of two providers sharing 
clinical duties is recommended.

Ultimately, the goal of an addiction treatment clinic is to stabilize patients’ sub-
stance use behaviors with pharmacotherapy and with adjunctive behavioral support 
to the point that they are no longer routinely using non-prescribed drugs or alcohol, 
are adhering to a stable medication regimen, and no longer need the weekly/monthly 
return to use prevention support of a dedicated addiction program. Such patients 
should ideally be transitioned back into primary care, with the caveat that both 
patient and primary care provider know to reach back out to the addiction clinic 
should the need arise. Transitioning stable patients who are prescribed buprenor-
phine, in particular, back to primary care serves to (1) ensure that access to the 
addiction clinic is maximally utilized; (2) maintain that the educational mission of 
the addiction clinic—to learn how to stabilize/manage unstable SUD in the primary 
care setting—is preserved; (3) encourage other core faculty to obtain their buprenor-
phine waivers, to aid in “reabsorbing” stable patients prescribed buprenorphine; and 
(4) foster the idea that treating addiction in primary care settings, especially for 
stable patients, should be considered a routine aspect of primary care medicine.

With the rapid turnover of residents rotating through a dedicated addiction clinic, 
it is fruitful to create note templates within one’s EMR, geared towards ensuring 
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consistency in documentation, while also cueing learners regarding what should be 
covered in a typical visit. For example, a template that includes question prompts, 
e.g., “Have you had any cravings since the last visit?” and clinical reminders, e.g., 
“Review of recent UDS results?” and “Patient prescribed naloxone and educated on 
its use?”, ensures that important items are not neglected. See Appendix for exam-
ples of note templates.

Just as the standard care of patients with hypertension and diabetes requires rou-
tinely obtaining blood pressure, blood glucose, and urinalysis data, patients with 
SUD will also require a strategy for monitoring treatment. Principally, treatment 
monitoring heavily relies upon patient assessment and urine drug testing (UDT) 
[31]. While there may be regional variations, a UDT should generally include opi-
ates, benzodiazepines, amphetamine/methamphetamine, cannabis, PCP, barbitu-
rates, oxycodone, cocaine, and methadone. In light of the expansion of fentanyl and 
other high-potency synthetic opioid use across the United States, adding urine fen-
tanyl may also be appropriate [32]. Lastly, urine buprenorphine and norbuprenor-
phine testing should be added for patients prescribed buprenorphine and should be 
interpreted with care. For patients undergoing a benzodiazepine or opioid taper, 
quantitative analysis may be useful [33]. UDT should be ordered with reflex confir-
mation testing.

In terms of timing, UDT should be ordered for all new patients, and regularly 
throughout treatment, for monitoring but not diagnostic purposes [31]. Patients 
with isolated AUD can be screened less often, though clinic leaders might consider 
obtaining an in-clinic breathalyzer as well. Most importantly, UDT should only be 
viewed as a measure of treatment success or the need for treatment plan adjust-
ment, and unexpected findings should engender conversations with the patient 
regarding potential modifications to the treatment plan [34]. Lastly, providers 
should educate themselves regarding the accurate interpretation of UDT. Consider 
also identifying a liaison in laboratory medicine to help with interpretation, 
as needed.

 Taking It to the Next Level

Once a residency-based addiction clinic has developed some momentum and is suc-
cessfully implementing many of the policies and procedures outlined above, clinic 
leaders may wish to “take it to the next level,” by incorporating some of the clinical 
and educational initiatives outlined in Fig. 17.3.
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Fig. 17.3 The clinical and 
educational initiatives
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 Part III: Clinical Initiatives

While providing sublingual buprenorphine-naloxone to patients with OUD is 
already a first step in narrowing the addiction treatment gap, there are other treat-
ment modalities to consider that provide additional options to patients. In particular, 
the long-acting injectable formulations of naltrexone for the treatment of AUD or 
OUD and buprenorphine for the treatment of OUD are excellent tools that, while 
necessitating a few logistical considerations, can aid in tailoring the right treatment 
to the individual patient [35]. Intramuscular extended-release naltrexone (XR-NTX), 
administered monthly as a 4 cc injection into the upper outer quadrant of the but-
tock, is FDA approved for both OUD and AUD and can be readily administered in 
the primary care setting with minimal training. It is helpful to partner with a single 
pharmacy that is willing to deliver XR-NTX to the practice before scheduled visits, 
where doses need to be refrigerated (for up to 6  months) before administration. 
While it is useful to train residents on how to administer XR-NTX, bear in mind that 
this medication can also be administered by nursing staff.

Extended-release buprenorphine (XR-BUP), administered monthly as a subcuta-
neous injection into the abdomen, is an excellent alternative to SL buprenorphine- 
naloxone, whether the patient is stable or unstable [36].  Like all buprenorphine 
formulations, the prescribing of XR-BUP no longer requires any formal training. As 
a controlled substance, unlike XR-NTX, XR-BUP must be kept in a locked refrig-
erator and must be administered by a health care provider. Similar to XR-NTX, it is 
useful to partner with a specific pharmacy, often a “specialty” pharmacy, that regu-
larly dispenses XR-BUP and can consistently deliver it to the practice before 
patient visits.

While the treatment of both OUD and AUD benefits from evidence-based, FDA- 
approved pharmacotherapies, the treatment options for stimulant use disorders are 
considerably more limited. Nonetheless, the literature does support the use of con-
tingency management (CM) programs for stimulant use disorders, which can be 
readily adopted in a residency-based substance use clinic, at a relatively low cost 
[37]. Obtaining a small grant (e.g., $5000) from the hospital or other local resource 
may be sufficient to run a CM program for months to years, if enrollment is limited 
to a half-day substance use clinic, and if only for patients with ongoing stimulant 
use disorder. Ideally, patients present to the clinic once or twice weekly for UDT, 
with monetary payouts of increasing value with each subsequent stimulant-negative 
urine, over 12 weeks.

While one-on-one encounters with patients form the bedrock of treatment for 
patients in a substance use clinic, added value can be gained by incorporating shared 
medical visits into this treatment setting [38, 39]. Shared medical visits can help to 
expand clinic access to more patients, expand learning opportunities for residents, 
and enhance the care of clinic patients by facilitating shared learning among those 
with lived experience while also maximizing billing potential for the practice. These 
appointments are best run by someone with experience in group visit facilitation, 
with physician involvement as needed to meet the individual needs of patients [40]. 
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Special attention should be paid to the billing and coding requirements at the institu-
tion level to ensure that the service is financially viable.

In a similar vein, clinic services can be enhanced by the addition of peer support 
such as recovery coaches (individuals with lived experience and formal training) to 
the treatment team [41]. One might even consider creating a Patient Advisory 
Council to more explicitly solicit input from patients.

 Part IV: Educational Initiatives

As one’s substance use clinic grows in terms of services provided, patient volume, 
and resources available, numerous additional opportunities should be considered. 
First, one might consider enhancing the educational climate of the practice by invit-
ing/incorporating interprofessional learners and providers. These might include stu-
dents from pharmacy, physician assistants, nurse practitioner schools, or mental 
health and social work disciplines. Second, to ensure a basic fund of knowledge of 
OBOT, in particular, for all residents, many programs have incorporated buprenor-
phine training into the standard GME curriculum—ideally at new resident orienta-
tion. Lastly, looking more broadly at the residency program itself, one might 
consider developing a dedicated addiction medicine track within the residency pro-
gram, as interest grows [42]. While providing a strong foundation in addiction med-
icine exposure for all residents is essential to residency training, a dedicated training 
track allows individual learners to further tailor their experience, potentially serving 
as a pipeline for addiction medicine fellowships.

 Part V. Conclusion

SUD is a widely prevalent condition encountered by trainees in inpatient and outpa-
tient settings that is affected by a significant treatment gap. Pervasive stigma and 
misconceptions about SUD threaten the delivery of evidence-based treatment. 
Additionally, trainees are disproportionately exposed to individuals presenting for 
complications of SUD or during times of crisis, rather than learning how to care for 
patients within the longitudinal, chronic disease model. Both stigma and lack of 
training at the undergraduate health profession education, GME, and CME levels 
lead to this treatment gap. Improvements in both didactic and clinical training are 
required to address this gap. Designing longitudinal, clinical training experiences as 
part of residency education is one initiative to increase the workforce of providers 
trained to care for patients with SUD. To achieve this aim, clinical and educational 
leaders should define the clinic’s goals, define the curricular approach, establish 
institutional support through stakeholder engagement, consider the needs of the 
local patient population, and address clinic logistics. These foundational steps can 
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then be built upon to further address the needs of the local population and the inter-
nal medicine resident learners.

Importantly, creating an embedded, residency program addiction clinical experi-
ence starts by recruiting a single patient or a small number of patients. Several 
freely accessible, unbiased, existing resources may be incorporated into the estab-
lished curriculum. These include, but are not limited to, the American Academy of 
Addiction Psychiatry Providers Clinical Support System SUD 101 curriculum [43], 
the Association of Program Directors in Internal Medicine Primary Care Toolkit 
[44], the Coursera Addiction and its Treatment Course [45], and offerings provided 
by the American College of Academic Addiction Medicine including a high-yield 
yearly weekly didactic series [43], the American Society of Addiction Medicine 
[46], and the Association for Multidisciplinary Education in Substance Use and 
Addiction [47]. Additional materials to supplement and enhance learning include 
efforts such as the Curbsiders Addiction Medicine Podcast series, which is freely 
available [48]. Implementing a dual clinical and educational SUD clinic within an 
outpatient residency practice will increase the workforce of adequately trained phy-
sicians prepared to address one of the most pressing public health issues of our time.

 Appendix

This appendix contains 3-sample note templates: (1) New Patient Visit (2) 
Assessment (3) Follow-up Visit

 Template A: Sample New Patient Visit Template

ADDICTION RECOVERY CLINIC (ARC) NEW PATIENT VISIT NOTE
*NAME* presents today for evaluation and management of: ***
Primary substance use history (i.e. reason for referral, age of first use, last use, 

current use pattern and route of administration, etc): ***
Current withdrawal symptoms, if appropriate (e.g. CIWA for alcohol, COWS for 

opioids. Sx of opioid withdrawal may include arthralgias, insomnia, restlessness, 
yawning, diarrhea, piloerection, nausea): ***

Overdose events? ***
IVDU hx (ever shared needles?): ***
Longest time abstinent from substance in recent past: ***
Findings on CT-PMP (Prescription Monitoring Program)? ***
Other substance use history: (E.g. age of first use, last use, route, freq, amount)
Opioids-
Cocaine-
Crack-
Marijuana-
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Benzodiazepines-
ETOH-
TOB-
Other-
Substance use treatment history: ***
Screen for complications of addictive disorders (e.g. Legal, Medical, Social, 

Employment): ***
Psychiatric Hx: ***
Relevant additional screening info:

Support systems (family, friends, faith community):
Family planning:
Hepatitis/HIV:
STIs:
Violence/Home safety:

Current Medications
Physical exam

 Template B: Sample Assessment Template

Assessment:
1. Opioid Use Disorder, [severity?] ***
A minimum of 2–3 criteria is required for a mild substance use disorder diagno-

sis, while 4–5 is moderate, and 6–7 is severe (APA, 2013).

• Taking the substance in larger amounts and for longer than intended
• Wanting to cut down or quit but not being able to do it
• Spending a lot of time obtaining the substance
• Craving or a strong desire to use substance
• Repeatedly unable to carry out major obligations at work, school, or home due to 

substance use
• Continued use despite persistent or recurring social or interpersonal problems 

caused or made worse by substance use
• Stopping or reducing important social, occupational, or recreational activities 

due to substance use
• Recurrent use of substance in physically hazardous situations
• Consistent use of substance despite acknowledgment of persistent or recurrent 

physical or psychological difficulties from using substance
• *Tolerance as defined by either a need for markedly increased amounts to achieve 

intoxication or desired effect or markedly diminished effect with continued use 
of the same amount. (Does not apply for diminished effect when used appropri-
ately under medical supervision)
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• *Withdrawal manifesting as either characteristic syndrome or the substance is 
used to avoid withdrawal (Does not apply when used appropriately under medi-
cal supervision)

Plan:
1. Admit to Suboxone Maintenance/Opioid detoxification
Start at Suboxone at *** mg
Check UDS-9, urine bup
Behavioral component? ***
12-step programs? ***
Meet with Social Work?
Instruct patient to bring empty foil packets back to clinic at each visit.
Give copy of Buprenorphine Treatment Agreement for review and sign at 

next visit.
2. Additional Reminders/Things to consider:
Relevant Health Maintenance Issues?
Smoking cessation
Lab work—LFTs, HIV elisa and HCV ab today
Family Planning Issues (pregnancy testing, inquire re: infants/children in home, 

safe storage of buprenorphine…)
Overdose education and prescription for Naloxone Kit
Last PPD?
Follow-up plan and SPECIFIC GOALS FOR NEXT SESSION: ***

 Template C: Sample Follow-up Visit Template

ADDICTION RECOVERY CLINIC (ARC) FOLLOW-UP VISIT NOTE
Name is presenting for follow-up of *** use disorder.
Recent Urine drug screen results: ***
Drug or alcohol use since last visit? ***
Participation in 12-step groups or IOP since last visit? ***
Since last visit, any new problems with the following?

 – Psychiatric: ***
 – Medical: ***
 – Employment: ***
 – Social/Family: ***
 – Legal: ***

Other new Issues?
Current Medication
Physical Exam
1. *** Use Disorder
Pharmacotherapy: ***
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Order UDS-9
Behavioral component?

 – 12-step programs?
 – Relapse prevention counseling?

Meet with Social Work?
Follow-up plan?
Next week will be week *** of initial 8 weeks ARC follow-up.
2. Additional Reminders / Things to consider:
Relevant Health Maintenance Issues (See "problem overview" for any delin-

quent items)
Lab work—LFTs
Family Planning Issues (pregnancy testing, inquire re: infants/children in home)
Follow-up plan and SPECIFIC GOALS FOR NEXT SESSION: ***
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Chapter 18
Ambulatory Curriculum Design 
and Delivery for Internal Medicine 
Residents

Margaret C. Lo, Alia Chisty, and Emily Mullen

 Introduction

The Accreditation Council for Graduate Medical Education (ACGME) issued sig-
nificant changes in the common program requirements effective July 2022 for 
10 months of residency training to occur in the ambulatory setting [1]. The Alliance 
for Academic Internal Medicine (AAIM) and ACGME have long advocated for 
decreasing the conflict between inpatient and outpatient experiences [1, 2]. These 
changes emphasize the need for the graduate medical education (GME) system to 
revitalize residents’ ambulatory education.

Reform of ambulatory training in internal medicine is twofold. First, it requires 
improving the system infrastructure of clinic itself, and secondly, it mandates 
enhancing the educational experience of residents within the clinic [3]. Part of that 
movement includes a longitudinal ambulatory curricular design that enhances the 
resident continuity clinic experience and provides residents with a foundation for 
learning ambulatory medicine. Most ambulatory medical education is delivered into 
three clinic models—ambulatory block rotations (typically referred to as X  +  Y 
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model), longitudinal continuity clinics, and ambulatory long blocks. Many resident 
continuity clinics provide some type of on-site instructional modality, usually as a 
preclinical conference or an ambulatory case-based discussion, to disseminate a 
core curricular thread of high-yield ambulatory topics [3]. The COVID-19 pan-
demic has elevated the need for instructions in digital learning and telemedicine 
education in the ambulatory curriculum. Residency clinic directors and program 
leadership have a responsibility to ensure a well-rounded longitudinal ambulatory 
experience focused on achievable learning objectives.

Outline
• Educational principles and steps in ambulatory medicine curriculum design
• Ambulatory curriculum delivery
• Ambulatory curricular design and venue
• Developing an ambulatory curriculum in one’s own academic clinic
• Conclusion

 Educational Principles and Steps in Ambulatory Medicine 
Curriculum Design

A variety of textbooks and online resources exist to guide faculty in the develop-
ment of medical education curriculum. Three noteworthy books are “Curriculum 
Development for Medical Education: A Six-Step Approach” by Thomas et al. [4], 
“Teaching in Your Office, 2nd Edition: A Guide to Instructing Medical Students and 
Residents” by the American College of Physicians [5], and “The Toolkit Series: A 
Textbook for Internal Medicine Education Programs” by the Alliance for Academic 
Internal Medicine [6]. Online resources on curriculum development are available in 
three major categories—topic-specific online resources (e.g., MedEdPORTAL), 
resources within medical education journals, and resources from medical accredit-
ing organizations [e.g., Association of American Medical Colleges (AAMC), 
Alliance for Academic Internal Medicine (AAIM), and Accreditation Council for 
Graduate Medical Education (ACGME)] [7, 8].

Six key principles and steps are essential in the planning of ambulatory educa-
tional curriculum, as detailed below and in Sect. V.

 Curriculum Steering Committee for Educational Planning 
and Problem Identification

The first key step is to identify one faculty individual to oversee the ambulatory cur-
riculum development process. Alternatively, a couple of individuals can share this 
role, such as the associate program director and clinic director. This person(s) is 
responsible for the day-to-day logistical planning of the curriculum. This includes 
scheduling the curriculum in residents’ continuity clinics, recruiting faculty pre-
senters, and ensuring content collection and aggregation of curriculum evaluation. 
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Creation of a curriculum steering committee with key ambulatory stakeholders can 
then provide input and identify deficits or problems in the ambulatory curriculum. 
This committee must continually review and update the curricular content at least 
annually to improve the ambulatory curriculum. This committee is distinct from the 
Program Evaluation Committee whose role focuses on continuous evaluation of the 
program and oversight of the entire curriculum development within the program. 
Key stakeholders should include the residency clinic directors, clinic preceptors, 
ambulatory chief resident, and residency program director or associate program 
director. The latter three individuals make certain that the clinic curriculum aligns 
with ACGME requirements and integrates well into the residency program.

 General and Targeted Educational Needs Assessment

The needs assessment process is an important step to inform on relevant curricular 
content and design. This step must involve not only a general analysis of the institu-
tion’s educational and programmatic needs but also a targeted assessment of learners’ 
needs [4, 8]. It ensures alignment of the program’s curriculum to ACGME/ABIM 
requirements and expert recommendations from major medical education organiza-
tions. Both general and targeted needs assessment can be done through various meth-
ods including, but not limited to, stakeholders’ surveys, town hall meetings, focus 
group discussions, individualized faculty or resident interviews, in-training exam (ITE) 
performance on ambulatory topics, direct observation of learners’ skills, and audits of 
current stakeholders’ performance. The curriculum needs assessments must conclude 
with a review of the literature for related ambulatory education curriculum and a col-
lection of all the available resources. Appendixes A and B provide sample templates of 
general and targeted needs-assessments for ambulatory curriculum development.

 Goals and Objectives for Continuity Clinics in Relationship 
to ACGME Competencies

ACGME requires all training programs to develop specific goals and objectives for 
their educational curricula. Goals and objectives help to convey learning expecta-
tions, prioritize curricular content, tailor the individual clinic learning, and allow for 
curriculum evaluation [7]. Goals are set in SMART format—specific, measurable, 
attainable, relevant, and timely [9, 10]. Learning objectives should follow Bloom’s 
taxonomy, as illustrated in Table 18.1 [12, 13].

Goals and objectives for any ambulatory clinic curriculum must reflect the six 
domains of the ACGME Milestones 2.0 competencies [14]—patient care, medical 
knowledge, practice-based learning and improvement, interpersonal skills and com-
munication, professionalism, and systems-based practice. Residents and preceptors 
should review these educational goals and objectives on at least a semiannual basis. 
Residency program directors need to verify residents’ clinical competence and per-
formance trajectory in the six Milestones core competencies within ambulatory 
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Table 18.1 Types of learning objectives [11]

Types of 
objectives Definition

Sample learning objective for the professionalism 
competency

Learner focused Cognitive (knowledge 
based)
Affective (attitude based)
Psychomotor (skill based, 
behavioral based)

By the end of the year, residents will be able to 
list five different personal, psychological, and/or 
physical limitations that may affect professional 
performance
By the end of the year, residents will have rated 
more highly their empathy and compassion 
towards their primary care patients with chronic 
pain issues
By the end of the year, residents will be able to 
demonstrate competency in providing support 
(physical, psychological, social, and spiritual) for 
dying patients and their families

Process focused Curriculum 
implementation measures

By the end of the year, residents will review three 
mini-CEX sessions with faculty preceptor for 
feedback on professional interaction with patients

Outcome 
focused

Patient-related outcomes
Healthcare outcomes
Career choices

Three months into the academic year, a higher 
percentage of residents’ primary care patients will 
report increased satisfaction in their interaction 
with their resident physician

education. The ACGME website (http://www.acgme.org/What- We- Do/
Accreditation/Milestones/Overview) publishes Milestones 2.0 guidebooks and 
developmental toolkits in competency-based medical education for any program to 
adapt accordingly.

 Educational Strategies: Structured Core Curricular Content 
and Delivery Strategies

A core curricular thread of supplemental teaching modalities is a fundamental com-
ponent of any ambulatory medicine curriculum. This core thread helps to consoli-
date ambulatory concepts with learning in the clinical setting, promote self-directed 
learning beyond patient cases seen, and solidify clinical practice with evidence- 
based medicine [15–20]. There should be a balance of experiential training from 
direct patient care (e.g., acute care, chronic disease management, office-based pro-
cedures), formal educational instruction (e.g., teaching conferences, case-based 
small-group sessions, Web-based modules), and resident-driven learning strategies 
(e.g., problem-based learning, team-based learning, QI mini-projects, resident-led 
workshops, flipped classroom model).

The teaching pedagogies must focus on critical reasoning and active adult learn-
ing in small-group settings; ambulatory curriculum has shifted away from tradi-
tional lecture-based teaching to problem-based learning [21, 22]. Core curricular 
contents can be delivered in a variety of effective pedagogical modalities including, 
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but not limited to, ambulatory conference series, ambulatory medicine morning 
report, ambulatory medicine journal clubs, synchronous virtual platforms, asyn-
chronous online learning modules, and patient simulation exercises. Each instruc-
tional modality needs clear, achievable learning objectives, and its curricular 
contents need to be updated at least annually.

 Implementation with Bidirectional Evaluation and Feedback

Implementation of any ambulatory curriculum must first address barriers, identify 
resources, and garner appropriate support. A rigorous evaluation system can then be 
established to routinely gauge its educational programming and primary stakehold-
ers (i.e., residents, clinic staff, and faculty preceptors). Curricular measures reflect 
outcome-focused learning objectives and assess the level of Milestones-specific 
competencies acquired by residents in the longitudinal care of their primary care 
patients [8]. Semiannual internal evaluation of the ambulatory curriculum allows for 
timely improvements to the overall program.

Bidirectional evaluation of both residents and faculty preceptors is integral to the 
continual improvement of any ambulatory curriculum. Resident performance data can 
originate from a variety of ambulatory evaluation sources including, but not limited to, 
direct observation of patient encounters, mini-Clinical Evaluation Exercise (mini-
CEX), Objective Structured Clinical Examination (OSCE), chart- simulated recall, 
and multisource feedback. These formative evaluations of residents are continuous 
throughout the academic year. To inform the Clinical Competency Committee (CCC) 
report to ACGME, faculty preceptors must complete a summative evaluation quar-
terly of their clinic residents’ global performance in ambulatory Milestones 2.0 com-
petencies. For reciprocity, faculty evaluation data should ideally be collected from 
residents’ and peers’ confidential and/or anonymous feedback of teaching perfor-
mance. ACGME Common Program Requirements stipulate at minimum a yearly 
evaluation of faculty performance and include “review of the faculty member’s clini-
cal teaching abilities, engagement with the educational program, participation in fac-
ulty development related to their skills as an educator, clinical performance, 
professionalism, and scholarly activities” [1]. The individual responsible for these 
yearly faculty evaluations is usually the ambulatory APD, the residency clinic direc-
tor, or a similar faculty leader who oversees the ambulatory curriculum (see Chap. 
10—Resident Milestones, Assessments, and Feedback in the Continuity Clinic).

 Ambulatory Faculty Development Needs

Every successful ambulatory curriculum capitalizes on the clinical and teaching 
skills of the ambulatory faculty, but this requires a well-structured plan to encourage 
and support ambulatory faculty development. Ambulatory preceptors must be able 
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to skillfully diagnose patients’ complaints while assessing and teaching their learn-
ers’ needs. To do so, educational programs need to gauge the faculty development 
needs of their clinic preceptors and provide education on a variety of ambulatory 
teaching skills and instructional pedagogies. These include faculty training in effec-
tive ambulatory teaching models such as the One Minute Preceptor and SNAPPS 
(Summarize, Narrow, Analyze, Probe, Plan, and Select) [23–26]. These validated 
models help to extract the highest-yield ambulatory concepts for learners in the 
busy ambulatory setting. See Chap. 19, Students in Clinic, for further details. ACP, 
SGIM, and AAIM all advocate for a “core faculty” group of master clinician educa-
tors with protected time, salary support, and organizational resources to teach learn-
ers and/or peer faculty [27–30] (see Chap. 2, Supervising and Supporting Faculty, 
and Chap. 3, Faculty Recruitment and Retention, for more details).

 Ambulatory Curriculum Delivery

 Core Curricular Content

Clinic time constraints and varying clinical experiences make learning from direct 
patient care insufficient to cover the breadth of knowledge in ambulatory medicine. 
Longitudinal ambulatory didactics are essential to solidify key ambulatory concepts 
beyond specific patient encounters. Curricular content must incorporate evidence- 
based medicine for high-quality care and lifelong learning [15, 16].

The standard curriculum must teach residents the core ambulatory contents com-
monly seen and managed in the clinical practice of outpatient medicine, whether 
primary care or subspecialty specific [31]. Academic institutions can further indi-
vidualize certain ambulatory contents to their own clinical experiences. Preventive 
medicine is a key component of primary care, and residents must learn guidelines 
and evidence-based preventative care measures. Residents should receive longitudi-
nal instructions in the panel management of their patient population, either as a 
cohort or alongside interprofessional team members [32–36]. See Chap. 24, 
Population Health and Quality, for further details. Core curricula should further 
include topics on outpatient billing and coding, transitions of care, team-based care, 
telemedicine care delivery, chronic disease management, quality improvement/
patient safety, high-value care, electronic medical record navigation, and patient- 
physician communication including shared decision-making [37–39]. Additionally, 
ACGME requires clinical instruction in geriatrics, palliative medicine, hospice care, 
chronic pain, and addiction medicine [40]. These topics are very relevant and appro-
priate for the ambulatory curricula. The COVID-19 pandemic also escalated the 
need for ambulatory core curricula to teach fundamental competencies and skills in 
digital health so that residents can conduct effective telemedicine visits (Savage, 
BMJ Postgraduate Medical Journal, 2021) (Wong, JGME, 2020) [41, 42]. Depending 
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on institutional needs and interests, programs may consider specialized topics 
addressing social determinants of health, health disparities, cultural competency, 
immigrant or refugee health, transgender health, LGBTQI+ care, or point-of-care 
ultrasound (POCUS) skills. Maintaining a 12-month to 36-month core curricular 
thread of these ambulatory topics either in a traditional half-day clinic model, x + y 
model, or academic half-day model will ensure a well-structured and well-balanced 
educational experience for residents (Appendix 18C).

 Teaching Methods and Instructional Strategies: 
Formal Instruction

 Small-Group Sessions

Small-group sessions in the ambulatory setting are a valuable tool to enhance out-
patient learning. The small group allows for learner engagement, interactive didac-
tics, and a forum to cover many broad clinical topics that are not commonly present 
in the clinic. Small groups can be utilized within the construct of a larger curricu-
lum, e.g., Yale Office Based Curriculum [43], or can be learner directed [44] in the 
clinic. Small groups can focus on specific skill teaching [45] or work to improve 
soft skills such as patient interviewing [46]. These small-group sessions are particu-
larly useful to teach any specific gaps in education identified by the program.

 Ambulatory Morning Report

Morning report is a classic educational model that is easily adaptable to the ambula-
tory setting. Traditional morning report consists of case-based education where 
learners and teachers interact in a dynamic process to discuss patient care [47, 48]. 
However, there is no formal definition and no one effective format noted in the lit-
erature [47]. Ambulatory morning report is an excellent venue to introduce common 
outpatient medical problems and share experiences among a larger group of resi-
dents [49]. A few studies noted that the topics presented in ambulatory morning 
reports are more general and more practical than inpatient topics [49, 50].

Residency programs with an established inpatient morning report can adjust this 
educational modality to ambulatory topics. The key step is faculty and resident buy-
 in to ensure that the sessions are interactive and supported by faculty presence. 
Interactive facilitated discussions during morning report would then occur with the 
chief resident or attending input. Despite being called “morning” report, there is no 
best time or frequency for morning report, as long as resident attendance can be 
ensured [47]. Ambulatory morning report is suitable for teaching evidence-based 
medicine [51], morbidity and mortality [52], and more [47].
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 Evidence-Based Learning

Evidence-based medicine (EBM) uses current best scientific evidence to guide 
patient care decisions for management. Evidence-based learning consists of a four- 
step process [53]:

 1. Formulate a clear clinical question from a patient problem.
 2. Search the literature for relevant clinical articles.
 3. Critically appraise the evidence for its validity and usefulness.
 4. Implement useful findings in clinical practice.

With the six Milestones 2.0 competency domains, ACGME requires programs to 
train residents not only in clinical skills and medical knowledge, but also in quality, 
patient safety, EBM, and cost-effective care [54]. Residency programs should 
address residents’ barriers to practicing EBM including limited time, lack of experi-
ence in EBM, influences from other team members, e.g., faculty role models, and 
their self-perceived inferiority and inertia to influence system-based change [55]. To 
surmount these barriers, ambulatory curricula must incorporate EBM teaching to 
promote residents’ practice-based learning skills and lifelong learning.

Ambulatory Journal Club

Journal clubs are a popular modality to teach physicians how to critically appraise 
medical literature and stay current with new evidence. Journal club discussions that 
are small group, structured, and facilitated by faculty can lead to an increase in resi-
dent knowledge of critical appraisal and clinical epidemiology [56]. Systematic 
reviews found that journal clubs can overall enhance residents’ knowledge of epide-
miology, biostatistics, reading habits, and references to medical literature [57]. 
Further studies are still needed to determine if journal clubs improve clinical behav-
ior. Nonetheless, ambulatory journal club is a vital instructional modality in any 
ambulatory curriculum to promote academic rigor and EBM practice among resi-
dents and faculty [58]. It can easily engage millennial learner by creating teams and 
fostering competition between teams to answer questions [59] or to the virtual 
space [60].

PICO Reports

Critical to practicing EBM is asking the right clinical question. Questions should be 
as specific as possible, including distinct patient characteristics, clinical interven-
tion being considered, and desired outcome [53]. The PICO format helps to design 
such clinical questions to include the Patient or Problem, the Intervention, the 
Comparison group (usually the standard of care or main alternative), and the 
Outcome [61]. The PICO report provides a template for clinicians to build a specific 
clinical question and a search strategy to determine the main concepts of the article 
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and answer the question posed. It prompts residents to research a specific clinical 
question during an actual patient care encounter. House staff presentations can 
apply the PICO format to complement ambulatory journal clubs. Residents can 
present the relevant article(s) and apply them appropriately in the clinical decision- 
making process. The University of Kentucky successfully adapted the PICO format 
into their “Ambulatory Teaching Minute,” a curricular innovation presenting a case 
and a relevant article to answer the clinical question raised by the case. This format 
allows busy preceptors to review and engage their residents in EBM topics during 
real-time clinic encounters [62].

 Structured Clinical Observations

Mini-Clinical Evaluation Exercises (Mini-CEX)

The mini-CEX, as defined by the ABIM, consists of 10–20 min of direct assessment 
by a clinical faculty member. It allows for a quick view or “snapshot” into a resi-
dent’s competence. This, in turn, helps faculty teach any resident’s learning deficits 
in a certain clinical area or topic. The mini-CEX is not intended to be a comprehen-
sive assessment of a full patient encounter but rather serves as a focused assessment 
of a resident’s competence in a key encounter element (e.g., history-gathering, 
physical examination skills, counseling, or procedural skills). Appendix 18D pro-
vides a sample mini-CEX for a GYN examination. The ABIM website encourages 
faculty to perform at least one mini-CEX per clinical rotation. After such an interac-
tion, faculty should provide timely and specific feedback [63].

The mini-CEX format is reproducible and feasible and provides reliable results 
[64]. A major benefit is its ability to provide immediate feedback to the learner and 
tailor teaching of specific clinical areas based on mini-CEX performance. Educators 
find this valuable given the lack of time for administrative, clinical, and teaching 
responsibilities [65, 66]. Mini-CEXs also provide an aspect of realism to the 
encounter that can be lost in other educational models such as an OSCE [66]. Since 
residents interact with patients on a daily basis, it is simple to carve time out within 
the academic year for this type of instructional modality.

The mini-CEX is a perfect tool to assist in documenting resident advancement 
along the ACGME Milestones 2.0 trajectory, whether it be for patient care 1 (PC1) 
on history-taking or interpersonal and communication skills 1 (ICS1) on developing 
a therapeutic relationship with a patient. Yet, little publications exist to date around 
connecting mini-CEX evaluations to the residency milestones; however, appropri-
ate changes to the feedback structure could pave a way to assess residents’ achieve-
ment of specific milestones [67].

Some pitfalls of the mini-CEX tool include the need for faculty development and 
rater training [65, 66]. Depending on the type of model implemented and the level 
of faculty expertise, a significant amount of faculty training may be required to limit 
the inter-rater variation and increase the value of the feedback/rating gathered. 
Choosing high-yield areas of evaluation (i.e., breaking bad news, communication 
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Table 18.2 Steps in the development and implementation of a mini-CEX for a residency program

1st: Convene a group of faculty educators vested in mini-CEX development and participation.
2nd: Identify a list of competencies and skills that are conducive to mini-CEX assessment and 
important to be evaluated in the residency program.
3rd: Decide on the minimum competency requirements needed to be achieved for each resident 
contingent to his/her training level.
4th: Determine the role of the mini-CEX, i.e., educational only vs. formative feedback vs. both.
5th: Determine the number of mini-CEX assessments needed for each PGY level.
6th: Develop a mini-CEX assessment form appropriate to your program.
See ABIM website for a sample direct observation mini-CEX template.
7th: Disseminate the mini-CEX form to clinical sites which are easily accessible and well 
known to all faculty and learners.
8th: Be sure to assess residents routinely and regularly throughout the academic year.
9th: Be sure to document every mini-CEX assessment encounter.
10th: Provide immediate, specific feedback to the resident during the mini-CEX encounter.
11th: Designate one faculty at each clinical site to take responsibility for disseminating and 
collecting mini-CEX forms.
12th: Analyze all mini-CEX results in a timely manner based on curricular goals.

Adapted from Liao K, Pu S, Liu M, Yang C, Kuo H. Development and implementation of a mini- 
Clinical Evaluation Exercise (mini-CEX) program to assess the clinical competencies of internal 
medicine residents: from faculty development to curriculum evaluation. BMC Med Educ 
2013;13 [31]

skills) can help to mitigate this issue since these areas are already linked to other 
curricular goals [65]. Time is another concern of the mini-CEX tool. Several studies 
note that faculty time commitment can range between 19 min and 31 min including 
feedback time [68, 69].

The ABIM website provides a generic template for the development and imple-
mentation of a mini-CEX tool into a residency program (Table 18.2) [70]. The form 
is modifiable to the needs of a residency program. One can denote on this form the 
level of satisfaction with the mini-CEX experience, which is useful for faculty 
development. Programs can also develop their own forms based on the clinical skills 
involved. Further research should focus on linking specific evaluations to the 
ACGME milestones.

Direct Observation of Procedural Skills (DOPS)

The classic teaching adage of See One, Do One, Teach One may not be the best way 
to ensure appropriate training around procedural skills. In fact, literature reveals 
heterogeneity across programs in the method of training in procedures and the out-
come measures for residents. This leads to inconsistency in competency around 
procedures for graduating residents [71]. Hospital privileges across the country, in 
turn, lack a consistent or updated approach to credentialing bedside procedures 
[72]. Similar to the mini-CEX, the direct observation of procedural skills (DOPS) 
can provide a standardized instructional method for procedural skills. This type of 
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assessment differs from the mini-CEX in that procedural skills are the sole focus. 
The DOPS can assess residents’ understanding of the indications for a procedure, 
knowledge of the appropriate anatomy, communication skills about the procedure, 
and professionalism during the procedure [73].

Literature suggests that the DOPS has more educational impact than the mini- 
CEX due to its assessment of a pre-specified procedure, whereas the mini-CEX can 
sometimes have vague or generalized outcomes [73]. A pilot study of 60 residents 
demonstrated success with a standardized simulation-based curriculum in invasive 
bedside procedural skills, including those in the ambulatory setting, e.g., knee 
arthrocentesis. This curriculum served as proof of concept for the DOPS instruc-
tional method to standardize training around procedural skills [74].

The DOPS instruction is more commonly utilized in procedural based specialties 
such as surgery and nursing. Publications are sparse on its use in internal medicine 
education. Further research needs to investigate the value of DOPS to teach outpa-
tient skills such as arthrocentesis and skin biopsies.

 Patient Simulation Exercises in Clinic

Most residency programs use patient simulation exercises to teach emerging clinical 
scenarios such as “rapid response” and/or cardiopulmonary arrest (“Code Blue”) 
situations. Simulation modalities also help to teach both inpatient and outpatient 
procedural skills such as central line placements, paracentesis, and arthrocentesis. 
Simulations ensure that residents receive high-yield experiences (e.g., mock exer-
cises related to patient safety) and improve practical clinical skills that may be dif-
ficult to achieve during an 80-h workweek. Simulation can apply to a variety of 
clinical scenarios, ranging from management of a specific medical issue (e.g., back 
pain in the clinic) to crisis management (e.g., acutely ill or medically unstable 
patient in the clinic) [75, 76]. An added advantage of the simulation modality is its 
removal of risk associated with learning a procedure on an actual patient [75]. It 
allows deliberate practice to occur with immediate feedback available [76] and 
increases competence in clinical skills as an outcome [77]. However, further 
research is needed on how to best adapt this type of instructional modality in ambu-
latory internal medicine.

 Point-of-Care Ultrasound in the Ambulatory Setting

Point-of-care ultrasound (POCUS) is a growing area of clinical interest in internal 
medicine. It is useful in the primary assessment of acutely ill patients and helps to 
increase patient safety in the performance of both inpatient and outpatient proce-
dures [78, 79]. Technological advances have made ultrasound technology more 
accessible to the bedside or the clinic setting and capable for real-time, point-of- 
care use [80]. Clinic-based procedures improved by POCUS include abdominal 
paracentesis [78], arthrocentesis of multiple joints, and abscess drainage.
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A well-defined POCUS curriculum will require residents to be competent in its 
use for clinical care [78]. Educational directors should consider coupling the 
POCUS curriculum with direct observation of procedural skills or mini-CEX 
instructional tools. Educational models around POCUS are well defined in emer-
gency medicine and are being defined in internal medicine [78].

 Digital Health Instruction

Panel Management and Electronic Health Record Skill Development

ACGME requires programs to educate residents on health promotions and chronic 
care management utilizing population-based health data. Several studies highlight 
the use of panel management curricula to teach a variety of clinical experiences: 
management of one or two specific chronic medical conditions [32, 81], collabora-
tive team-based care with other interprofessional members on chronic care needs 
[34, 82], inbox management and expectations [83], management of electronic health 
records (EHR) before and during the visit [84], and skills in intervisit patient care 
[84, 85]. Please see Chaps. 6 and 13 for further details. Most studies suggest that 
panel management interventions primarily enhance residents’ perception of 
improved patient care or increase their confidence in EHR use but do not improve 
clinical or practice-based outcomes [34, 81, 84]. Implementation of a merit-based 
incentive payment system may be effective to motivate residents to practice value- 
based care in the management of their patient panel, as demonstrated by one study 
with team improvement in average HbA1c outcomes [83]. Another population 
health care model within a Seattle VA interprofessional team showed trends towards 
improvement in HbA1c and blood pressure goals, increase in opiate prescription 
monitoring, and reduction in ED visits for nonacute concerns [82].

Telemedicine Curriculum and Telehealth OSCEs

With the advent of COVID-19 pandemic, residency continuity clinics had to adapt 
rapidly to delivery of patient care via virtual platforms. Telemedicine curricula have 
emerged to train residents in general telehealth skills for virtual video and phone 
clinic visits [41, 86], telehealth communication tools [41], and e-messaging/coordi-
nation of interdisciplinary care post-visit [42]. The Medical University of South 
Carolina initiated a robust 3-year longitudinal curriculum prior to the pandemic that 
included in-person and online learning for remote management of chronic diseases 
[87]. Following implementation of these curricula, residents perceived more effec-
tive use of telehealth in their clinical practice [41, 42, 86, 87]. Cleveland Clinic’s 
telemedicine curriculum included faculty preceptor training in proper supervision 
of telehealth visits and provided a mini-CEX tool for direct feedback to residents on 
their telemedicine performance [41].
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In addition to the mini-CEX, video OSCEs (VOSCEs) are another tool to pro-
vide feedback to residents and allow for the practice of virtual visit skills, specifi-
cally around transitions of care for recently discharged patient [88] or in triaging 
skills [89]. Findings demonstrate that residents excelled at information gathering, 
relationship development, and patient education/counseling [88]. Strengths of 
VOSCEs were comparable to those of in-person OSCEs the year prior [90]. An area 
in need of improvement and additional teaching was leveraging the video platform 
to complete a virtual physical exam [88, 89].

Digital Clinical Resources

With the emerging use of digital smart technology for clinical care and patient well- 
being (e.g., smart phone/watch for heart rate monitoring), educational directors 
must develop ambulatory curricula to train residents on how to use, comprehend, 
and leverage these digital clinical resources. One study found that very few respond-
ing residency programs teach learners about continuous glucose monitoring or 
time-in-range for diabetes management. Respondents were “somewhat familiar” 
with these technologies with varied implementation at their institutions [91]. With 
increasing clinical use of smart technologies, ambulatory curricula should begin 
incorporating this important educational need for our trainees. Formal instructional 
modalities can include preclinic small-group conferences, mini-CEX sessions, and/
or patient simulation exercises in the clinic.

 Teaching Methods and Instructional Strategies: 
Resident-Directed Learning

 Team-Based Learning

Initially developed by Larry Michaelson [92, 93], team-based learning (TBL) is an 
adult learning pedagogy that uses small-group instruction, problem-solving, and a 
knowledge application process for residents to be active participants in their learn-
ing. There is a specific sequence of events, starting with an individual pre-class 
preparation, and then individual and group testing based on the pre-class reading 
known as the Readiness Assurance Process, followed by a team-based application 
exercise and feedback. TBL is successful in undergraduate medical education [94] 
with increasing use in graduate medical education, especially in the ambulatory set-
ting. Given the considerable faculty investment, sustainability of TBL instructions 
in the ambulatory setting often requires close partnership with program leadership 
and ongoing support from the chief resident(s). At Northwell Health, faculty con-
verted all their ambulatory didactics to a modified TBL pedagogy. They found that 
the use of TBL pedagogy increased resident engagement, facilitated group learning, 
and had higher preference by residents and faculty over traditional didactic lectures 
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[95]. Similar results were found at Rutgers New Jersey Medical School [96]. A 
meta-analysis of seven unique TBL curricula in a variety of GME programs noted 
higher levels of learner engagement and positive or neutral responses by learners of 
the TBL pedagogy. However, many faculty reported increased time investment for 
developing TBL curricula. Despite reported knowledge gains, it is unclear how TBL 
compares to traditional instructional models in terms of content retention and fac-
ulty time investment [97]. A comprehensive TBL curriculum for internal medicine 
residents at Albany Medical College found high faculty and learner satisfaction 
despite increased preparation time needed by faculty [98].

 Problem-Based Learning

Interdisciplinary medical education has incorporated problem-based learning (PBL) 
for the last 40 years [99]. PBL is an active, learner-centered educational strategy 
focused on a specific problem, whether it is a clinical, scientific, or a community- 
based problem. Residents use the problem as a starting point to guide their indi-
vidual learning needs [99]. Unlike TBL, learners are presented with a problem with 
no pre-work or preparation. They work either individually or in small groups 
through the case scenario and identify unfamiliar terms or concepts. The group 
determines underlying mechanisms and formulates potential explanations for the 
problem scenario. The group identifies learning issues associated with the clinical 
encounter and related to the learning objectives as identified by faculty. Following 
this stage is a period for individual study for accessing a range of educational 
resources. The group then reconvenes to share what they have learned and apply the 
learning to the problem scenario. This stage may uncover new learning points that 
require further individualized study. The final stage is to generalize the learning to 
the knowledge, skills, or attitudes of other relevant scenarios [99]. PBL has been 
studied extensively in the undergraduate medical literature, and unfortunately 
review of the literature suggests no substantial evidence that PBL improves clinical 
performance or increases medical knowledge base; however, students and faculty 
find greater satisfaction in learning and teaching in this format [100].

 Flipped Classroom

Flipped classroom reverses the traditional educational arrangement by delivering 
instructional content outside the teaching session. Successful implementation 
requires a focus on learner-driven learning, faculty adaptability in teaching, and 
emphasis on knowledge application over fact acquisition. Flipped classroom rede-
fines in-class activities to include a pre-application activity, traditionally considered 
“homework.” The contents are in the form of audio, video, text, or images, which 
learners review prior to the in-class session. The learners then gather together and 
engage in a learner-centered activity (e.g., case-based discussions, problem-solving 
exercises) to apply the knowledge acquired from the pre-work. This strategy requires 
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the learner to be an active participant in acquiring knowledge, evaluating self- 
performance, and reflecting on peer feedback. Application of knowledge can occur 
in interactive formats, such as traditional PBL or TBL, or involve simulation activi-
ties, role-play, patient encounters, interactive quizzes, or debates [101–104]. Faculty 
educators take on the role of facilitator rather than lecturer. They organize interac-
tive experiences, challenge students to think creatively, and provide expert insight 
and feedback. The instruction is less didactic and more personalized to the learners 
[105]. Flipped classroom remains a viable strategy in the age of distance learning 
and virtual education. Its blend of asynchronous and synchronous learning lever-
ages technology to meet the educational needs of learners and allows online access 
to the material for knowledge mastery [106–108]. Chats, breakout rooms, virtual 
polls, and gamification (e.g., Kahoot) on the digital platform offer interactivity to 
apply the knowledge during the face-to-screen teaching session. Residency pro-
grams [109–114] and health professional schools have adapted the flipped class-
room pedagogy with some success [105, 115]. One institution utilized a flipped 
classroom approach in the ambulatory teaching of cardiovascular prevention and 
found greater immediate knowledge acquisition with sustained retention at 
6 months. Challenges included increased preparation time for residents [114].

 Quality Improvement Instruction and Application

Quality improvement (QI) and patient safety (PS) education is an essential compo-
nent of ambulatory education for programs to meet specific ACGME milestones in 
resident QI/PS skills. Training residents in QI/PS also gives residents experiential 
learning in QI/PS issues encountered in independent practice. It is important to inte-
grate ambulatory QI projects into the resident continuity clinic experience to not only 
develop fundamental skills in QI and panel management but also drive residents’ 
investment and engagement in their primary care clinics. One educational innovation 
to consider for teaching ambulatory patient safety is the Graduation Clinic Hand-Off. 
Literature reports that some of these innovations incorporate patients directly into the 
handoff process or involve dedicated handoff sessions from a senior resident to a 
junior resident on his/her clinic patient panel [116, 117]. For more information on 
ambulatory QI curriculum, please refer to Chap. 17 on quality improvement.

 Digital Learning

Asynchronous Web-Based Learning

Educational tools that utilize Web-based learning (also known as e-learning) are 
useful to augment any ambulatory curriculum, especially in the pandemic era. 
E-learning modules help mitigate work-hour constraints and present general infor-
mation regardless of the expertise of the teaching faculty. The Web-based module 
format is effective in teaching a variety of topics to learners, with improved 
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knowledge [118, 119] and communication skills [120]. Many educational models 
use e-learning as an adjunct to well-established ambulatory curricula. The major 
advantages of Web-based learning include the portability of knowledge through a 
universal digital access point and its adaptability to many levels of learners. This 
instructional modality does not increase the attending workload and is sustainable 
with little maintenance [121]. Literature has further cited residents’ preference for 
and satisfaction with Web-based learning compared to print materials [122]. 
Multiple teaching models of e-learning exist in the literature and include education 
in end-of-life and palliative care [121], nephrology at the point of care [123], educa-
tion about diabetic ketoacidosis [124], dermatology [125], and cultural competency 
[126]. Many e-modules also focus on specific topics available to health systems and 
universities. These include the Institute for Healthcare Improvement’s Open School 
[127], Centers to Advance Palliative Care Modules [128], and American Academy 
of Dermatology Basic Dermatology Curriculum [129]. In addition, many apps exist 
for mobile devices to supplement in-person ambulatory instructions on a variety of 
clinical topics and skills. These apps are best suited for just-in-time clinical teaching 
moments. Some popular apps for acquisition of clinical knowledge and evidence- 
based medicine include MDCalc medical calculator, Epocrates, DynaMed, USPSTF 
Prevention Task Force, ACP Clinical Guidelines, and Journal Club Medicine. Some 
well-known skill-building apps include Aquifer Clinical Learning for clinical rea-
soning and communication skills, HumanDx and Prognosis for clinical diagnosis, 
VirtualDx for clinical decision-making support, and Butterfly iQ for POCUS skills. 
With available technical support, residency programs can create their own e- learning 
tools that directly complement established education in the clinic.

Use of Social Media

Emerging literature in emergency medicine, psychiatry, and general medical educa-
tion touts the influence of social media, in particular Medical Twitter, in clinical teach-
ing and learning. One study demonstrated an increase in the percentage of residents 
and frequency of social media use for educational purposes when the residency pro-
gram established a Twitter page. The majority of residents perceived social media as 
a useful tool for education [130]. Another study on chief resident tweets also showed 
that residents felt that Twitter enhanced their overall education in residency [131]. 
Literature review found no specific studies on the use of social media in ambulatory 
medicine or as an adjunct teaching tool in ambulatory curricula for internal medicine 
residency programs. This is an area for further medical educational research.

Synchronous Virtual Learning

The COVID-19 pandemic forced many academic programs to pivot to digital 
methods of teaching. Fortunately, a significant number of free or inexpensive 
options exist for synchronous/real-time virtual learning. A popular option 
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includes adapting the pre-pandemic learning tools onto a virtual platform such as 
Zoom, Microsoft TEAMS, or WebEx. This is an easy-to-use option and requires 
only appropriate audiovisual equipment. Online chats, polls, and breakout rooms 
are features in the digital platform to promote engagement and interactivity 
among participants. Other instructional options include virtual white boards such 
as Google Jamboard, Miro, and Explain Everything. These white boards allow 
participants to interact with the subject and develop projects together virtually. 
Educators can also utilize gamification to teach certain ambulatory subjects. 
Many gamification products are available, such as Poll Everywhere, Kahoot, and 
online Jeopardy games, to assist faculty in the development of fun and interactive 
online teaching modalities. Literature review on synchronous virtual education 
reveals many programs developing unique interactive instructions and a wide 
variety of ambulatory content that is conducive to virtual learning. These include 
team-based learning [132], motivational interviewing [133], preclinical didactics 
[134], and clinical skills [135]. Educational programs should gauge the time and 
ability of the faculty to develop new virtual teaching tools with the adaptability 
of existing tools to digital platforms. Educational directors ultimately need to 
decide the most cost-effective instructional modalities for their ambulatory 
training.

 Ambulatory Curricular Design and Venue

Delivery of ambulatory medicine education to residents occurs through two 
major clinic designs—longitudinal continuity clinics and ambulatory block rota-
tions, which includes the X + Y burst model [136, 137]. Longitudinal continuity 
clinics allow residents to manage a panel of patients on a weekly basis over the 
entire training period. Ambulatory blocks arranged in an X + Y model provide a 
variation of 1–4-week concentrated clinic experience in primary care and various 
ambulatory disciplines. Ambulatory long blocks are a third unique design to 
entrench residents in a year-long dedicated ambulatory clinical experience [138]. 
Most recently, the emergence of primary care immersion blocks [139] and ambu-
latory boot camps [140] offers shorter but more intensive curricular designs to 
prepare residents for ambulatory medicine. Clinical experiential training remains 
the crux of all these curricular designs. Embedded within these curricular designs 
are various instructional venues to allow for dedicated time blocks for formal 
ambulatory teaching with no patient care obligations. These include academic 
half-days, pre-clinic or post-clinic conferences, and daily protected didactics, 
e.g., ambulatory morning reports and noon conferences. These supplementary 
educational venues consolidate the experiential learning, extend the curriculum 
beyond clinical cases, and connect clinical practice with evidence-based medi-
cine [15, 16]. See Chap. 4 for more information on the various academic schedul-
ing models.
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 Developing an Ambulatory Curriculum in One’s Own 
Academic Clinic

 Step-by-Step Guide of Essential Elements in Developing 
an Ambulatory Curriculum

The design and delivery of an ambulatory curriculum involve six key steps for suc-
cessful implementation (Fig. 18.1). The process starts with assembling a dedicated 
team to address the ambulatory educational needs and goals for residents and con-
cludes with establishing a forum for feedback, assessment, and faculty develop-
ment. Appendix 18.E provides educational directors with a systematic checklist for 
curriculum development.

 Existing Ambulatory Curricula

Well-established ambulatory curricula are available for purchase to facilitate the 
development of a program’s ambulatory curriculum. The two most popular curri-
cula are the Internal Medicine Ambulatory Care Curriculum offered through Johns 
Hopkins and the Yale Office-Based Medicine Curriculum. The Internal Medicine 
Ambulatory Care Curriculum through the Physician Education and Assessment 
Center (PEAC) at Johns Hopkins consists of 43 modules relevant to outpatient med-
icine (https://www.peaconline.org/). Topics are in a case-based format with a pretest 
and posttest to assess resident knowledge. Each module has links to relevant journal 
articles, abstracts, images, and videos [141]. This curriculum can help complement 
the core residency ambulatory content and fulfill any clinical knowledge gaps at any 
institution. Over 180 residency programs have subscribed to this curriculum. 
Alternatively, the Yale Office Based Curriculum is available to help house staff 
assess and manage common ambulatory problems through an evidence-based syl-
labus. It covers 3 years of ambulatory training with over 144 clinical cases with 
case-related questions. There are two formal guides: a house staff guide composed 
of the case, clinical questions, and key references, and a faculty guide composed of 
teaching points with answers. The Yale Office Based Curriculum is used by over 
245 internal medicine, nursing, medicine-pediatrics, and family medicine residency 
programs, medical schools, and individuals (https://medicine.yale.edu/intmed/
obm/) [43]. Both of these curricula have an annual subscription fee for institutions 
or individuals to purchase. Residency programs can also use the ACP “In the Clinic” 
series to provide foundational teaching in core ambulatory clinical topics such as 
type 2 diabetes, obesity medicine, hypertension, and heart failure. Each topic article 
offers a comprehensive review of the evidence for diagnosis, evaluation, and treat-
ment and concludes with MKSAP questions to solidify knowledge. This series is 
purchasable from ACP and is a monthly feature of the Annals of Internal Medicine 
journal (https://www.acpjournals.org/topic/category/in- the- clinic).
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Curriculum Steering Committee for Educational Planning and Problem Identification
Designate one faculty to lead and oversee curriculum

Convene a Curriculum Steering Committee to identify problems and update curriculum

See Appendix A

Educational Needs Assessment
Conduct a general analysis of the institution’s educational and programmatic needs 

Conduct a targeted assessment of learners’ needs within the training program

Review the literature for related ambulatory education curriculum and resources 

See Appendix B

Goals and Objectives for Continuity Clinics 
Formulate SMART goals and specific learning objectives in alignment with the six 
ACGME Milestones 2.0 competencies

Educational Strategies - Structured Core Curricular Content and Delivery Strategies 
Develop a core curricular thread of supplemental teaching modalities

Ensure a balance of experiential training and instructional methods 

See Appendix C and Section IV, subsections B and C

Implementation with Bidirectional Evaluation and Feedback
Address barriers, identify resources, and obtain support

Establish a rigorous evaluation system of the educational programming and the primary 
stakeholders i.e., residents and faculty preceptors.

Gather, review, and share resident and faculty performance data on continual basis

See Appendix D

Ambulatory Faculty Development Needs
Construct a plan for ambulatory faculty development and buy-in to ensure successful
curriculum implementation.

Implement faculty development programs to train clinic faculty on various ambulatory 
teaching skills and instructional pedagogies

Fig. 18.1 Step-by-step guide in developing an ambulatory curriculum. Adapted from Thomas 
PA, Kern DE, Hughes MT, Chen. Curriculum Development for Medical Education: A Six-Step 
Approach. Third Edition. Johns Hopkins University Press, 2015

 Conclusion

The revised ACGME Common Program Requirements in July 2022 dictate ambula-
tory education to make up 10 months of total residency time. Therefore, ambulatory 
experiential training needs to be supplemented by a structured core curricular 
thread. This curricular thread guides the educational needs of both the learners and 
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institutions, has achievable learning objectives specific to ACGME Milestones 2.0 
competencies, and teaches foundational outpatient skills such as electronic health 
record management, chronic disease management, telehealth technologies, and 
team-based care. Most medicine graduates will practice in the outpatient setting 
after residency or fellowship and require these core ambulatory skills for success. A 
variety of instructional modalities, ranging from formal programmatic instructions 
and digital resources to resident-directed learning methods, can help address the 
diverse learning styles of learners, harness existing technological tools, and lever-
age unique teaching techniques used by faculty.

 Appendix A: A General Needs Assessment of Ambulatory 
Medicine Curriculum
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 Appendix B: Targeted Needs Assessment of Learners

 

 Appendix C: Sample 18-month curriculum for X+Y clinic 
design, repeated twice over residency

Block Theme

1 Introduction to office-based practice I
2 Screening, prevention, population health
3 Pain management/musculoskeletal
4 Cardiology
5 Psychiatric disease
6 Pulmonary
7 Infectious disease/HIV
8 Endocrine
9 Gastroenterology
10 Renal
11 Geriatrics
12 Women’s health
13 Neurology/dermatology
14 ENT/ophthalmology/hematology
15 Palliative
16 High-value cost-conscious care
17 Urban curriculum
18 Career development and wellness
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 Sample 36-Month Curriculum for Traditional or Hybrid Weekly 
Half-Day Clinic Design

Month Topics
Year 1 Year 2 Year 3

July Billing and coding Billing and coding Billing and coding
August Preventative services: 

Vaccine/cancer screen
Preventative services: 
Vaccine/cancer screen

Preventative services: 
Vaccine/cancer screen

September Type 2 diabetes mellitus Preoperative evaluation Sexually transmitted 
diseases

October Hypertension Coronary artery disease Geriatric wellness
November Hyperlipidemia Obesity Congestive heart failure
December Panel management Panel management Panel management
January Depression/anxiety Hypogonadism and 

erectile dysfunction
Chronic pelvic pain and 
dysmenorrhea

February Chronic pain syndrome Gout vs. osteoarthritis Women’s health
March URI vs. sinusitis Fibromyalgia Hepatitis C
April Asthma and COPD CVA/TIA Atrial fibrillation
May Thyroid disease: hypo/

hyperthyroidism
GERD Community-acquired 

pneumonia vs. influenza
June Transitions of care Migraines vs. tension 

headaches
Osteoporosis and vitamin 
D deficiency

 Sample Schedule for Academic Half-Day Design

8:30–8:45
Medicine in the news, EBM quiz: Learning based on medical issues reported in 
the media as well as published studies

8:45–9:15 Ambulatory morning report: PGY1 residents on ambulatory block present an 
outpatient case for discussion

9:15–9:30 Board review questions focused on ambulatory medicine topics
9:30–10:00 Problem-based learning directed by an attending, covering chronic disease 

management, acute disease management in the outpatient setting, preventive 
medicine and immunizations, women’s health, laboratory testing, medication 
management, etc.

10:00–10:15 Break
10:15–10:45 Residents as teachers: PGY2 residents on ambulatory block discuss outpatient 

medicine topics based on educational prescriptions
10:45–11:15 Introduction to EBM, basic principles, and literature search strategies: We 

will utilize teaching scripts based on patient encounters, to teach EBM concepts 
and promote lifelong learning behaviors. EBM sessions alternate with the ACP 
high-value cost-conscious curriculum (HVCC) as it pertains to outpatient care

11:15–11:45 Residents as teachers: PGY3 residents present an EBM consult (literature 
review to answer a clinical question) based on educational prescription

11:45–12:00 QI project review and progress
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 Appendix D: Sample Mini-CEX 
for Gynecological Examination

Resident: ____________________________
Date: _______________________________
Supervisor: __________________________
Please rate the resident on the following criteria:

Poor/not 
done

Minimal/
adequate Excellent

1. Proper patient positioning 1 2 3
2. Communication with patient during exam 1 2 3
3. Inspection of the external genitalia 1 2 3
4. Use of speculum (insertion and removal) 1 2 3
5. Inspection of vaginal walls and cervix 1 2 3
6.  Obtained sample for PAP smear and/or wet 

mount/culture
1 2 3

7. Bimanual examination 1 2 3
8. Examination for inguinal adenopathy 1 2 3
9. Overall rating 1 2 3

Do you feel this resident is competent in performance of the pelvic 
exam? Yes   No

Please provide any additional comments below:

 Appendix E: Checklist for Curriculum Implementation

• Identify resources

 – Personnel required: faculty, staff, other
 – Time: faculty, learners, support staff
 – Facilities: space, equipment, sites
 – Funding/costs: direct and indirect costs

• Obtain support

 – Internal: program director, department chair, learners, faculty
 – External: professional societies, if applicable (e.g., SGIM, AAIM)

• Develop administrative mechanisms to support the curriculum

 – Administrative structure of team

Necessary for delineating responsibilities and decision-making
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 – Communication

Content to learners and faculty: includes goals and objectives, information 
about curriculum, facilities, scheduling, changes, evaluation results
Mechanisms: email, meetings, website, etc.

 – Operations

Preparation and distribution of schedules and curricular materials
Method of collecting, collating, and distributing evaluation data
Process for revisions

• Anticipate and address barriers

 – Financial
 – Competing demands
 – People: attitudes of learners and faculty, faculty without enough time, author-

ity, etc.

• Introduce curriculum in stepwise fashion

 – Pilot project
 – Phase-in
 – Full implementation

Adapted from Kern DE, et al.: Curriculum Development for Medical Education – 
A Six-Step Approach, 2nd edition. Baltimore: The Johns Hopkins Univ. Press. 2009
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Chapter 19
Medical Students in Clinic

Kelly White, Achilia Morrow, and Marla Tschepikow

 Introduction

Incorporating medical students into academic practices with resident clinics can 
present unique challenges for the learners and faculty. The goals of all stakeholders 
may not be aligned, and the unique time pressures of ambulatory clinic may present 
teaching and learning obstacles. Learners have different experience levels and dis-
tinct learning objectives. Faculty may not be equipped with adequate teaching skills 
for this setting. This chapter explores various teaching models in the ambulatory 
setting, describes faculty responsibilities, addresses common problems, and illus-
trates potential benefits for faculty and residents.
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• Faculty benefits
• Troubleshooting common problems
• Conclusion

Overview

Academic practices are often closely aligned to medical schools; thus, medical stu-
dents will often be present in academic affiliated clinics. Medical students may 
participate in clinic at various levels of their training including longitudinal experi-
ences, block clerkships, and ambulatory electives. Resident clinics often have stu-
dents as well, as evidenced in the 2019–2020 Medical Resident Clinic Director 
Interest Group (MRCDIG) Surveys, where 78–88% of respondents reported that 
they had medical students in their clinics [1, 2]. As a result, it is likely that part of 
the responsibility as clinic director will be integrating and providing a learning 
experience for medical students. This can create unique challenges as follows:

• Faculty must meet goals as set forth by governing bodies and associated medical 
schools.

• Increasing productivity pressures for faculty affect their availability to teach and 
the ability to recruit faculty who want to teach.

• Faculty need resources to continue to learn and improve their teaching and feed-
back and assessment skills.

• Faculty need resources to provide support for students in clinic to have success-
ful learning experiences.

• When residents are present, their schedules are often not aligned with the stu-
dents, making it more difficult to integrate both groups of learners into the clinic.

This chapter focuses on the logistics of having medical students in clinic, address-
ing the challenges listed above, and providing a rewarding experience for students, 
faculty, and residents.

 Learning Goals for Students

The clerkship or rotation director will likely distribute information to the clinic 
director regarding learning goals and objectives for the students. Learning goals and 
objectives for students in the ambulatory setting are guided by the Liaison Committee 
on Medical Education (LCME), the accrediting body for degree programs leading 
to an MD.  For students, the CDIM-SGIM Core Medicine Clerkship Curriculum 
Guide Fourth Edition provides additional guidance on content for students [3] 
(CDIM = Clerkship Directors in Internal Medicine, SGIM = Society of General 
Internal Medicine). The guide includes sections on diagnoses and core clinical con-
ditions (Part I) and core competencies (Part II). The guide also provides end-of- 
clerkship goals (Table 19.1).
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The Association of American Medical Colleges (AAMC) also discusses medical 
student education. In 2014, the AAMC developed the “Core Entrustable Professional 
Activities for Entering Residency” (EPAs) that every student should be able to per-
form with supervision when they graduate [4]. Educators also working with resi-
dents will note that the EPAs align with the Accreditation Council for Graduate 
Medical Education (ACGME) Milestones. Below are the EPAs with ACGME 
Milestones 2.0 listed beside them (if applicable) [4, 5] (Table 19.2).

Thus, for those already working with residents in clinic, accomplishing the goals 
and objectives for students should not be “additional work” but reflect what is 
already occurring.

Based on AAMC’s EPAs, students will be working towards being able to per-
form their goals with supervision (i.e., being ready for internship). Specific goals 
will also vary depending on when a student has his or her ambulatory experience. 

Table 19.1 CDIM-SGIM training problems for students [3]

Diagnoses Clinical conditions Core competencies

Acute coronary syndrome Abdominal pain Advanced imaging
Chronic kidney disease Acid-base Basic labs
Chronic obstructive pulmonary 
disease

Acute kidney injury Case presentation

Cirrhosis Altered mental status Chest radiograph interpretation
Congestive heart failure Anemia Collaboration
Coronary artery disease Back pain Diagnostic decision-making
Dementia Cancer screening ECG interpretation
Depression Chest pain Electronic health records
Diabetes Constipation Health equity and social 

determinants of health
Dyslipidemia Cough History
Gastroesophageal reflux Diarrhea Information mastery
Hypertension Dyspnea Palliative care
Hyperthyroidism Edema Patient-centered care
Hypothyroidism Fatigue Patient notes
Osteoporosis Fever Personal development and wellness
Pancreatitis Gastrointestinal bleed Physical examination
Pneumonia Headache Point-of-care ultrasound
Substance use Hyponatremia Professionalism
Tobacco use Joint pain Self-directed learning
Upper respiratory tract 
infection

Knee pain Systems-based practice

Urinary tract infection Nosocomial infections Therapeutic decision-making
Venous thromboembolism Obesity –
– Skin and soft tissue 

infections
–

– Skin lesions –
– Syncope –
– Unintentional weight 

loss
–
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Table 19.2 AAMC EPAs and corresponding ACGME milestones

EPA
ACGME 
milestones

EPA 1: Gather a history and perform a physical examination PC1
PC2

EPA 2: Prioritize a differential diagnosis following a clinical encounter PC3
EPA 3: Recommend and interpret common diagnostic and screening tests MK3
EPA 4: Enter and discuss orders and prescriptions PC6
EPA 5: Document a clinical encounter in the patient record ICS3
EPA 6: Provide an oral presentation of a clinical encounter ICS2
EPA 7: Form clinical questions and retrieve evidence to advance patient care PBLI1
EPA 8: Give or receive patient handover transition care responsibility SBP2
EPA 9: Collaborate as a member of an interprofessional team SBP2
EPA 10: Recognize a patient requiring urgent or emergent care and initiate 
evaluation and management

PC5

EPA 11: Obtain informed consent for tests and/or procedures ICS1
EPA 12: Perform general procedures of a physician
EPA 13: Identify system failures and contribute to a culture of safety and 
improvement

SBP2

PC patient care, MK medical knowledge, ICS interpersonal communication skills, SBP systems- 
based practice, PBLI problem-based learning and improvement

For example, second- or early third-year students may be focused on accurately col-
lecting and organizing information, while more advanced students will be expected 
to interpret results and perhaps suggest management plans. The RIME method, 
described in a later section, can be helpful in describing the goals a student is 
expected to achieve while on the ambulatory rotation.

 System Logistics-Regulatory Organizations

The LCME requires those supervising or teaching medical students, regardless of 
setting, to be familiar with the learning objectives of the course and to be prepared 
for their role in teaching and assessment [6]. All providers involved in teaching 
students in clinic should have access to the course learning objectives, including 
residents, fellows, and other faculty or instructors involved in teaching. In addition, 
the LCME requires that the supervising clinicians need to provide appropriate 
supervision of the students in the clinic setting and be comfortable with providing 
both formative and summative feedback during the rotation. Supervising faculty 
must be aware of and willing to employ various tools of measurement of students’ 
achievement of course objectives by means such as direct observation according to 
the schools’ requirements. At the end of the rotation, a timely evaluation should be 
completed including a narrative summary of the students’ performance.

In addition to LCME requirements, the school of medicine may have specific require-
ments for teaching students. For example, the University of Colorado SOM requires all 
faculty who are involved in teaching and assessing medical students to have a faculty 
appointment with the School of Medicine. Additionally, many schools may require 
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specific faculty development focusing on feedback and assessment of students. Being 
aware of the schools’ requirements and appropriately training faculty will be essential 
for success. The hospital or hospital organization may have additional rules regarding 
students in the clinical setting. They may require proof of immunizations (including 
COVID), drug testing, EMR training, a letter of good standing, or other documentation. 
Often, this can be handled by the student, the clerkship coordinator, or the school, but an 
awareness of the rules can help a clinic director appropriately guide the students. 
Depending on the clinic’s affiliation with a hospital, the Joint Commission on 
Accreditation of Healthcare Organizations (JACHO) standards may also apply. 
According to the JACHO, a medical student has no legal status as a provider of health-
care services, which may have a direct effect on the role that student can take in deliver-
ing healthcare and documenting in the EMR [7]. Awareness of Medicare billing rules is 
equally important. Medicare rules state that any student contribution to a billable service 
must be performed in the physical presence of a faculty or resident. Prior to March 5, 
2018, students could document in the medical record; however, the teaching faculty had 
to re-document everything for billing purposes except for review of systems (ROS) and 
past social and/or family history (PSFH) [8]. However, CMS rules changed in 2018 to 
“allow the teaching physician to verify in the medical record any student documentation 
of E/M services, rather than re-documenting the work (March 2018 MLN).” The 
University of Kentucky has produced a video available on YouTube that discusses how 
to incorporate these guidelines into actual practice [9, 10]. Despite the changes, several 
institutions and hospitals have not yet adopted these guidelines. Clinic directors should 
work with their local compliance and legal departments before implementing these 
guidelines or modifying their billing practices. Having knowledge of the expectations of 
the various governing bodies, both national and local and incorporating these into the 
orientation and structure of the clinical experience will help promote success.

If residents are present, incorporating students into resident clinic requires 
awareness of the different regulatory associations’ rules and regulations. The 
ACGME program requirements state that the learner (residents and students)-to- 
faculty ratio in resident clinic cannot exceed 4:1, so this will need to be considered 
when adding students [11]. Faculty must also not have other patient care responsi-
bilities if supervising more than two learners or faculty also cannot see patients 
independently if supervising more than two learners. The LCME standards expect 
that residents be prepared for their roles in terms of teaching and evaluation of stu-
dents. The LCME standards also expect that these residents be familiar with the 
specific course (clerkship, rotation) goals and objectives [6]. Adequate preparation 
of the residents is essential and may benefit from good communication between 
clerkship directors and clinic directors.

 Models of Incorporating Students into Clinic and Continuity

Models include the following:

 1. Attending-student clinic: In this model, the student sees patients on the faculty’s 
private panel. This may occur in a private practice clinic or an academic center 
with a pairing of one student to one attending. Advantages include that the fac-
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ulty knows the patients and can better select which ones are to be seen by stu-
dents. For efficiency, at least two rooms are needed if possible. This allows the 
student to see one patient while the preceptor may see up to three patients in the 
other room (wave scheduling). This process is described in more detail in 
Alguirre’s chapter on “Patient Scheduling” in his 2008 book and allows the stu-
dent more time to see the patient without delaying clinic flow [12].

 2. Learner clinics (fellows, residents): This describes clinics where multiple learn-
ers are being precepted by supervising faculty. Students can be added to the clinic 
as additional learners as long as the learner-to-faculty ratio remains 4:1. The 
director and precepting faculty will need to make a decision whether the student 
has their own patients and presents directly to the preceptor or is paired with an 
upper level learner. This latter method allows the resident to do initial precepting 
and direct teaching before the patient is presented and can make documentation 
easier on faculty. Students may be paired with one resident per session or work 
with different residents based on patient and resident interest and availability.

 3. Incorporate students into clinic teams: In this model, students are incorporated 
into clinic teams to improve continuity, inter-professional collaboration, and 
efficiency of patient care. This can represent a combination of any of the other 
models, with the idea that the student remains on the same team in clinic, whether 
they are working with faculty individually or with residents or seeing their own 
student panel with the faculty. Students can function on different inter- 
professional levels, working with medical assistants to room patients, obtain 
vital signs, and perform medication reconciliation, as permitted by the individual 
institution. This increases students’ autonomy and perceived value to the team 
and can improve efficiency of patient care.

 4. Student-only clinic: In this model, faculty precept only students. Panels of 
patients are created for students to see. This model may work best as a longitu-
dinal model. In this model, it is vital that preceptors are knowledgeable of the 
student billing guidelines of their institution.

 Continuity

Clinic directors will need to decide on priorities for providing continuity: student- 
faculty continuity, student-resident continuity, student-patient continuity, or expo-
sure to a variety of teaching styles. What is feasible will also depend on faculty 
available to precept and how often students will attend clinic. If present, the ability 
to involve residents, and whether student and resident schedules are aligned (e.g., 
X + 1, longitudinal), will also affect feasibility. As many residency programs move 
towards block scheduling (e.g., X + Y), many medical schools are incorporating 
longitudinal clerkship experiences in different years. Discussions with the rotation 
director and faculty to review the proposed method for integrating the student will 
ensure that the experience meets the learning objectives of the rotation.
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 Preceptor Responsibilities

 Orientation to the Clinic and the Team

Although students may receive an overall orientation at the beginning of their rota-
tion, it is important that each student be oriented to each specific clinic as well. This 
will often need to be done by the clinic director or their designee. The purpose of the 
orientation is to:

Familiarize students with the clinic. This includes informing students where things 
are physically located. It includes how are patient rooms structured, where sup-
plies are kept, and where physicians, nurses, and other staff sit. Even things like 
the location of bathrooms will be useful to students. This will be their medical 
home for the next few weeks to months, and it is helpful to know where things are.

Introduce them to the team. This is an excellent time for students to be made aware of 
the importance of everyone in the clinic; medicine is increasingly becoming an 
inter-professional discipline. Explain the roles and job of various personnel, espe-
cially those they will be working with closely. In addition, if the clinic director is the 
primary preceptor, it is a good time to explain the role and the journey to become a 
primary care physician. Ambulatory rotations will hopefully persuade more stu-
dents to consider primary care as they meet role models they want to emulate.

Explain clinic flow. Describe the process of how things work from the time a patient 
checks in to the time a patient checks out. They will also need to know their role 
in this process.

 Setting Goals and Expectations

 Students

Clinic directors should discuss learning goals and expectations for the rotation with 
the student during orientation or shortly afterwards. Overall learning goals are cov-
ered earlier in the chapter. Directors will want to review these as well as goals and 
information specific to the clinic, student goals, and other important logistics.

Clinic goals. Specific patient populations may lend themselves to specific goals 
not covered in the overall goals. For example, for students working in a women’s 
health clinic, the goals might include diagnosis and management of amenorrhea 
and/or management of menopausal symptoms.

Student goals. The student may have their own learning goals and expectations. 
Eliciting these objectives from the learner at the beginning of the rotation will help 
faculty develop an individualized educational plan that will make the student’s 
experience more rewarding.
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Logistical information. This includes detailed information pertaining to the orga-
nization of the clinic, clinic volume, and documentation. A few examples of such 
information include:

 1. Clarifying the number of patients the student is expected to see (e.g., 2–4 patients 
in ½-day session)

 2. Confirming that the student has an active username and password for 
accessing EMR

 3. Introducing students to various templates to be used in the EMR (if applicable)
 4. Demonstrating an approach to the patient chart
 5. Reviewing different types of patient visits (e.g., new, urgent, follow-up)
 6. Describing the telehealth process (if applicable)

 Faculty, Residents, and Staff

Faculty and residents working with the students must also know the learning goals 
and expectations listed above. Although residents may have experience working 
with students in the inpatient setting, they may not have worked with students in the 
ambulatory setting. Thus, faculty should clearly define the role the residents will 
have in supervising the student in the clinic setting. The students likely will be per-
forming the history and physical exam and may be responsible for documentation. 
Identifying how faculty and resident feedback will be included in the student’s eval-
uation will also be important.

Clinic staff members can be an integral part of the student’s learning experience. 
Typical responsibilities for staff members include patient introductions, assisting 
with basic skill training and student evaluations. Clinic directors should clearly 
define expectations for staff interactions with the student prior to the rotation. It is 
important to remember that it is often difficult to juggle regular patient care duties 
and the needs of early learners. Communicating with staff members on a regular 
basis about their own experience will help ensure that staff are not overwhelmed and 
that the student has a positive learning environment.

 Priming the Student

Depending on the time of year, or the structure of the medical school curriculum, 
many students may not have been in the ambulatory setting before. Even more expe-
rienced students may need specific instruction of what is expected of them. In 
“priming,” the preceptor provides the student with information to make the encoun-
ter more successful, focused, and time efficient before the actual clinical encounter. 
Information imparted to the student may include:

Patient information. This can include both specifics about the patient (if known) 
and reasons for the visit. (“Mrs. Charlie is a 65 yo lady who I have been seeing for 
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years. She is often accompanied by her daughter. Today she is here for a follow-up 
of her diabetes.”) The chief complaint may also be discussed with the student prior 
to him or her entering the room.

The task. Describe what faculty would like the student to do and how much time 
is allotted to complete it. (“I would like you to take 3 minutes to review the chart, 
then take 10 minutes to do a focused history and physical on the patient. Please 
make sure to ask about her glycemic control and do a foot exam.”)

Precepting encounter. Inform the learner what will be expected after the task is 
completed. Where they will meet and what information faculty will want to know 
should be answered. (“After you finish, meet me in the conference room and give 
me a 3-minute summary of history and physical findings. We will then discuss a 
plan for her diabetes and see the patient together.”)

 Teaching and Learning Models

How one teaches in the ambulatory setting is dependent on the level of learner, 
patient population, and time constraints. Compared to inpatient, there is a higher 
volume of patients seen in shorter periods of time in the outpatient setting. The chal-
lenge of allowing the student independence and time to learn is often balanced with 
the need for efficiency in a busy practice. Models of teaching that allow time effi-
ciency, active learning, and focusing on specific teaching points have been devel-
oped. The list below is not exhaustive but represents some common methods of 
teaching/precepting in the outpatient setting.

“One-Minute Preceptor.” This method allows preceptors to ask questions regard-
ing the diagnosis and to probe the learner’s thinking. (It “diagnoses the patient and 
the learner.”) It consists of five steps and does not require the learner to know the 
method. Although originally designed to discuss diagnoses, it can be applied to 
other aspects of a patient presentation as well (e.g., history, interpretation of abnor-
mal physical findings and labs, patient follow-up) [13] (Table 19.3).

SNAPPS. Originally described by Wolpaw in 2003, SNAPPS is a learner- 
centered model that focuses on differential diagnosis [14]. The learner must be 

Table 19.3 One-minute preceptor skills and examples

Microskills step Example

1. Get a commitment “What do you think is the cause of his abdominal pain?”
2.  Probe for supporting 

evidence
“Why do you think the patient has dyspepsia?”

3. Provide general rules “Remember to always ask about weight loss when someone is 
presenting with chronic abdominal pain”

4.  Reinforce what was 
done correctly

“You characterized the pain well including asking about quality, 
intensity, radiation, and alleviating and exacerbating factors”

5. Correct mistakes “When pain is located on right side, need to consider gallbladder 
and liver etiologies of pain as well”
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Table 19.4 SNAPPS model with corresponding learner action

SNAPPS model Learner action

Summarize The learner is asked to summarize the case
Narrow the differential The learner presents 2–3 conditions in the differential 

diagnosis that can explain the condition of the patient
Analyze the differential The learner explains what they think the actual diagnosis is and 

why
Probe the preceptor The learner asks any specific question they have about the case
Plan management The learner develops assessment and plan
Select a case-related issue for 
self-directed learning

The learner chooses an issue related to the case to explore 
further

trained in the model in order for it to be successful. As it requires higher level 
thinking, it can be challenging for early learners. The steps of the model are shown 
in Table 19.4.

The model assumes that the learner is already proficient at oral presentations as 
it focuses on the assessment and plan.

Reflections/educational prescriptions. This learning activity is centered on 
unanswered questions relevant to a patient seen. Students are asked to further 
explore a clinical question (e.g., “What can be done for treatment of a patient 
with fatty liver?”) or reflect on a patient encounter (“What factors do you think 
might be affecting Mrs. S’s ability to adhere to her medical regimen. What 
could be done to help?”). This method allows the student to continue thinking 
about the patient outside the patient encounter and can be reviewed at a later 
time [15–17].

Observation. This method can be used in several ways to encourage active learn-
ing by the student. Examples include having the learner observe and scribe while 
the preceptor performs the history and physical. To do this effectively, the student 
has to assimilate information in real time. Afterwards, the student and preceptor can 
generate a problem list and discuss the assessment and plan.

Traditional observation can be more active as well if planned. For example, 
the student can be asked to observe the preceptor performing a specific task. This 
can then be discussed and reviewed in detail. Finally, the preceptor can observe 
the student performing a specific skill. This can be taking a history, performing 
an exam, or counseling a patient. In general, observations eliminate the need for 
the preceptor to repeat portions of the history and exam separately from the 
student.

Teacher reflection and resources. One final important aspect of teaching is reflec-
tion by the teacher of what methods work well and why. If several faculty have 
teaching duties, consider sharing ideas and developing methods together.

More information about teaching in the ambulatory setting can be found in 
review articles, faculty development programs at the affiliated academic institution, 
sessions at regional and national meetings (including SGIM), and online modules 
such as this provided by Alliance of Academic Medicine (AAIM, https://hl.im.org/
aaim/home).
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 Providing Useful Feedback

Feedback from clinical teachers is needed for learners to improve. Students should 
receive both formal and informal feedback from those involved in their education. 
Explicitly stating that feedback is being given can help learners realize that they are 
receiving information to improve their performance. Consider prefacing informal 
feedback with statements such as “I want to give you feedback about” or “Here is 
feedback regarding ….” Formal feedback sessions, which should happen at least 
twice during a rotation, should reference goals and objectives set at the beginning of 
the rotation. Setting aside time for the formal feedback sessions can be useful to 
ensure that they happen in an unrushed manner (and that they get done)!

Feedback should be specific, be based on observable behaviors, be nonjudg-
mental, and include suggestions for improvement. In addition, studies have 
shown that it is useful to have the student reflect upon his or her own performance 
first. There are several pneumonic, models, and tools to guide giving feedback 
including those in Table 19.5.

The authors of an article featured in Medical Teacher in 2012 noted that learners 
reported a lack of feedback in clinical settings [21]. They performed a literature 
review of feedback for graduate and undergraduate students and came up with 12 
suggestions or “tips” for effective feedback. The tips and suggestions for implemen-
tation below are adapted from this article (Table 19.6).

 Evaluation of the Student

Although many forms of evaluation may be used to give students a grade, the clini-
cal preceptor evaluation is a significant component. When agreeing to take students 
in a clinic, it needs to be determined what is expected in terms of evaluation.

 Logistics

What evaluation forms will need to be completed? In addition to a summative evalu-
ation form, are there formative or additional ones, such as an observation form that 
needs to be done as well? Most traditional or block clerkships include midpoint 

Table 19.5 Feedback methodologies

BOSS [18] ARCH [19]
Modified feedback 
sandwich [20]

Brief Allow/ask for self-assessment Give positive feedback
Observations of learner actions Reinforce what is being done 

well
Discuss what can be 
improved

Significance of the feedback being 
given and why important

Confirm what needs correction 
or improvement

Give specific suggestions 
for improvement

Suggestions for how to improve Help the learner with plans for 
improvement
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Table 19.6 Tips for effective feedback with implementation strategies

Tips for establishing effective 
feedback Suggestions for implementation

Establish a respectful learning 
environment

If both parties feel comfortable, feedback will be easier. The 
learner should view feedback as a chance to reflect and improve, 
not just to be told what they are doing wrong

Communicate goals and 
objectives for feedback

Decide what should be the purpose or outcome of the 
conversation. Agenda setting can be done by the preceptor or 
the learner. Examples of goals can be how to improve an exam 
skill, discussing progress made towards goals set at the 
beginning of the rotation, or improving the formatting of notes

Base feedback on direct 
observation

Specific examples of what was done correctly or incorrectly 
should be used and given to the learner

Make feedback a timely and 
regular occurrence

Again, formal feedback sessions will be expected halfway 
through the rotation and at the end. However, informal feedback 
should happen throughout the rotation

Begin the session with the 
learner’s self-assessment

Allow time for the learner to assess and verbalize how he thinks 
he is doing

Reinforce and correct 
observed behaviors

This is best done in a timely manner when possible

Use specific, neutral language 
to focus on performance

Be nonjudgmental

Confirm the learner’s 
understanding and facilitate 
acceptance

Giving feedback requires the clinician to be “in tune” with the 
learner to ensure that the learner is “getting it”

Conclude with an action plan A plan should be made that informs the learner of specific 
things that should be done to improve. “Reading the sections 
relevant to your patient’s diagnosis in UpToDate after each 
patient encounter” is more useful than “read more”

Reflect on your feedback 
skills

Giving good and useful feedback is a skill that needs to be 
practiced. Allow time to determine what was done well and 
what needs to be improved

Create staff development 
opportunities

Faculty development opportunities may be available and/or can 
be developed for those who would like further information 
regarding giving feedback

Make feedback part of 
institutional culture

Faculty development opportunities may be available and/or can 
be developed for those who would like further information 
regarding giving feedback

feedback for students, while longitudinal clerkships may have multiple feedback 
sessions before the final evaluation, and faculty may be asked to complete these. It 
is important to review copies of the evaluation form beforehand.

Who is expected to complete the evaluation? Whether the evaluation will be sum-
mative from all those involved with the student or individual should be determined 
either by the rotation or by the clinic director. For example, if the student works with 
a resident, will both faculty and resident do an evaluation or will it be collective? 
This consideration may not be applicable in all situations.
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Table 19.7 RIME framework

Reporter Usually applies to early learners and describes a student who can gather and 
clearly communicate facts

Interpreter Learners can now interpret data, prioritize problems, and offer a differential 
diagnosis based on data collected

Manager In this stage, the learner is able to develop management plans for the patient. 
They function as the doctor and are able to explain these plans to patients and 
their families

Educator In addition to being able to educate colleagues and students, learners in this 
stage continue to strive to practice evidence-based medicine. They seek answers 
to questions that cannot always be found in a textbook

Are evaluations criterion based or normative? Evaluations can be criterion based 
or normative based. In normative evaluations, learners are compared against those 
at a similar stage, whereas in criterion based, the same standards are used regardless 
of when a student rotates. Thus, students just starting their clinical rotations are 
likely to perform at a lower level (and receive a lower “score”) than ones who are 
months away from graduation. Regardless, the same scale is used. Anchors for 
items to be evaluated can be used to guide the evaluator. If unclear, it is important to 
communicate with the clerkship/rotation director for instructions on how forms are 
to be completed.

Student evaluations have often mirrored resident evaluations in using the six core 
competencies. However, similar to resident evaluations, student evaluations are 
increasingly moving towards being milestone and competency based.

 Comments and RIME

Comments can be a very useful part of the evaluation. Giving specifics and exam-
ples of what the student did well, how to improve, and concerns are invaluable for 
both evaluation and feedback. The RIME framework is a tool that many programs 
have integrated into evaluations (and feedback) to help specifically define what 
knowledge, skills, and attitudes the student has attained [22, 23]. The RIME frame-
work is shown in Table 19.7.

The RIME framework has gained popularity in its ability to allow evaluators to 
come to the same conclusion regarding a student’s clinical capabilities. As men-
tioned earlier, it can also be used to help set goals and expectations for students 
in clinic.

 Observation

Stemming from LCME standard ED-27, programs now require students to be 
directly observed in patient interactions as part of their evaluation. Preceptors may 
be asked to complete a mini-CEX or other observation form. Again, it is helpful to 
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have the form early in a rotation with a student, so it can be determined who will 
complete the observation and when. Other considerations include the following: Is 
the observation formative or summative? Do specific skills need to be observed, for 
example, physical exam, or patient education? Time allotted to observe and com-
plete the form is also an excellent opportunity to give the student specific feedback 
on their performance.

 Final Tips on Evaluation

• Obtain as much information as possible about the components of feedback and 
evaluation for which faculty and house staff will be responsible.

• If present, use anchoring statements on evaluations to guide as opposed to using 
a numerical score.

• If a faculty member cannot adequately assess an item on the evaluation, it is 
okay to mark “cannot assess” or its equivalent. For example, if a faculty mem-
ber has never observed a student doing a physical exam, they cannot evaluate 
this item.

• Remember that evaluations are a summary of what is observed. There are other 
components, and the student’s final grade will not be solely determined by one 
faculty member.

• Feedback and evaluation are often partners. When discussed, evaluations can 
serve as a tool to give specific feedback to residents.

• Implement faculty development on assessment and feedback of learners.

 Evaluation of the Rotation, Faculty, and Residents by 
the Student

Students will have the opportunity to evaluate the clinic rotation, teaching faculty, 
and residents according to the evaluation process developed by the medical school. 
The students’ evaluations are important for ongoing feedback regarding the rota-
tion, so improvements can be made to optimize the student participation and learn-
ing. Students will also provide evaluations of the attendings and residents they 
work with during the rotation. Often, these evaluations are held until multiple 
evaluations have been completed in order to protect student anonymity. The stu-
dents’ completed evaluations of faculty may be released directly to the faculty 
members or may be given to a supervisor such as the division head or department 
leadership. Similarly, the resident evaluations may be released directly to the resi-
dents or given directly to the residency program director to review prior to distribu-
tion. Sharing completed student evaluations with supervising faculty provides an 
opportunity for faculty and resident feedback, recognition of teaching prowess, 
and remediation.
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 Residents as Teachers

Residents are responsible for teaching medical students in the clinical setting, and 
their teaching may be responsible for up to one-third of acquired medical knowl-
edge [24]. Residents have been found to spend 20% of their time in direct teaching 
[25]. When provided with a curriculum aimed at improving teaching skills, resi-
dents are found to be more enthusiastic about teaching and report improvement in 
teaching skills and increased satisfaction [26]. Many residency training programs 
now include a formal teaching curriculum for residents, with varying topics, on 
instructional and evaluation methods [25]. These may include resident or intern 
orientations, electives, optional seminars, educator pathways, or other areas. A brief 
description of some previously described curriculum follows.

One-Minute Preceptor: A recent review suggests that the One-Minute Preceptor 
model continues to a commonly used and effective teaching strategy; however, the 
literature establishing effective teaching strategies in the clinical setting remains 
limited, and more research is needed to determine optimal teaching strategies, 
assessments, and measurement of outcomes [25, 27]. This teaching strategy, 
described previously, may be used to teach students, and as a model for designing 
residents as teachers curriculum. The time commitment required is relatively short, 
and existing curricula are well described.

AAIM Residents-as-Teachers online curriculum: This topic is of national inter-
est, and CDIM and APDIM created the joint Residents-as-Teachers Task Force to 
provide program directors and clerkship directors with practical and efficient strate-
gies to help residents become more effective teachers in the course of their normal 
work duties [20, 28]. This is available for all AAIM members and includes ten 
multimedia, evidence-based modules with topics ranging from oral presentations to 
clinical reasoning and professionalism. These tools may help faculty design their 
own curriculum and provide an excellent basis for a teaching program. Resident 
clinic directors may connect with local clerkship directors or residency leadership 
regarding AAIM membership.

Workshops and longitudinal curricula: Many different residents-as teachers cur-
ricula have been described in the literature, and their efficacy has been variously 
assessed [29]. Workshops range from just over an hour to more than 1 day, can 
occur singularly or longitudinally, and may be mandatory or voluntary based on 
scheduling. From the authors’ perspective, these workshops seem to be most suc-
cessful for upper level residents as opposed to interns. Teaching methods include 
seminars (virtual and in-person), PowerPoints, role-playing, reflections, observa-
tion and feedback, and electronic content delivery of key themes. Assessment of 
various teaching curricula does not support one method of delivery, leading experts 
to recommend ongoing research and developing programs, which adapt to the indi-
vidual needs of the local institution.

Collaboration between clerkship directors and clinical leaders could result in 
improved teaching skills of residents and improved experiences for students in 
clinic. Similar curricula could be developed for residents in clinic teaching students, 
with a focus on ambulatory topics and primary care settings. Teaching curricula 
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could parallel faculty development, with a focus on course objectives, feedback 
strategies, rules of documentation, and effective evaluations. Since residents are 
also learners, it is a crucial role of the clinic leadership and precepting faculty to 
provide feedback to them on their teaching skills, even if a formal curriculum does 
not exist.

 Faculty Benefits

Many physicians teach for the joy of teaching—they enjoy imparting their clinical 
knowledge, perspective, and love of what they do to others. However, academic 
physicians often must balance the missions of clinical services, research, and teach-
ing. Although participation in teaching of residents and medical students is often an 
expectation, compensation does not always reflect this. Compensation for physi-
cians in the ambulatory setting is often based on clinical productivity (RVUs) or 
total number of visits. Thus, clinic directors must consider how to incentivize teach-
ing and make it a realistic option for those who want to do it [30].

Monetary/time compensation. Education value units (eVus) have been described 
and implemented in various institutions to compensate teaching [31–33]. This sys-
tem acknowledges that teaching takes time and clinical productivity will not be as 
high. Some institutions may also offer a monetary stipend to clinic preceptors. 
Georgia, Colorado, Hawaii, Maryland, and South Carolina offer tax credits or other 
financial incentives for qualifying clinicians who precept students; other states are 
considering this as well [34, 35]. If an institution has a method for compensating 
teaching, it is important to determine if precepting students will be considered in the 
calculation. Medical directors will need to consider if having students changes clini-
cal duties for their faculty (i.e., number of patients they are to see, how many resi-
dents they are covering).

Consideration for promotion. More and more programs have well-developed 
clinician-educator pathways for promotion. Promotion along this pathway usually 
requires evidence of breadth, quantity, and quality of teaching. Evaluations from 
students can be part of the evidence of quality and can be added to teaching portfo-
lios. Teaching students in addition to residents may increase breadth as well.

Eligibility for teaching awards. Institutions and professional societies have 
developed teaching awards. Receiving a teaching award can be through nomination 
or by application. In addition to recognition, receiving an award may lead to oppor-
tunities to apply for grants, support applications for promotion, as well as give fac-
ulty institution-wide recognition for their work.

Other options/benefits. If a clinic has volunteer faculty, some of the options 
above (desire for promotion) may not be an incentive to teach students. Having a 
school offer access to CME activities, faculty development retreats, faculty appoint-
ments, and medical library might be preferable options. Acknowledgment by plaque 
or certificate signed by the Department Chair of Medicine and/or Medical School 
Dean may also be valuable as a thank-you even when monetary compensation is not 
available.
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 Troubleshooting and Common Problems

This section addresses common scenarios when working with students in the ambu-
latory setting. Each begins with a brief vignette followed by suggestions, many of 
which are explained in detail in other parts of the chapter as well.

“Too Slow”
You enjoy having Student A, a third-year clerkship student, in your clinic. 

However, some of your patients have started to complain about having longer 
waits. Also, your morning clinic is going deep into your lunch hour. You want to 
continue teaching, and you want Student A to have a good experience, but you are 
becoming exhausted. How can you balance teaching with effective/efficient 
patient care?

• Use wave scheduling to stagger your patients and/or have multiple rooms avail-
able. This allows the faculty member to see one or two patients while the student 
is performing their H&P.

• If possible, preselect patients for the student to see. This allows faculty to prepare 
the patient for a longer visit with the student. It may also allow the student to read 
about the patient in advance.

• “Prime” the student. Setting clear expectations of what the faculty would like the 
student to do in the clinical encounter will help make the visit more efficient.

• Do not try to teach everything for every patient. Pick one or two teaching points 
on which to focus.

• Be familiar with various forms of time-effective methods of teaching including 
having the student present in the room, SNAPPS, and One-Minute Preceptor.

“More than Shadowing”
You have had students in your clinic over the past year. You are receiving feed-

back from the clerkship director regarding your evaluations. While students feel that 
you are very knowledgeable and compassionate towards your patients, many of them 
complain about “doing nothing” in your clinic but shadowing. They would like to be 
more involved in the patient’s care. You have a very busy clinic and limited amount 
of space, but are open to the idea of giving the students more independence, but how?

• Even if only one room is available, have the student take a more active role. The 
student can perform as a scribe, lead the history or physical, place/place orders, 
check vital signs, provide patient education, communicate with team members, 
and/or provide patient instructions.

• Allow time for student to derive own assessment and plan. The faculty may per-
form other tasks (i.e., documentation) at this time.

• Try wave scheduling if not already implementing.

“Read More”
Student B, your student from 2 months ago, comes to you upset. This student 

received a “pass” from the rotation and is confused. During the rotation, you con-
stantly told Student B that they were doing a good job and that they should just 
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“read more.” Student B would like more concrete information about what they 
could have done to receive a better grade.

First, students should direct concerns about their grades to the clerkship director 
unless instructed to do otherwise. In this case, it would be appropriate to ask the 
student to contact the clerkship director. Reflecting on what could have been done 
better to make the student more aware of her performance:

• Go over evaluation with the student at the end of the rotation.
• Set objectives at the beginning. Then review the objectives periodically, and dis-

cuss the progress the student is making.
• Give feedback in real time. After a presentation, and exam, let the student know 

“I want to give you feedback regarding ….”
• Evaluating faculty can discuss a student’s evaluation with the clerkship director 

to make sure that they are following the appropriate standards.

 Conclusion

The majority of physicians will spend at least part of their career in the ambulatory 
setting. In order to prepare them for future practice, the time students spend in the 
ambulatory setting likewise has continued to grow. Meeting the needs of students 
and allowing faculty to still meet their clinical and educational goals are possible. 
Preparing faculty with course objectives and learning goals will help direct teach-
ing. Both innovative scheduling and telemedicine offer opportunities for increased 
involvement of students in ambulatory care and maintaining continuity. Finally, 
various teaching models exist which can help preceptors manage time wisely while 
simultaneously providing students with increasing autonomy and learning 
experiences.

Teaching students in clinic is rewarding and can have many benefits. However, 
increasing pressure on primary care faculty to achieve clinical productivity goals 
can sometimes conflict with faculty desire for protected time for teaching students. 
Engaging hospital administration and academic leadership to provide support for 
teaching faculty will be essential in maintaining these models. Similarly, supporting 
faculty and resident time for education on course objectives and milestones will also 
be important. If we continue to work together to align goals of learners with those 
of hospital institutions and patient care, we can strive to build teaching models that 
will optimize these roles.
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Chapter 20
Scholarship in Clinic

Louisa Whitesides and Jillian Catalanotti

 Introduction

Scholarship plays a key role in guiding the day-to-day practice of evidence-based 
medicine. In addition to understanding how to stay abreast of new treatments and 
guidelines by being consumers of the medical literature, physicians should learn how 
to contribute to the ever-growing body of medical knowledge. In fact, the Accreditation 
Council for Graduate Medical Education (ACGME) requires internal medicine resi-
dency programs to “facilitate resident and faculty involvement in scholarly activi-
ties” and to “advance residents’ knowledge and practice of the scholarly approach to 
evidence-based patient care” [1]. Scholarship in the medical field generally implies 
dissemination of knowledge, whether institutionally, regionally, nationally, or inter-
nationally, through oral presentations, posters, written abstracts, or manuscripts.

By undertaking the art of inquiry and writing, learners grow in a multitude of 
ways. For residents, the act of completing and publishing research can be a source 
of personal accomplishment. Finishing one project can open doors to further 
research [2]. For faculty, the act of mentoring trainees on discrete scholarly projects 
can be gratifying, and successful publication may contribute to academic promo-
tion. For both, discovering answers to clinical questions can improve patient out-
comes and can further resident and faculty career development by establishing a 
successful record of publication or presentation to disseminate their work.
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This chapter seeks to provide guidance to attendings and trainees on the act of 
scholarship in the clinic.

Outline

• Role of the preceptor and clinic director
• Formulating an effective research question
• Types of scholarly research available to residents 
• Choosing an appropriate venue for presentation and publication
• Writing for medical publications
• Continuing the research process
• Conclusion

 What Is the Role of the Preceptor and Clinic Director?

Clinic preceptors and directors play key roles in encouraging inquisitive thought 
and guiding residents through the research process in ambulatory clinic. While most 
of their work with residents is in direct observation, active feedback, and collabora-
tion for intervisit care [3], preceptors can also use these interactions to plant seeds 
for self-directed inquiry. For example, if a learner asks a question regarding a cer-
tain patient encounter, the preceptor may ask the learner to investigate the evidence 
behind the question, rather than simply providing an answer. If this research leads 
to further investigation, the preceptor can either provide mentorship through the 
research process or direct the trainee to an appropriate guide. Frequently, patients 
who seek care at academic medical centers have complex medical problems that 
may be appropriate not only for learning but also for dissemination of knowledge 
through publication in the form of case reports or clinical vignettes.

Clinic directors have opportunities to promote and mentor scholarly work as 
well. They are uniquely situated to identify areas of need across the entire residency 
clinic experience and may serve to propose, coordinate, or guide more global proj-
ects that are inspired not by just one patient but by the entire clinic experience. In 
addition to mentoring scholarly projects that may impact patient care or clinic oper-
ations, due to their key role as medical educators, residency clinic directors may 
also design and study educational initiatives for their residents in the ambulatory 
curriculum. Clinic directors can also promote the scholarship of others by acting as 
a connector to direct interested learners to preceptors with aligning interests and 
serving as a resource for mentor-mentee relationships.

Preceptors and residency clinic directors must develop specific skills to pro-
vide active research mentorship. They may play important roles in every step of 
the research process by assisting residents to (1) focus their research questions; 
(2) choose a type of scholarship (e.g., clinical vignette, QI, clinical study); (3) 
select a venue for submission; (4) progress through the writing and editing pro-
cess; and (5) continue the line of research after the initial project has been 
submitted.
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 How to Formulate an Effective Research Question

Learners are often curious but lack the skills and experience to articulate and narrow 
research questions. Guidance from a preceptor, mentor, and/or formal curriculum in 
this area is paramount to ensure a resident’s success in developing a project. Many 
residency programs have piloted structured research electives to provide dedicated 
time to support resident inquiry and scholarship [4, 5]. At least one curriculum 
designed to improve writing skills is available on MedEdPORTAL [6]. Other 
sources, such as the Academic Alliance of Internal Medicine (AAIM), have short 
presentations that can be used to teach residents the steps in research design [6].

Whether it be from a structured program or mentor, trainees must learn the steps 
to formulate a research question: perform background research, narrow the focus of 
the question, and determine the best type of research for the question. Once resi-
dents have chosen a topic, they should carry out a cursory literature review to answer 
the following questions: Is there comprehensive information available on this topic? 
What questions have been left unanswered? These questions should guide residents 
to frame their formal research question, which should be as precise and narrowly 
worded as possible and fill a gap in the medical literature. At some institutions, 
research librarians may be available for assistance with performing literature 
searches. Finally, determining the overall type of study—observational or interven-
tional—as well as the appropriate scholarly approach for the question at hand—for 
example, clinical vignette, quality improvement, chart review, survey, or clinical 
study—is helpful to place the question into context and understand the scope of the 
project [7]. We will discuss these types of research projects further in our next 
section.

 What Are the Various Types of Scholarly Research Available 
to Residents?

When developing a research project, residents can choose from many categories of 
scholarship. Below is a list of these genres and their definitions. It is important to 
remember that while residents may believe that their projects are best suited to a 
certain research category, their time in training is limited. If they aspire to finish the 
project prior to graduation, it is more reasonable for them to pursue one of the first 
three types, which require less time rather than to undertake a prospective study. 
The later type of project will likely not be completed within a 2- to 3-year time 
frame. In that case, residents may work together or pass on projects to more junior 
learners depending on the length and scope of the project. The different types of 
research projects that residents may pursue, also summarized in Table 20.1, are as 
follows:

 1. Clinical vignette: Describes an interesting case or clinical dilemma that the 
author personally encountered. These writings are typically abstract length and 
are submitted to conferences as posters or oral presentations [8]. Consider 
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 general medicine regional or national conferences, in addition to conferences of 
specialty societies.

 2. Case report or series: Describes a case or group of cases that the author has seen. 
These writings are typically in manuscript format and are submitted to a journal 
for publication [9]. Note that many journals require a publication fee for these 
types of publications, and most require written patient consent.

 3. Quality improvement study: Recounts data-guided interventions that immedi-
ately improve patient care. These studies are often IRB exempt, are completed 
faster than traditional research, and can be carried out without significance test-
ing. They can be submitted in abstract or manuscript forms to either general 
medicine conferences or journals or quality-focused conferences or journals 
[10, 11].

 4. Observational study: Analyzes data through chart review, surveys, or interviews 
to answer clinical questions. Depending on the topic studied, those surveyed 
may include patients, learners, providers, or others who interact with the resident 
clinic experience. Data analysis may be quantitative or qualitative. Observational 
studies are typically submitted as manuscripts but may be presented as posters as 
well [12, 13]. These studies require review by your organization’s Institutional 
Review Board (IRB) before being carried out.

 5. Interventional study: Describes the impact of a clinical or educational interven-
tion performed by the learner and/or mentor. These studies are prospective and 
may require more time and finances to complete. As with observational studies, 
data analysis may be qualitative or quantitative. Common approaches to quanti-
fying impact include showing change in attitudes or beliefs on surveys, in clini-
cal outcome metrics using chart review or data analytics, or in scores on 
knowledge exams before and after the intervention. Like observational studies, 
these projects are often submitted in manuscript form to journals and may also 
be presented as posters [14, 15]. These projects typically also require review by 
your organization’s IRB before they can be begun.

Figure 20.1 illustrates the different types of research that may stem from seeing 
a patient with diabetes in continuity clinic. As illustrated, a single patient seen in 
clinic can lead to a multitude of questions, resulting in very different scholarly proj-
ects. It is important to assist learners to identify which category they wish to pursue 
and to clarify the scope of the question once articulated.

A note about clinical vignettes or case reports: when choosing a case for a clini-
cal vignette or case report, remember that a case need not be a “zebra” or very rare 
diagnosis to be suitable for presentation or publication in the medical literature. 
Other great cases may illustrate uncommon presentations of common illnesses, 
diagnostic dilemmas, “don’t miss” diagnoses, or novel or nuanced therapeutic 
approaches. Often, general medicine conferences also accept clinical vignettes 
about important, though not necessarily uncommon, diagnoses or situations as 
teaching tools. Learners often need guidance from faculty to identify the 1–2 learn-
ing objectives that will be illustrated by the case. These should be used to guide the 
entirety of the work to remain focused. Often learners need to shorten the case 
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A pa�ent 
with 

diabetes

Clinical vigne�e: 
oculomotor nerve palsy 
presen�ng in a pa�ent 

with diabetes

Case report or series: a 
rare side effect of a new 
medica�on used to treat 

diabetes

QI project: Interven�ons 
to improve A1c control 

among pa�ents in 
resident clinic

Observa�onal study: 
Compare diabetes 

control for pa�ents in 
resident clinics and 

a�ending clinics

Interven�onal study: 
comparing hepa��s B 

vaccina�on rates among 
pa�ents with diabetes 

before and a�er an 
immuniza�on 

curriculum for residents

Fig. 20.1 Seeing a patient(s) with diabetes in resident may inspire several different forms of 
scholarship. Some examples are shown here

presentation section of these projects and lengthen the discussion section; the case 
should be thought of as a launching point so that the discussion section can achieve 
the learning objectives.

 How to Choose an Appropriate Venue for Presentation 
and Publication

In determining the scope of a scholarly project, it is helpful to discuss what formal 
works should come about and where to submit them. In general, smaller projects are 
more suitable for abstracts and poster presentations at the institutional, regional or 
national level, while larger more in-depth projects may be able to support manu-
script format. This section outlines the initial decisions and steps needed to create 
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abstracts and manuscripts; our next section will review the writing processes 
for both.

Abstracts are shorter pieces of writing, often presented (once accepted) in poster 
format. They may be presented at various conferences throughout the year and may 
be published in conference reports. Some clinical inquiries and research endeavors 
are submitted only as abstracts; however, it is also acceptable to present an abstract 
on a research topic and then follow with a more complete manuscript later [16].

Several general medicine conferences accept abstracts from trainees every year, 
including Society of General Internal Medicine (SGIM), American College of 
Physicians (ACP), and AAIM. Each of these conference websites provides informa-
tion on how to write an abstract, what types of abstracts are accepted, and instruc-
tions for submission. Given its academic mission, AAIM can be a great place to 
present research evaluating the impact of educational initiatives. SGIM and ACP 
typically also accept abstract submissions for regional meetings, which provide 
more opportunities for presenting smaller scale or early-stage research. For some 
conferences, organizations may specify that submitted work must include trainee or 
student authors. Finally, depending on the topic of research, specialty-focused con-
ferences may be a good fit for presentation. For example, if a learner would like to 
write an abstract addressing diabetes mellitus, in addition to conferences of general-
ist organizations, conferences on diabetes or for an endocrinology professional soci-
ety may also accept trainee submissions and be suitable.

There are several reasons why submitting abstracts is beneficial to residents. 
First, these projects are more reasonable in scope for residents with busy schedules 
and limited dedicated research time. Many residents can complete multiple abstracts 
during their training. In addition, since these abstracts are submitted to conferences, 
if accepted, residents can attend them, sometimes with funding from their program 
or the organization. At these conferences, residents can network with future col-
leagues and mentors and share their findings with other possible collaborators. 
Finally, many residents can develop manuscripts from an initial abstract, serving as 
a starting point for future publications.

Some resident research projects may be suitable for manuscript submission. 
When these situations arise, it is important to help the trainees develop the papers in 
systematic ways. Table 20.1 provides multiple sources that can guide both mentors 
and learners in the writing process for the different types of research projects. As 
with all scholarship, the first step is to perform a thorough literature search as 
described above to better identify the gap in the literature to be filled by the project. 
We recommend creating an annotated bibliography to which all authors may refer 
to be reminded of the main findings of each reference reviewed. While not neces-
sary, using citation software can be an easy way to keep track of references, and 
“libraries” of citations can often be shared between authors. At this point, the men-
tor and trainee should together create a timeline that is attainable for both parties.

Next, the mentor should guide the trainee in identifying a target journal that 
matches scope, impact, and readership for their research. Although trainees may 
only be familiar with the most popular journals, not all submissions are appropriate 
for New England Journal of Medicine, for example. While it can be appropriate to 
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choose a publication with a high Impact Factor as a starting point, there are many 
journals with narrowed scopes that may be more reasonable options. By choosing 
the publication up front, the trainee can tailor and format the paper according to the 
journal’s standards. We strongly recommend that faculty mentors meet with the 
trainee author to compose and agree upon an outline for the piece, including major 
discussion points or objectives, before more detailed writing is begun by the trainee. 
Doing so ensures that trainees are headed in the right direction, exposes questions 
to be further searched in the literature, and saves time in the writing phase.

One other topic to discuss early is authorship, especially if there are multiple 
trainees or students involved with the project. If the resident does most of the work 
and/or writes the first draft, then that resident should be offered first author position. 
Other researchers and coordinators should fall in order behind, and the mentor 
should typically be listed as the last author, a position typically reserved for the 
mentor for the project. For faculty, although having first or second authorship on 
some projects may be important for their own academic promotion pursuits, last 
author positions are typically also viewed favorably by institutional promotion com-
mittees as a demonstration of mentorship.

 How to Write for Medical Publications

Medical writing can be difficult, and many trainees need sufficient guidance in the 
process. The art of writing for medical publications is not taught in depth at many 
institutions [17]. Some researchers in medical education have created guidelines 
that can be used to develop such curricula [15, 18]. Mentors should start by gaining 
an understanding of their learners’ experience and training in this field. If the men-
tor does not have experience in research or medical writing, many institutions pro-
vide internal faculty development opportunities that address these gaps. Sometimes, 
university writing tutors or similar programs may be available to faculty or trainees 
to review or edit written drafts. As previously stated, conference and journal web-
sites can provide helpful guidelines for organization, scope, length, and timelines.

Abstracts should be written in a compelling way and in accordance with confer-
ence guidelines; however, they will ultimately be presented in poster format. Some 
residency programs may develop templates for residents to use that to serve as a 
launch point for presenting their research. Pictures and graphics are always more 
meaningful than words. There is also an increasing push in the scientific community 
to format research posters using significantly less text, writing the key takeaway in 
large letters at the center, and providing a QR code for interested conference attend-
ees to seek further information, such as the full text of the abstract, related resources, 
or type of materials typically found in an appendix (e.g., survey tools and more 
extensive data tables) [19]. Mentors should also encourage residents to create an 
“elevator talk” that succinctly summarizes the project for viewers in under 5 min. 
When residents have the opportunity to present at conferences, consider recom-
mending they bring business cards (if furnished by your residency program) for 
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networking purposes and advising them to take written notes on questions they 
receive from visitors to their posters so that they can learn from and incorporate that 
information into any future iterations of the project, such as a subsequent manu-
script submission.

Manuscripts may require more collaboration between mentor and trainee depend-
ing on the trainee’s experience with the writing process. One other source that may 
be helpful for residents when writing manuscripts is your institution’s library, if 
available. Both library websites and librarians can provide guidance in collecting 
background sources and tools for medical writing. As much as possible, mentors 
should direct their learners in this way. Regardless of the state of the initial draft, 
many manuscripts require multiple iterations before reaching a final product, and 
residents should be counseled throughout the editing process.

Despite careful writing and editing, manuscripts are often rejected. Many publi-
cations must be submitted to multiple journals before achieving acceptance for pub-
lication. Throughout this process, it is easy for learners to get discouraged. Mentors 
must bolster learners and teach them how to both respond to reviewer comments 
and improve their manuscript by using the input that they receive from reviewers 
along the way.

 How to Continue the Research Process

Mentors and residents should always remember that a research project does not end 
once the abstract is presented or the manuscript is published. Research is ongoing, 
but only by identifying new questions from the previous project will the line of 
inquiry continue. It is helpful for mentor and trainee to meet after the final product 
has been accepted to discuss lessons learned from the experience and to develop 
new ideas from the initial work. By debriefing on the experience in an intentional 
way, residents can reflect and improve their research and writing techniques, as well 
as develop and carry out multiple projects during residency. If there are multiple 
residents working on a project, they can learn from each other through active dis-
cussion. More junior residents may be able to apply lessons learned to further itera-
tions of the project.

 Conclusion

Scholarly work allows for both preceptors and residents to explore and understand 
lines of inquiry that develop from the work that they do together in the clinical set-
ting. Residents should learn how to research clinical questions effectively and to 
create meaningful products from the research that they do during their training. 
Collaboration between preceptors and resident learners on research projects can 
provide better patient care by disseminating answers to important clinical questions, 
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improvements in medical education by studying curricula and educational program-
ming, and professional development for residents and attendings alike.

By guiding residents effectively, preceptors and/or mentors can meet these goals. 
This guidance includes formulating good research questions; identifying the type of 
scholarly work and the appropriate venue for publication; assisting in writing and 
editing; and encouraging further research. Mentors can also direct trainees to rich 
resources through libraries and helpful online tools as illustrated in this chapter.
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Chapter 21
Structural and Social Determinants 
of Health

Iman Hassan, Alia Chisty, and Thuy Bui

 Introduction

Structural determinants of health (SDH) are defined by the World Health Organization 
(WHO) as the “conditions in which people are born, grow, live, work, and age” that 
“are shaped by the distribution of money, power, and resources at global, national, 
and local levels” [1]. The factors that shape SDH are termed the structural determi-
nants of health and more specifically encompass “all social and political mechanisms 
that generate, configure, and maintain social hierarchies” such as our labor market, 
education system, political institutions, and cultural and social values. These mecha-
nisms serve to generate social stratification, for instance along the lines of income, 
race/ethnicity, and gender [2]. The structural and social determinants of health 
(SSDH) together account for over half of population health outcomes and are the 
single greatest contributor to individual health, exceeding the impact of genetics and 
personal behavior [3]. Additionally, SSDH are responsible for health disparities, the 
preventable differences in disease, injury, and opportunities for health witnessed by 
socially disadvantaged groups [4]. The impact of SSDH has led a number of medical 
organizations to call for their explicit incorporation into clinical care and medical 
education [5–7]. Additionally, the Accreditation Council for Graduate Medical 
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Education (ACGME) in its Common Goals of Residency Education has called on all 
residencies to train in healthcare disparities and incorporate activities aimed at reduc-
ing healthcare disparities [8]. SDH have also been acknowledged as a key compo-
nent of health systems science, a conceptual framework for systems-based thinking 
that aligns with the ACGME milestone category of systems-based practice [9]. 
Despite this, medicine has historically incorporated little training in SSDH, and 
recent reviews have shown few published curricular studies in SDH and GME [10, 
11]. In this chapter, we provide an introduction to conceptualizing SSDH using 
structural competency as a framework, including navigating anticipated challenges.

Outline
• Frameworks for structural and social determinants of health
• Incorporating structural competency into clinical care
• Incorporating systems-based practice into medical education
• Evaluating the impact of training in SSDH
• Conclusion

 Frameworks for Structural and Social Determinants of Health

Several frameworks exist that discuss the impact of SSDH. The WHO Conceptual 
SDH framework demonstrates how social, economic, and political factors like 
income, education, occupation, gender, race, and ethnicity influence a person’s 
socioeconomic position (Fig. 21.1). Socioeconomic position subsequently affects 
material circumstances such as living and working conditions and access to food, 
physical or behavioral factors like substance use, and mental health factors, all of 

Fig. 21.1 WHO Framework for Structural and Social Determinants of Health. Source: Solar O, 
Irwin A.  A conceptual framework for action on the social determinants of health. Social 
Determinants of Health Discussion Paper 2 (Policy and Practice). https://www.who.int/sdhconfer-
ence/resources/ConceptualframeworkforactiononSDH_eng.pdf?ua=1. Accessed February 2, 2022
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which ultimately impact health, equity, and well-being. Health, well-being, and 
equity then act as a feedback loop to the SSDH [2].

The Centers for Disease Control endorses the Healthy People 2030 proposed by 
the U.S. Department of Health and Human Services. They divide SDH into five 
domains: economic stability, education access and quality, healthcare access and 
quality, neighborhood and built environment, and social and community context 
(Fig. 21.2). Each of these factors plays an important role in affecting the health, 
well-being, and quality of life of individuals by impacting education, job opportuni-
ties, income, literacy skills, access to nutritious foods, safe housing, and transporta-
tion. SSDH contribute significantly to health disparities and inequities and require 

Fig. 21.2 Domains of Social Determinants of Health. Source: Healthy People 2030, 
U.S.  Department of Health and Human Services, Office of Disease Prevention and Health 
Promotion. Retrieved [date graphic was accessed], from https://health.gov/healthypeople/
objectives- and- data/social- determinants- health
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partnering with sectors in education, transportation, and housing to impact mean-
ingful change [12].

Understanding these frameworks helps to contextualize the impact of social, 
economic, political, and other factors that drive individual health behaviors and the 
overall health of the population. It is critical to understand the SSDH in order to 
address health disparities rooted in social and economic inequities.

 Incorporating Structural Competency into Clinical Care

Structural competency, proposed by Drs. Helena Hansen and Jonathan Metzl in 
2014, provides a powerful framework for the incorporation of SSDH into clinical 
practice. It has five major principles: (1) recognizing structures, including the 
upstream social, economic, and political forces, that shape behavior, illness, and 
health; (2) drawing on fields such as anthropology, urban planning, and economics 
to cultivate an “extra-clinical” language of structure; (3) rearticulating “culture” in 
structural terms by recognizing the structural forces that mediate “cultural” barriers; 
(4) observing and imagining structural interventions; and (5) developing structural 
humility, which recognizes the limits of medical expertise and actively decenters the 
clinician, especially when it comes to interventions [13]. Efforts to actively inte-
grate structural competency into ambulatory teaching, for example, case-based ses-
sions [14] and precepting [15], can serve as a road map to help operationalize this 
framework within the clinical context. The New England Journal of Medicine cases 
in social medicine series offer a helpful blueprint for fostering structural compe-
tency using clinical case scenarios [16], as do published toolkits [17] and curri-
cula [18].

Operationalizing structural competency into clinical care starts with identifying 
structural and social barriers that influence patient health outcomes. Strategies for 
doing this include sensitizing clinicians to triggers that may indicate underlying 
social needs [19], encouraging all clinicians to obtain a comprehensive social his-
tory that incorporates identification of both social needs and individual and com-
munity assets [20], and universal screening for social needs [21]. Triggers for social 
needs are clinical clues that may serve to prompt clinicians to inquire further, using 
open-ended questions, about a wide range of underlying social needs. These trig-
gers include, but are not limited to, not taking prescribed medications; uncontrolled 
chronic disease such as asthma, diabetes, and hypertension; frequent missed 
appointments or gaps in care; and frequent emergency room visits (Fig.  21.3). 
Triggers often represent more end-stage clinical manifestations of unmet social 
needs, and use of social history-gathering strategies and universal screening for 
social needs may allow for earlier detection. A number of social history-gathering 
tools including IHELP and the structural vulnerability checklist can allow clinicians 
to obtain a more detailed social history that goes beyond alcohol, tobacco, and other 
substance use, and also help gain important meaningful insights into patients’ social 
needs [22, 23]. Additionally, taking a strength-based approach to history gathering 
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Trigger What could be going on? 

Frequent ED visits or hospitaliza�ons Homelessness/housing instability 
Lack of insurance 
Lack of access to primary care/healthcare 

Missed appointments/ 
Gaps in care 

Transporta�on barriers 
Lack of insurance/underinsurance 
Homelessness/housing instability 
Lack of childcare 
Financial insecurity/lack of job security 

Uncontrolled disease (ex. asthma, 
diabetes, obesity, hypertension) 

 

Mold, pests or other asthma triggers in the home 
Food insecurity 
Lack of spaces for exercise 
Inability to afford medica�ons 
Lack of insurance/underinsurance 

Medica�on non-adherence Lack of insurance/underinsurance 
Inability to afford medica�ons 
Financial insecurity 

Fig. 21.3 Example triggers for potential underlying social needs

by explicitly asking about patients’ sources of strengths, support systems, and 
resources allows clinicians to identify those factors which protect against poor 
health outcomes [24]. Finally, universal screening for social needs using validated 
social needs screening tools such as the Health Leads screening tool or the 
Accountable Health Communities Health-Related Social Needs Screening Tool is 
increasingly being utilized in healthcare settings to help identify individual-level 
needs for which intervention may result in improved outcomes [25, 26]. These 
screening tools can be incorporated into the electronic medical record (EMR) to 
facilitate the development of clinical workflows and the monitoring of progression 
towards impacting social needs (Fig. 21.4). Universally screening all individuals 
within the clinical setting has the benefit of avoiding assumptions about which 
patients may or may not be struggling with an unmet social need. Additionally, 
communication about social needs using a relationship-centered approach can help 
to mitigate the stereotype and stigma that may be associated with these conversa-
tions and help to foster structural humility [27]. Importantly, social history gather-
ing and social needs must be contextualized within broader historical and structural 
narratives in order to begin to drive meaningful change beyond the level of the 
individual patient [28].

After identifying SSDH, clinicians should be encouraged to explicitly name 
unmet social needs and provide assessments for those social needs in the same way 
they might do so for traditional “clinical” problems [29]. The socio-ecological 
model can help to guide clinicians in addressing social needs and conceptualizing 
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Screening 
Tool 

# of 
Items 

Social Needs Domains Assessed Reading 
Level 

Languages other 
than English? 

AAFP Tool 15 Childcare, Educa�on, Employment, Financial Strain, Food 
Insecurity, Housing Insecurity, Housing Quality, Interpersonal 
Violence, Transporta�on, U�li�es 

7th grade 

Access Health: 
Spartanburg 

38 Educa�on, Employment, Food Insecurity, Healthcare, Income, 
Literacy, Veteran Status 

5th grade  

AHC-Tool 27 Disabili�es, Educa�on, Employment, Financial Strain, Food 
Insecurity, Housing Insecurity, Housing Quality, Interpersonal 
Violence, Social Support, Stress, Transporta�on, U�li�es  

8th grade 

Arlington 11 Financial Strain, Food Insecurity, Housing Insecurity, Housing 
Quality, Interpersonal Violence, Social Support, 
Transporta�on, U�li�es 

10th

grade 

BMC Thrive 11 Educa�on, Employment, Food Insecurity, Healthcare, Housing 
Insecurity, Transporta�on, U�li�es 

7th grade 

HealthBegins 28 Civic engagement, Educa�on, Employment, Financial Strain, 
Food Insecurity, Housing Insecurity, Housing Quality, 
Immigra�on, Interpersonal Violence, Neighborhood Safety, 
Social Support, Stress, Transporta�on 

11th

grade 

Health Leads 10 Childcare, Food Insecurity, Healthcare, Housing Insecurity, 
Literacy, Social Support, Transporta�on, U�li�es 

6th grade 

MLP IHELLP 10 Benefits, Educa�on, Employment, Housing Insecurity, Housing 
Quality, Immigra�on, Income, Interpersonal Violence, 
Guardianship 

8th grade  

Medicare Tool 
Health 
Assessment 
Questionnaire 

39 Food Insecurity, Housing Insecurity, Housing Quality, 
Guardianship, Social Support, Stress 

College 

NAM Domains 24 Educa�on, Financial Strain, Income (geocoded), Interpersonal 
Violence, Social Support, Stress 

6th grade  

NC Medicaid 11 Food Insecurity, Housing Insecurity, Interpersonal Violence, 
Transporta�on, U�li�es 

5th grade Yes 

PRAPARE 21 Childcare, Clothing, Educa�on, Employment, Food Insecurity, 
Healthcare, Housing Insecurity, Immigra�on, Incarcera�on, 
Income, Interpersonal Violence, Neighborhood Safety, Social 
Support, Stress, Transporta�on, U�li�es, Veteran Status 

8th grade Yes 

Structural 
Vulnerability 
Assessment 

43 Benefits, Discrimina�on, Educa�on, Employment, Financial 
Strain, Food Insecurity, Housing Insecurity, Housing Quality, 
Immigra�on, Incarcera�on, Interpersonal Violence, Literacy, 
Neighborhood Safety, Social Support, Workplace Safety 

6th grade 

WellRx 11 Childcare, Educa�on, Employment, Food Insecurity, Housing 
Insecurity, Interpersonal Violence, Neighborhood Safety, 
Transporta�on, U�li�es 

2nd grade Yes 

Your Current 
Life Situation 

29 Caregiver responsibili�es, Childcare, Financial Strain, Food 
Insecurity, Healthcare, Housing Insecurity, Housing Quality, 
Interprofessional Violence, Literacy, Neighborhood Safety, 
Social Support, Stress, Transporta�on, U�li�es  

9th grade 

Fig. 21.4 Example screening tools for social risk and social needs in adults. Source: Social Needs 
Screening Tool Comparison Table. UCSF Social Interventions Research & Evaluation Network 
(SIREN). Accessed on February 13, 2022, at https://sirenetwork.ucsf.edu/tools- resources/
resources/screening- tools- comparison

solutions for positively impacting SSDH. This model posits that interventions start 
at the individual level, having the smallest impact, and proceed to the health system, 
community, and ultimately policy levels [30]. Actively incorporating SSDH into 
clinical plans allows clinicians to generate concrete interventions and imagine 
broader structural solutions to social needs, which directly impact patient health. 
For example, when clinicians uncover social needs such as lack of health insurance, 
housing instability, or food insecurity, which actively contribute to uncontrolled 
diabetes, they can propose individual-level interventions such as referring to 
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interdisciplinary team members (e.g., social workers, community health workers, or 
care managers), referring to medical-legal partnerships, and referring to community- 
based organizations. At the health system level, initiatives to screen for social needs 
or co-locate social services such as developing hospital-based food pantries can be 
proposed. At the community and health policy levels, initiatives to advocate along-
side community organizations for universal healthcare access, healthier neighbor-
hood food options, and more affordable housing can be extremely impactful. 
Recognition of how health systems, community-based advocacy, and health policy 
interface with individual-level health is important in fostering clinician activism and 
advocacy. Importantly, solutions should embrace structural humility in the recogni-
tion that physicians are not principally in charge of structural solutions, but instead 
serve to support and elevate larger interdisciplinary and community-led initiatives 
for social change [13].

 Incorporating Systems-Based Practice into Medical Education

In July 2021, the ACGME provided updated Milestones 2.0 to use for resident 
assessment. They are meant to be developmental skills, knowledge, attitudes, and 
behaviors that help a resident physician work towards independent practice. In the 
new Milestones, SDH appear in several competencies, including patient care, medi-
cal knowledge, and systems-based practice (SBP) [31], with SBP having the great-
est focus on providing high-value, high-quality care to patients within the context of 
the healthcare system. The ACGME defines the SBP competency as “an awareness 
of the responsiveness to the larger context and system of healthcare, including the 
social determinants of health, as well as the ability to call effectively on other 
resources to provide optimal health care” [32]. Core themes of the SBP competency 
include (1) patient safety and quality improvement, (2) navigation of the healthcare 
system for patient-centered care, and (3) the physician’s role in the healthcare sys-
tem [32, 33]. Although SBP Milestones 2.0 include attaining skills, knowledge, and 
attitudes on enhancing care on the institutional or community level, designing ini-
tiatives that optimize patient outcomes across delivery systems, advocating for com-
munities with healthcare disparities, and possibly engaging in health policy to 
influence health systems, these behaviors are identified for the aspirational resi-
dent [30].

Health inequities that stem from systemic, structural, and social forces strongly 
impact the health and well-being of patients. By focusing on the currently existing 
healthcare systems, Castillo et al. argue that we are preparing physicians to work for 
the existing healthcare system instead of examining factors within the healthcare 
system that might perpetuate health inequities and individual health disparities. 
Using a health equity and social justice lens, they propose a new competency that 
would better encapsulate structural competency, health equity, and social responsi-
bility [34].

21 Structural and Social Determinants of Health



350

SBP already encapsulates important themes including patient safety, quality 
improvement, cost containment, high-quality health care across domains, and team- 
based care. Despite having been introduced over 20 years ago, it is still inadequately 
incorporated into graduate medical education. Residents, program directors, and 
faculty have trouble conceptualizing SBP; there are limited formalized curricula to 
teach SBP concepts, few opportunities to directly observe these skills with resi-
dents, and no standardized teaching and evaluation methods [33, 35–38]. Adding 
SSDH into this competency assessment might require expanding the concept to 
health systems science and adopting a “systems thinking” mindset [39]. Residency 
programs can consider creating their own requirements of competency in the differ-
ent aspects of the SSDH based on the patient populations they serve.

 Evaluating the Impact of Training in SSDH

Evaluation is critical to demonstrating the value of teaching and addressing 
SDH. There is considerable variability in how trainees are taught about SDH. While 
some studies have shown that screening for and addressing social needs in the clini-
cal setting can improve patient-level outcomes and decrease healthcare utilization 
[40, 41], there is currently a gap in evidence with regard to the impact of SDH edu-
cational interventions on the health or well-being of the community. Currently, there 
are no best practices in the assessment and evaluation of training on SDH.  The 
National Collaborative for Education to Address the Social Determinants of Health 
(NCEAS) and other educational entities are working to establish criteria for SDH 
education effectiveness. They aim to develop a comprehensive and systematic 
approach to aligning criteria for SDH education effectiveness with specific indica-
tors of achievement by adapting Kirkpatrick’s four-level model of training criteria 
[42]. Selecting appropriate indicators of educational effectiveness of SDH educa-
tion is a challenging task when criteria of SDH intervention effectiveness are not 
well defined. However, the structural competency framework, with its goal of 
achieving health equities and meeting community needs, provides an approach to 
learner assessment and evaluation of educational outcomes. Figure 21.5 has ques-
tions that can guide structural competency assessment of faculty and learners in the 
ambulatory setting.

Interviews and pre/post-surveys could elucidate learners’ knowledge and atti-
tudes, but assessment of behaviors through observation as well as feedback from 
patients, community members, and stakeholders are vital to evaluating educational 
effectiveness. Built-in EMR tools could aid in providing process measures such as 
use of social need screening tools, Z codes, and e-referrals and track the use of stig-
matizing language and documentation of SSDH, along with interprofessional com-
munication regarding care coordination. Readmissions by race/ethnicity and area 
deprivation index can additionally support quality improvement initiatives and sys-
tem transformation. Ultimately, the goal is to assess the impact of SDH education 
on the organization and community in terms of decreasing health disparities and 
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A SSDH assessment of clinicians in ambulatory settings YES NO 
Are trainees able to describe the root causes of health 
inequities? 

  

Do they recognize the structural factors that shape clinical 
interactions such as structural racism and the political economy 
of healthcare? 

  

Can they assess structural vulnerability in their patients?     
Can they integrate social needs and SSDH into their clinical 
reasoning? 

  

Do they utilize the clinic infrastructure (support staff, electronic 
health record systems) to screen for social needs and to track 
outcomes? 

  

Can they help patients navigate the healthcare system?   
Are they familiar with community resources and can they refer 
patients to appropriate resources in the community? 

  

Can they design or participate in an upstream health equity 
focused quality improvement project as part of an 
interprofessional team? 

  

Do they participate in advocacy initiatives to improve SSDH in 
collaboration with community partners or advocacy 
organizations? 

  

Fig. 21.5 Sample structural competency assessment of faculty and learners

improving health outcomes. Several organizations are working on health equity 
measures and guidance for healthcare organizations to improve health equity for the 
patients and communities they serve [43–45].

Community-oriented primary care (COPC) is a model that combines primary 
clinical care for individuals and families together with a public health focus on the 
community served when appraising needs, planning, and providing services. 
Although COPC is not based on a structural competency framework, lessons learned 
from this model could inform structurally competent training and practice. 
Evaluation methodologies of the COPC programs in US family medicine residen-
cies since 1969 have included quasi-experimental control group study, pretests and 
posttests of knowledge and attitudes, focus groups, and semi-structured interviews. 
Reported outcomes include changes in residents’ knowledge, attitudes, and behav-
iors; effect on graduates’ career choice and future practice; and impact on patient 
care and community health [46, 47].

 Conclusion

In effectively incorporating SSDH into academic clinical practice, it is important to 
ensure buy-in and participation from key stakeholders, including clinicians, educa-
tors, administrators, interdisciplinary team members such as social workers and 
community health workers, and the communities served. Integrating structural 
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competency into clinical teaching and care involves a reimagining of current sys-
tems of practice and the explicit naming of SSDHs that impact patient care. Practices 
that actively incorporate workflows to screen for and address social needs, and those 
that utilize the COPC model, have already begun the work of incorporating 
SSDH. Importantly, academic practices should seek to promote interventions at all 
levels of the socio-ecological model, which necessitates that both providers and 
trainees are involved in advocacy to change practices and policies at the institu-
tional, community, and societal levels. Faculty and trainees will quickly come to 
realize that practices and policies within their own academic medical institutions 
can serve to further health inequities. Incentives must therefore exist for healthcare 
administrators and leaders to address institutional barriers and enhance transpar-
ency. Vital to this effort are the development of evaluation tools that measure prog-
ress towards greater health equity and the cultivation of local expertise in structural 
competency through educational training initiatives.
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Chapter 22
Institutional Racism

Thuy Bui and Alia Chisty

 Introduction

Institutional racism is a set of practices and policies that disadvantage individuals 
not part of societies’ dominant groups and result in racial disparities in outcomes 
[1]. Institutional racism, often indirect and unintentional, is caused by the processes, 
structure, and governance of an organization. There is well-documented discrimina-
tion, subjugation, and oppression of Black patients, patients of color, and uninsured 
and poor patients in our healthcare system. Moreover, personal racism is reinforced 
by institutional promotion of policies, behaviors, and attitudes, which advantage 
Whites to the detriment of other racial groups. Institutional racism also contributes 
to lack of diversity in the health professions, poor primary care, and specialty access 
for racial minority patients and lower quality of care [2, 3]. Healthcare in the USA 
is a business that utilizes exploitive practices seen in other industries. Most of the 
current institutional efforts are related to cultural competency and personal and 
interpersonal racism without attention to broader policies and practices. Implicit 
bias and cultural competency training are often mandated to shield upper manage-
ment from the difficult task of addressing institutional racism. Healthcare organiza-
tions can start by examining all policies and practices for racial bias, embracing 
equity-centered design together with concerted efforts to recruit, retain, and pro-
mote clinicians and staff from underrepresented backgrounds.
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 Historical Context

The Flexner Report, when it came out in 1910, was revolutionary for attempting to 
standardize the quality of medical education [4]. Unfortunately, it had extremely 
dire consequences, leading to closure of five out of seven historically Black medical 
schools when Black students were excluded from attending White medical schools 
[5]. Following Flexner, only Howard and Meharry continued but experienced fiscal 
challenges (Morehouse opened in 1978). Additionally, Black physicians were pre-
vented from membership in professional societies or earning leadership roles [5]. In 
1968, following Brown v the Board of Education (1954) and the Civil Rights Act 
(1964), the AAMC and the AMA endorsed expanding enrollment in medical schools 
in an effort to enroll more racial and ethnic minority students. At this point, due to 
racial segregation efforts, structural racism had already taken a toll with less invest-
ment in K-12 education for Black communities, which meant fewer students in the 
pipeline to pursue medical education. Different resources for Black compared to 
traditionally White medical schools and separate opportunities for Black physicians 
to gain leadership or continued education through professional societies led to a 
staggering disparity in the physician workforce.

The Medical College Admissions Test (MCAT), implemented in 1928 to assess 
aptitude, has historically been used as a tool by medical school admissions commit-
tees to guide applicant selection. Through older and newer versions of the MCAT 
exam, mean scores are lower for applicants from underrepresented in medicine 
(URiM) groups compared to groups well represented in the medical field [6–8]. 
Lucey et al. propose that MCAT is not necessarily a biased exam, but that structural 
racism and its effects on education, housing, and other factors contribute to the dis-
parities seen [8].

Finally, affirmative action efforts in the 1970s and 1980s attempted to address 
parity in medical education. The seminal Supreme Court case to challenge affirma-
tive action was the Regents of the University of California v. Bakke filed in 1974. 
Alan Bakke, a White man, was denied admissions to the University of California, 
Davis School of Medicine. Even though the court ruled in favor of Bakke, they did 
uphold the right of the schools to take race into consideration when choosing appli-
cants [5, 9, 10].
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 Racism in Medical Training

Underrepresented in medicine (URiM) refers to the stark disparity between the rep-
resentation of certain groups in the national population compared to the physician 
workforce. Traditionally, this includes individuals who identify as Black or African 
American, Hispanic or Latinx, Native American or Alaskan Native, and Native 
Hawaiian or other Pacific Islander. Despite efforts to improve the URiM physician 
workforce, disparities between representation of Black and Latinx groups in the 
national population compared to the physician workforce continue to exist. US 
Census data from 2021 illustrates that 13.4% of the total population identifies as 
Black or African American and 18.5% identifies as Latinx [11]. AAMC data from 
2018–2019 demonstrate that only 7.1% of accepted students to US medical schools 
were Black or African American and only 6.2% were Hispanic, Latinx, or Spanish 
origin. The same year, only 6.2% of US medical school graduates identified as 
Black or African American, 5.3% identified as Latinx, and 54.6% were White 
(AAMC website) [12, 13]. In December 2021, the AAMC announced that Black/
African American students made up 11.3% of matriculants to medical school and 
Hispanic/Latinx individuals made up 12.7% of first-year medical students. 
Unfortunately, American Indian or Alaskan Native first-year students declined by 
8.5% and made up only 1% of matriculants to medical school. Overall, this trend 
signifies some improvements in trying to match the diversity of the physician work-
force to the national population (AAMC press release Dec 2021) [14].

There is much evidence describing disparity in clerkship grades and narrative 
evaluations of URiM and other minority students compared to White students. When 
comparing non-URiM and URiM students, evaluations of URiM students were asso-
ciated with fewer honors grades than evaluations of non-URiM students across all 
specialties. Furthermore, URiM students are more likely to be described by person-
ality traits rather than competency [15]. In an analysis of Medical School Performance 
Evaluations (MSPEs), the most common word used for Black students was “compe-
tent,” which carries a less positive connotation, compared to standout descriptors 
like “exceptional” or “outstanding” used to describe White learners [16]. Furthermore, 
when adjusting for USMLE step 1 scores, research productivity, community service, 
leadership activity, and Gold Humanism membership, Black and Asian American 
students were less likely to be members of the Alpha Omega Alpha medical honor 
society than White students [17]. Clerkship grades, MSPE evaluations, and AOA are 
all factors that heavily impact competitiveness for residency programs.

Racism and bias create a negative clinical learning environment for URiM stu-
dents. Minority students are more likely to report that their race or ethnicity adversely 
affected their medical school experience and cite racial discrimination, prejudice, 
isolation, and different cultural expectations as the cause [18]. Minority students 
endorsing these experiences were also more likely to have burnout, depression, and 
lower quality-of-life scores [19]. Moreover, a greater proportion of URiM students 
are more likely to experience mistreatment based on race/ethnicity and experience 
two or more types of mistreatment compared to White counterparts [20, 21]. Persistent 
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experiences of microaggressions by faculty, peers, and structural elements of the cur-
ricula contribute to URiM students feeling devalued, and these experiences nega-
tively impact their academic performance and personal well-being [22]. Additionally, 
URiM residents have similar experiences. In a study of 232 internal medicine resi-
dents from two states, 45% of Black or Latinx residents experienced instances of 
explicit racial epithets, refusal of care, or request to change providers. Residents more 
often debriefed with family, friends, or team members but rarely reported these 
instances to the institution. Sometimes, they did not address specific instances and 
cited busy clinical days and futility of responding as the main drivers for why they 
might not have acted [23]. A mixed-methods analysis of faculty, trainees, staff, and 
students found that marginalized groups experienced greater infringements on their 
professional boundaries, increased scrutiny over their professional actions, and 
increased pressures to assimilate to an existing majority culture. In this study, gender 
identity and sexual minority groups and Black individuals were more likely to con-
sider changing jobs due to unprofessional behavior experienced at work [24, 25].

Finally, the dearth of URiM faculty, who serve as important role models and 
mentors for URiM medical students [26], contributes to lack of mentorship for 
URiM students and residents. AAMC data from 2018 show that only 3.6% of full- 
time US medical school faculty identify as Black or African American and only 
3.2% identify as Latinx [27]. URiM residents are significantly less likely to estab-
lish mentoring relationships compared to peers despite adjusting for demographics, 
career plans, and a personal history of mentorship in medical school or college. 
Interestingly, URiM residents were as likely to be satisfied with their mentoring 
relationship as their colleagues, and there were no differences in satisfaction of 
mentorship based on demographics of mentor including mentor’s race/ethnicity, 
gender, or work setting [28]. A systematic review of mentoring programs for URiM 
faculty and trainees reports high satisfaction with mentoring programs [29].

The first step is increasing the recruitment and retention of URiM faculty. Higher 
rates of URiM faculty are linked to improved cultural competence in medical school 
graduates, more inclusive learning environments, more comprehensive research 
agendas, and improved patient care. But URiM faculty have lower rates of academic 
promotion and experience the “minority tax” where they are increasingly asked to 
promote diversity efforts that take time away from pursuits traditionally linked to 
academic promotion [30]. At the clinic level, we can extrapolate data from success-
ful programs at academic medical centers that have led to absolute increases in 
recruitment and retention of URiM faculty. Successful recruitment strategies 
included mandatory implicit bias training for interviewers with standardized inter-
view protocols and evaluation tools [31], broad dissemination of open positions 
[31], targeted outreach to URiM faculty [32], competitive compensation and profes-
sional development packages [32], committed stakeholders [33], dedicated diver-
sity committees [31, 33], explicit timelines with financial backing [33], and 
integration of diversity into the overall mission of the institution [33]. One institu-
tion focused on improving the climate for faculty, which included regular measure-
ment and distribution of demographic data, wide dissemination of policies and 
procedures, and investment in faculty development programs [34]. This led to a 
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substantial increase in the percent of URiM faculty and matched URiM retention 
with non-URiM retention rates [34]. Higher retention rates among URiM faculty 
were seen when URiM faculty participated in career development programs [34]. 
Clinics at academic medical centers will need to approach recruitment, retention, 
and support with a multifaceted approach with leadership support, financial invest-
ment, and commitment from the institution to make diversity a priority. Aggressive 
recruitment of URiM faculty with faculty development programming will help 
URiM faculty achieve promotions, leadership positions, scholarly productivity, and, 
ultimately, institutional cultural change by embracing diversity efforts widely [35].

The LCME and ACGME have set forth several standards to focus on increasing 
diversity in the student and resident pool, respectively. Specifically, the ACGME has 
produced a framework for enhancing diversity in the trainee workforce that includes 
setting diversity as a priority, actively recruiting candidates through holistic review 
[36], implementing recruitment practices like implicit bias training for interviewers, 
providing microaggression and upstander training to support trainee success, and 
building a pipeline through collaboration with local schools and community out-
reach [37]. Medical students believe that diversity enhances their education experi-
ences, including understanding of medical conditions [38]. Hearing perspectives of 
URiM students also allows students to better support their patients [39]. Some inno-
vative structured curricula to specifically address structural racism and implicit bias 
have been developed such as the Health Equity Rounds, a longitudinal case-based 
conference series at Boston University which was developed by residents for inter-
disciplinary groups. Eighty-eight percent of respondents indicated that this curricu-
lum fostered personal reflection on implicit bias, and 75% or more indicated that it 
would influence their clinical practice [40]. Moreover, given the high prevalence of 
burnout among resident physicians, higher rates of burnout were associated with 
higher rates of implicit and explicit racial bias. Therefore, addressing resident burn-
out can help reduce racial disparities in care provided by resident physicians [41].

 Stereotype, Bias, Microaggressions, the Hidden Curriculum, 
and Interventions

The hidden curriculum affects teaching, learning, and assessment of patients, stu-
dents, trainees, and faculty. Bias deeply affects the care of our patients as we inad-
vertently teach students and trainees that health inequities are the result of race or 
ethnicity, instead of deepening the understanding that health inequities experienced 
by racial or ethnic groups are the result of structural and social determinants of 
health that lead to disparate health outcomes. Healthcare professionals at all levels, 
from student to resident to attending, foster bias against Black, Latinx, and dark- 
skinned individuals and are more likely to associate them with “noncompliance” or 
less engagement in care. Latinx individuals were also associated with “risky behav-
ior.” There is mixed evidence on whether implicit bias affects health outcomes of 
our patients, with the greatest effect demonstrated in patient-physician relationships 
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where patients of physicians with higher levels of bias felt less comfortable with 
their physician [42]. In one study, about 50% of White medical students and resi-
dents endorsed false beliefs of Black individuals (e.g., “Blacks have thicker skin 
and therefore feel less pain”), and these beliefs demonstrate racial bias in under- 
assessing and undertreating pain [43]. Finally, we endorse the practice of evidence- 
based medicine by acknowledging that many research recommendations are based 
on trials that inadequately represent racial and ethnic minorities [44], which may 
lead to different qualities of medical care [45].

In order to address biases and more directly address the social constructs of dis-
ease, there are several suggestions from the literature. First, we can promote a “stop 
the line” culture against racism that is adopted from “stop the line” safety and qual-
ity measures used in industry. This can empower anyone who notices a problem to 
speak up to leaders, across patients, staff, learners, or physicians [46]. Next, com-
munity engagement through service-learning opportunities can increase knowledge 
among students and residents about the individual needs of the community they 
serve. At the University of Texas, Southwestern, a longitudinal community service- 
learning program increased self-reported knowledge in cultural competency, public 
health, community-based population research, population health, health promotion, 
health literacy, and social determinants of health. Objective skills improved in his-
tory taking, patient communication strategies, levels of prevention, and other impor-
tant skills to engage physicians in the social and structural determinants of health 
[47]. Additionally, these programs rely on interdisciplinary teamwork and at their 
mission promote social justice [48]. Furthermore, these projects can directly address 
important community-based factors that heavily influence health like substance use 
disorder, violence prevention, stress management, and parent education workshops 
for adolescents [49]. Finally, service-learning opportunities can strengthen students’ 
desires to continue community service work after medical school and preserve their 
intention for serving underserved communities in the future [50]. Also, as stated in 
the previous section, increasing the diversity of medical schools, trainees, and fac-
ulty is a necessary step in dismantling biases against racial and ethnic minority 
groups. Increasing the diversity of medical school classes has been associated with 
students feeling better prepared to care for minority populations with a strong atti-
tude toward endorsing equitable access to care. URiM students are also more likely 
to plan to serve underserved communities [51]. Both the LCME and ACGME have 
endorsed policies to increase the number of URiM learners, but academic medical 
centers must also promote and embrace anti-racism policies [46] to ensure that stu-
dents, residents, faculty, patients, and staff are nurtured in these environments.

 Segregation in Healthcare

Residential segregation has been linked to higher mortality for Black populations and 
to specific health conditions [52–55]. With Title VI of the Civil Rights Act passed in 
1964, Medicare forced the desegregation of every hospital in America. However, the 
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legacy of racial segregation that resulted in residential segregation translates to hospital 
segregation with safety net hospitals disproportionally serving patients from commu-
nities of color [56]. Current hospital reimbursement and fee- for- service systems per-
petuate hospital segregation where some hospitals disproportionately serve patients 
from Black and Brown communities and receive lower reimbursement and are more 
under-resourced, while other hospitals make more profits serving White and wealthier 
populations [57–59]. Medical mistrust and limited access to high-quality providers by 
residents in racially concentrated neighborhoods contribute to underutilization of pri-
mary care as their usual source of care compared to the emergency department [60]. 
Seven of the ten states with the highest Black populations chose not to expand Medicaid 
[61]. More than half of the people who are now categorically unable to access any 
affordable health coverage are people of color [62]. Neighborhood segregation is still 
correlated with the likelihood of hospital closings, and the safety-net hospitals that 
often serve Black people have been under extraordinary financial stress; their closure 
resulted in loss of residency training spots and lower quality of care [63, 64]. America’s 
healthcare segregation problem will persist without investment in healthcare work-
force, universal coverage, and social determinants of health. Academic primary care 
practices should recognize the impacts of residential segregation and do their parts to 
address mistrust and care quality while increasing workforce diversity and community 
engagement to improve health outcomes for underserved populations.

 Race-Based Medicine

Race-based medicine is the system by which research characterizing race as an 
essential, biological variable is translated into clinical practice, leading to inequita-
ble care [65]. Race is often learned or taught in medical schools as an independent 
risk factor for disease, rather than as a mediator of structural inequalities resulting 
from racist policies. Here are some examples of race-based medicine:

• Textbooks or images on the internet of skin conditions or manifestations of sys-
temic disease often just highlight the conditions on lighter skin, but infectious 
disease conditions tend to be on darker skin patients [66, 67].

• The use of isosorbide dinitrate/hydralazine (marketed as BiDil) to treat conges-
tive heart failure in African Americans: It was the first drug approved for a single 
racial group when the drugmaker showed decreased mortality in Black partici-
pants, but the original clinical trial actually failed to show efficacy for a multira-
cial population [68, 69].

• Because Asians have greater percent body fat than Caucasians for the same BMI, 
they are considered to be at risk for diabetes at lower body mass indices. More 
recent research suggests that the ethnic variation in susceptibility to metabolic 
syndrome may not arise from difference in body fat and the major determinants 
contributing to visceral adiposity in Asians are far from conclusive [70, 71].

• Research does show that Black patients of African origin have more severe and 
resistant hypertension, often because of genetically determined predisposition to 
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salt and water retention, with suppressed plasma renin activity [72]. Consequently, 
ACE-I is considered less effective in Black patients than in White patients, and 
they might not be prescribed to Black patients with hypertension [73]. It is also 
plausible that nongenetic factors such as diet, weight, and  environmental factors 
are responsible for inter-individual variation in the drug pharmacokinetics [74].

Examples of race adjustments in clinical algorithms include the following:

• Race has been incorporated into the calculation of glomerular filtration rate 
(eGFR) because Black patients are presumed to have greater muscle mass than 
patients of other races, perpetuating the notion that black bodies are biologically 
different than white ones. Race-based eGFR calculation could adversely impact 
kidney transplantation evaluation and decisions related to living kidney donation 
[75]. Driven by student activism, a joint task force established by the National 
Kidney Foundations and the American Society of Nephrology in 2021 recom-
mended the adoption of the new eGFR equation that estimates kidney function 
without a race variable [76]. In an academic practice, faculty and students should 
question the use of race as proxy for biology or genetics in clinical evaluation 
and management. We should also explore alternative indicators to race to stratify 
medical risk factors for disease states. When reviewing research studies, we 
should question the use of race as variables in the methodology and/or database 
and whether the results reflect racism rather than race.

• The Society for Maternal-Fetal Medicine endorses an algorithm for estimating the 
probability of successful vaginal birth for women underdoing trial of labor after 
cesarean, called vaginal birth after cesarean section (VBAC) calculator [77]. 
Predictions are heavily influenced by race and ethnicity without considering provider 
attitudes and institutional differences, and several authorities have started to chal-
lenge the use of race in the VBAC calculator as it might exacerbate racial disparities 
by not offering a trial of labor to African American or Hispanic mothers [78, 79].

• The standard practice in pulmonary function test is to adjust reference values for 
persons of African or African American ancestry, Hispanic ethnicity, or Asian 
ancestry. All racial-ethnic groups have lower lung volumes compared to their 
White counterparts [80]. Researchers have also documented other confounding 
factors to lung capacity such as socioeconomic status (SES), poverty, education, 
altitude, and chest dimensions [81]. During the COVID-19 pandemic, race adjust-
ment in spirometry could lead to underdiagnosis of restrictive ventilatory dysfunc-
tion in Black patients resulting in fewer referrals to pulmonary rehabilitation [82].

 Institutional Practices that Perpetuate Health Disparities

As we outlined above, decades of lack of funding for hospitals and clinics which 
serve racial/ethnic minority populations results in lower quality care for those 
patients. Lack of diversity in healthcare workforces at the physician and upper man-
agement level leads to marginalization of needs and services for communities of 
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color. Market-driven “reforms” tend to exacerbate segregation and health dispari-
ties. Moreover, academic health centers traditionally focus on high-tech high-profit 
procedures to maintain its elitism, power, and privilege and are reluctant to change 
the dominant discourse to engage in anti-racist research and practice.

Here are some examples of discrimination and bias in policies and practices by 
US healthcare systems:

• Patients served by resident clinics affiliated with major academic medical centers 
were more likely to be uninsured or have Medicaid, be more diverse, be less 
likely to speak English as a primary language, and have higher rates of chronic 
disease, mental health conditions, and addiction. When measuring health out-
comes, patients cared for by residents had lower rates of age-appropriate cancer 
screening and fewer patients meeting chronic disease metrics compared to 
patients cared for by attending physicians [83].

• Hospitals are increasingly forming their own private police departments. As a 
result, hospital-based academic practices will likely encounter police officers 
designed to protect workers from potentially hostile patients and family mem-
bers. They might have a deterrent effect on crime and make staff and some 
patients feel safe. However, they are typically not required to answer to the pub-
lic. Physicians and nurses are infrequent victims of hospital-related shootings, 
and in 23% of shootings within the ED, the weapon was a security officer’s gun 
taken by the perpetrator [84]. Police officers are trained to use force, execute 
warrants, and make arrests. It is important that physicians, administrators, and 
staff have clear policy and procedure about police involvement to ensure account-
ability. In the George Floyd era, de-escalation training and crisis management 
were more important for police officers if they were to function as part of an 
interprofessional team to provide compassionate care, dignity, and respect to 
patients of any gender, race, and ethnicity.

• Patient satisfaction surveys are often used as a metric for quality-based financial 
incentives, but several studies suggest a potential bias toward underrepresented 
and female physicians [85]. Patient-physician racial-ethnic and gender discor-
dance with Black and Asian patient race were both associated with lower patient 
experience ratings [86]. Patient satisfaction scores can be influenced by many 
policies and practices beyond the control of clinicians. Care must be taken when 
publicly reporting and/or using the Consumer Assessment of Healthcare 
Physician and Systems Clinician & Group Survey (CG-CAHPS) or Press Ganey 
scores to evaluate physicians on an individual level to provide financial incentive.

• Racism and bias may be communicated in the medical record and could potentially 
exacerbate racial and ethnic healthcare disparities [87]. A recent analysis of over 
40,000 physician notes showed that compared with White patients, Black patients 
had 2.54 times the odds of having at least one negative descriptor in the history and 
physical notes such as nonadherent, aggressive, agitated, angry, challenging, com-
bative, exaggerate, hysterical, unpleasant, noncompliant, refuse, and resist [87].

Structural racism in healthcare usually manifests through two main mecha-
nisms—cost-containing measures and risk management—and most are 
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combinations of both. Cost-containing measures include productivity targets that 
penalize providers caring for socially high-risk patients, inadequate interpretation 
services for patients with limited English proficiency, prioritization of quantity over 
quality, copayments, deductibles, fines for no-shows, and debt collection practice. 
Fragmentation of mental and behavioral healthcare systems is by design to mini-
mize cost. Administrative burdens—filling out forms and lengthy wait “on hold”—
are discriminating practices as they create barriers to access that disproportionately 
impact disabled, poor, and minority patients [88–90]. When it comes to new tech-
nology such as telemedicine and home monitoring devices, lack of health systems 
and lack of government funding and support for vulnerable patients, such as the 
elderly, those with low income and low digital literacy, and rural residents, have 
resulted in furthering the digital divide [91, 92].

The data-rich electronic medical records allow tools such as natural language 
processing and machine learning to inform risk management, resource allocation, 
and clinical decision-making, which are often fraught with bias. Obermeyer and 
colleagues identified a racial bias in a risk stratification algorithm that is used to 
prioritize patients for care management [93]. Other risk management strategies that 
disproportionately impact patients of color include rigid rules around treatment 
policies for those with mental illness and/or substance use disorder, terminating or 
firing patients, and quality improvement initiatives that fail to consider upstream 
factors such as systems and social determinants of health. QI interventions might 
actually worsen disparities if there is greater uptake or effectiveness of the interven-
tion among patients with better outcomes at baseline.

Ambulatory practices that serve poor patients and patients of color fared worse 
under pay for performance (P4P). Research also suggests that much of the variation 
in performance is due to factors over which organizations have limited control. 
Incentive payment (or penalty) might exacerbate health disparities by rewarding the 
highest achievers with scarce resources taken from organization serving disadvan-
taged patients [94, 95].

 Recommended Interventions to Address Institutional Racism 
in Healthcare

Institutional racism is commonly noted or experienced by minoritized populations 
in governance, policy implementation, service delivery, employment, and financial 
accountability. In their work with the Aboriginal and Torres Strait Islander people, 
Came and Humphries described five sites of institutional racism in health sys-
tems [96]:

 1. Majoritarian decision-making or tyranny of the majority
 2. Misuse of evidence (including biomedical evidence and excluding Indigenous 

evidence)
 3. Culturally incompetent policy maker
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 4. Flawed consultation practices (asking the wrong questions of the wrong people)
 5. Indigenous policy implementation requiring non-Indigenous agreement

Even though their work applied mainly to public health policy in New Zealand, 
we can derive valuable lessons to clinical practice. When working with marginal-
ized members of a community or clinic staff, it is vital that their voices are elevated 
and incorporated into decision-making and that achieving consensus is not always 
the preferred or correct way to unravel institutional racism.

In their scoping review of anti-racism interventions in healthcare settings, Hassen 
and colleagues suggest the following foundational principles for anti-racism inter-
ventions [97]:

 1. Clearly define a problem and set clear goals and objectives.
 2. Incorporate explicit and shared anti-racism language.
 3. Establish leadership buy-in and commitment.
 4. Invest dedicated funding and resources.
 5. Bring in the right support and expertise.
 6. Establish ongoing, meaningful community and patient partnerships.

In order to implement and evaluate anti-racism strategies, the authors recom-
mend a multi-level, long-term approach embedding racial equity policies and pro-
cedures (e.g., hiring, retention, and promotion), linking mandatory anti-racism work 
to broader systems of power, hierarchy, and dominance, and building in stop-and- 
reflect mechanisms in a cyclical process [97]. The work to dismantle institutional 
racism practice in the USA is still nascent. To tailor QI interventions to reduce 
rather than exacerbate disparities, the Institute for Healthcare Improvement (IHI) 
recommends six key activities that include collecting and analyzing data by race, 
ethnicity, and language and testing change ideas that address patients’ social condi-
tions and cultural influences [98]. In 2021, the American College of Physicians 
published a policy paper titled “Understanding and Addressing Disparities and 
Discrimination in Education and in the Physician Workforce,” which offered recom-
mendations to create safe, inclusive, and supportive educational and workplace 
environments [30].

We would like to offer some overarching approaches for directors of ambulatory 
practices as there is very limited work on effective anti-racism interventions in 
healthcare. To dismantle structural racism in healthcare, we would need a bottom-
 up as well as a top-down approach that goes beyond hosting training workshops and 
conferences. Top-down approaches include the following:

 1. Increase diversity and representation of minoritized members at all levels of the 
workforce but particularly in leadership and upper level management. Institutions 
should focus on time-limited, goal-directed task forces rather than committees, 
which typically serve to preserve the status quo. Diversity metrics and dash-
boards that track the hiring and retention of diverse faculty and staff may also 
serve as surrogate markers of success for institutions. The ultimate goal is to 
decrease the power differential between institutional authorities, patients, staff, 
and trainees and to promote empowerment, allyship, and sustainability [99].
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 2. Implement quality improvement initiatives that promote community engage-
ment and partnerships with community-based organizations that serve vulnera-
ble communities. These upstream QI initiatives should be designed to address 
social needs and social determinants of health. Academic practices could also 
partner with FQHCs to leverage resources and support quality improvement ini-
tiatives. Healthcare providers need to recognize the resource and power differen-
tial inherent in the healthcare vs. social service systems and seek to support and 
integrate social service referrals and feedback in the routine workflow. We rec-
ognize that without more investment in social services and anti-poverty pro-
grams, healthcare-based social care will not result in better health outcomes.

 3. Address health literacy, language, and cultural barriers. Besides offering transla-
tion and interpretation services, ambulatory practice should aim to hire naviga-
tors, community health workers, health educators, and/or social workers who are 
able to help patients with social needs and system navigation. Alternative pay-
ment models will be necessary to facilitate such teamwork and to make care 
more accessible and equitable.

 4. Implement equity dashboards to understand disparities in patient outcomes and 
impacts of equity-focused interventions. Data collection that includes geo-
graphic mapping, socioeconomic status, housing conditions, and transportation 
use patterns could create a more comprehensive narrative about a patient’s barri-
ers to care and how the practice could better support their needs.

 5. Make the reduction of healthcare segregation a goal. This is certainly not the 
responsibility of individual institutions nor is it feasible to achieve without an 
all-hands-on-deck approach. Minority-serving providers should be given more 
support and incentives to focus on preventative health, to manage chronic dis-
eases, and to improve the quality of care they provide. We must include mea-
sures of segregation in the healthcare quality and disparity report cards of 
providers and plans regionally and nationally [100] as well as include such mea-
sures in regional planning.

 6. Diversity and equity should be part of the annual goal setting, success metrics, 
and eligibility for promotion and bonuses. Concurrently, concrete goals about 
community engagement and partnerships should be clearly stated and moni-
tored. The top-down approach requires legislative advocacy and substantial pol-
icy changes along the line of universal healthcare coverage as well as mental 
health and primary care integration.

Bottom-up strategies involve individual and small entities within the healthcare 
organization that are patient-facing, including our “essential” workers. Trainees, 
faculty, and staff need to question whether standard protocols are harmful for his-
torically disenfranchised populations. Space and time should be reserved to evalu-
ate all rules, guidelines, and policies for racist and disparity consequences whether 
intentional or not with organizational leadership committed to follow the recom-
mendations of its most valued members. Input from frontline workers is critical to 
understand the intersectionality effects of each policy and practice on employees, 
trainees, and patients. Those who identify multiple factors of disadvantage include 
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members of the LGBTQ+ community, people with disabilities, and/or older work-
ers and people with caregiving responsibilities.

Equity training for clinical staff should include (1) historical context of racism in 
medicine, (2) racism and non-racism in scientific and health disparity research, and 
(3) strategies to address structural racism on individual and system levels. Antiracist 
training should be part of the institution’s mission, vision, values, and priorities with 
the recognition that racism often occurs in tandem with other systems of oppression 
(e.g., sexism, classism, ableism, homophobia, transphobia). Training should include 
bystander response, confidential reporting mechanism, and valuing a culture in 
which racism is openly confronted and challenged. Some departments and organi-
zations have adopted an Anti-Racist Code of Conduct [101, 102]. The purpose of a 
code of conduct against racism is to recognize speeches, actions, or procedures that 
may lead to discrimination of minoritized individuals and to take actions to prevent 
and counter racist incidents.

It is time to challenge traditional concepts of what constitutes professional 
behavior in medicine to include anti-racism as a professional competence. 
Professionalism must include advocacy, particularly advocacy for social justice and 
structural improvements for affected communities. For Internal Medicine 
Entrustable Professional Activities (EPAs), anti-racism competencies could be 
incorporated into EPA #13—Improve the quality of healthcare at both the individual 
and system level, 14—Advocate for individual patients, and 16—Demonstrate pro-
fessional behavior [103]. These EPAs pertain to physicians’ role in combating rac-
ism, discrimination, and other contributors to inequities among adult populations 
through advocacy, quality improvement methods, and population health strategies. 
As academic practice hosting students, preceptors should follow the recommenda-
tions to promote equity in internal medicine clerkship assessment and grading, 
including monitoring clerkship variables that relate to equity, such as gender and 
URiM status, mistreatment experiences reported by students, and student satisfac-
tion in areas related to race, ethnicity, and gender [104].

There are often signs of institutional resistance to anti-racist work. Rather than 
acknowledging the difficult issue of racism, institutions talk instead about increas-
ing diversity. Corporate leaders and management create endless number of commit-
tees and subcommittees who have limited power to address racist practices. They 
often cite the economic challenges and invoke crisis to divert attention from the 
issue at hand. They also spend more resources on messaging, public relations, and 
advertisement and less on making substantial differences in the lives of their mem-
bers—staff, clinicians, nurses, and patients.

 Conclusion

Institutional and structural racism is embedded in almost all policies and practices 
in healthcare settings, reflecting our racist history and the industry’s capitalistic 
foundation. We can start to dismantle institutional racism by ensuring a diverse 
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healthcare workforce and engaging vulnerable communities. Anti-racism principles 
need to be incorporated into training curriculum, continuing medical education, 
professionalism code, and competencies. We also need to continually identify 
guidelines, norms, and practices that promote inequities and reinforce structural 
racism. Organizational self-study and interprofessional solidarity are vital to coun-
teract the profit-driven systems that harm poor, Black, and Brown patients and other 
minoritized groups.
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Chapter 23
Nurturing a Culture of Diversity 
and Inclusion in Resident Clinic

Vandana Khungar, Laura Whitman, and Inginia Genao

 Introduction

The racial and ethnic makeup of the US population is increasingly diverse, but the 
same degree of diversity is not reflected in the physician workforce. The American 
Association of Medical Colleges (AAMC) defines underrepresented in medicine as 
“those racial and ethnic populations that are underrepresented in the medical profes-
sion relative to their numbers in the general population” [1]. In 2020, the USA was 
74.3% Caucasian, 18.5% Hispanic/Latino, 13.4% African-American, 5.9% Asian, 
1.3% American Indian and Alaskan Native, and 0.2% Native Hawaiian or other 
Pacific Islander [2]. When focusing on faculty Underrepresented in Medicine 
(URM) by race and ethnicity in US medical schools, 2018–2019 data reveal that 
3.2% of faculty are Hispanic/Latino, 3.6% Black or African-American, 0.2% 
American Indian or Alaskan Native, and 0.1% Native Hawaiian or Pacific Islander 
[3]. The pipeline is improving but is not yet where we need it to be, with 6.2% of 
medical students who are Hispanic/Latino, 7.1% Black or African American, 0.2% 
American Indian and Alaskan Native, and 0.1% Native Hawaiian or other Pacific 
Islander [4].

The USA and the world have seen a true and long overdue racial reckoning over 
the last few years. There is a vast body of literature that focuses on the discrepancy 
between the burgeoning minority population and underrepresentation of the same 
groups in medicine and medical education. The clear presence of disparities in care 
and biases mandate the need for cultural competence, communication skills, and a 
high degree of professionalism in resident physicians. In a recent welcome develop-
ment, healthcare organizations and academia are paying growing attention not just 
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to recruitment or diversity of the workforce, but also to ensuring equity and inclu-
sion once individuals from diverse backgrounds are recruited. It is arguable that the 
demographic incongruity between providers and patients is most conspicuous in the 
clinics staffed by medical residents. Patients who receive primary care in university 
resident clinics tend to be underrepresented minorities and/or socioeconomically 
disadvantaged [5]. The distribution of patients and trainees who choose to focus on 
primary care necessitates proper training and best practices for diversity, equity, and 
inclusion in the setting of resident clinic. This chapter provides guidance to resi-
dency program and resident clinic leadership on methods to foster a culture of diver-
sity and inclusion in resident clinic.

From the now expanding literature on the experiences of minority residents, 
common themes have emerged. Minority residents from multiple programs nation-
ally noted a barrage of microaggressions and biases, experiencing the “minority 
tax” or being asked to serve as race or ethnicity ambassadors, and challenges nego-
tiating professional and personal identity while being seen as “other” [6]. Social 
isolation is another common theme that came out of earlier work on the experiences 
of minority physicians at all levels [7, 8]. Given these challenges, it is readily appar-
ent that not only recruitment but also retention are critically important. During resi-
dent orientation, competing priorities abound, with large amounts of practical 
knowledge that must be imparted to our new physicians. Devoting a portion of this 
valuable time to highlight the institution’s appreciation for diversity and inclusivity 
will send a powerful message. Simple introductions by current residents and faculty 
with a two- to three-sentence summary of their background and interests are a won-
derful way to jumpstart networking within a class and to help interns quickly iden-
tify potential mentors.

At the Yale New Haven Health System, a Minority Housestaff Organization 
(MHO) was created. Groups such as this allow for social events during orientation 
that counteract the sense of being “other” that many URM physicians feel. The 
MHO underscores the institutional support of diversity. Yale’s own MHO can serve 
as a brief case study. The organization’s stated goal is to create a supportive and 
fecund environment for minorities throughout the Yale New Haven Health System. 
Additionally, the MHO has said that they wish to promote mentorship, community 
outreach, and networking/social events. A former co-chair stated, “Our goal is to 
make it easier for current and future minority residents to find a community and 
locate the resources and support that are necessary for professional development.” 
The MHO has sent its members to national meetings, organized second-look visits 
for minority applicants, and sponsored events such as Minority Men in Medicine, a 
social outing for URM residents with a lively fusion of soul food and rhythm and 
blues. The MHO has also strategically partnered with medical faculty through the 
Minority Organization for Retention and Expansion (MORE) and medical students 
through the Student National Medical Association (SNMA) and Latino Medical 
Student Association (LMSA). Partnering with similar groups in one’s home institu-
tion can help to create structure. For those who do not have chapters at their schools, 
the national groups are wonderful resources.

Residents who are URM bring much-needed skills and experiences to our com-
munity. In addition to a heartfelt appreciation for the ethnic diversity of patients and 
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providers, they often feel drawn to provide service to the indigent. They also bolster 
an environment that is at once welcoming and supportive of minorities [9]. In the 
authors’ experience, active appreciation for the diversity of patients and provision 
of service to the medically indigent are not typically emphasized enough within 
most residency training programs. Diversity begets diversity, and the conspicuous 
presence and promotion of existing minorities as role models and mentors are an 
important feature to attract and retain other minority physicians. This model has 
already proven to be quite successful in attracting, recruiting, and retaining women 
in careers [10]. All centers should aim to proactively recruit minority students rather 
than passively hoping that they will leap over societal barriers to come to us. In the 
rest of this chapter, we describe strategies to recruit and retain residents who are 
underrepresented in medicine.

Outline
• Engagement and beyond: Recruitment and retention efforts to diversify the 

workforce
• Goal: A  climate conducive to  appreciation of  each other on  a  cultural 

and social level
• Definition of community beyond simple demographics
• Cultural competence for all clinic members
• Conclusion

 Engagement and Beyond

 Recruitment and Retention Efforts to Diversify the Workforce

The success of residency programs depends in part on the recruitment of talented, 
compassionate physicians, highly qualified leaders, teaching faculty, and residents. 
Valuing diversity in residency programs offers a host of benefits to all members of 
the program. On an individual level, school or workplace diversity can result in an 
increased sense of well-being, decreased levels of stress, and development of genu-
ine respect between colleagues of different backgrounds [11–13]. At the program 
level, a diversified workforce allows for improved training for all physicians, mak-
ing them more culturally competent healthcare providers. It also allows for the 
potential to retain future fellows and faculty from URM groups, thereby increasing 
the number of physicians to care for patients who may not be used to seeing a doctor 
of their own ethnic background. Ethnic minority patients are more likely to experi-
ence greater satisfaction when they are cared for by a minority physician, improving 
the interaction and outcome for both patient and physician [14, 15]. In one study 
where black men were randomized to having a black or non-black physician, the 
patients agreed to more procedures, particularly invasive ones for preventive ser-
vices when they had a black doctor. This finding is critically important as many of 
the diseases that allow for the gap in life expectancy between races are preventable 
[16]. Consequently, it behooves residency programs to actively promote the recruit-
ment of underrepresented minorities and to sustain an equal amount of men and 
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women in recruitment. In 2019, 36.3% of active physicians in the USA were 
women [17].

As competition can be intense for programs to recruit from the pool of highly 
qualified URM students, it is critical that leadership and teaching faculty of resi-
dency programs understand how URM and female medical students go about choos-
ing a residency program in internal medicine. Diversity among faculty, residents, 
patients, and the city are all factors that positively influenced URM candidates’ 
decision to choose a residency program. Additionally, medical students looked for a 
supportive academic and political environment and a feeling of being desired by the 
program. Women candidates also valued gender diversity, availability of family- 
oriented programs, and active discussion regarding potential opportunities for their 
partners [9]. Recruitment and retention of a diversified workforce, particularly in a 
resident clinic that cares for an underserved patient population with limited 
resources, require a solid infrastructure and supportive environment. That environ-
ment must also allow faculty members to achieve productive academic careers and 
to maintain a healthy work-life balance. There are the obvious direct benefits to 
faculty, but also trainees view the faculty as their role models. If trainees cannot see 
opportunities for desirable and productive careers, they will be hesitant to remain at 
the institution in which they train. For example, the Yale internal medicine residency 
program has several pathways of distinction that residents can participate in, includ-
ing the Race, Bias, and Advocacy in Medicine (RBAM) pathway, which allows for 
education, citizenship, and a capstone project. Both the traditional track and pri-
mary care track now have associate program directors who are focused solely on 
DEI issues for each residency program.

One of the most important components of recruitment of URM candidates is 
creating a pipeline program [18]. Programs can begin as early as elementary school 
or high school but should have multiple points at which candidates can enter, even 
later in their studies. Other examples include mentoring programs for college or 
postbaccalaureate students. One such initiative at Yale, started by one of our URM 
primary care track residents, Dr. George Agyapong, is titled Service- 
Learning|Training and Enrichment Programs for Underrepresented Health 
Professionals (STEP-uHP); more information can be obtained at stepuhp.info. The 
stated mission of STEP-uHP is that “every aspiring healthcare professional will 
have social, economic, and academic capital to sustain their career dreams.” This 
program allows undergraduates or post-bac students to work in the hospital as 
scribes, translators, patient advocates or navigators, or peer mentors, while being 
paid for these experiences and being assigned to mentors in the department. This 
program bridges the gap between URM and low-income students and those who 
have the privilege and opportunity to take unpaid volunteer experiences. It also 
allows for increased opportunities for students who have not been exposed to medi-
cine earlier in their careers. AAMC data revealed that more than three-quarters of 
medical students came from families in the top two quintiles of family income [19]. 
Socioeconomic disadvantage intersects with race and ethnicity. Programs like 
STEP-uHP aim to avoid URM and low-income students leaving the path upstream.
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Another approach the Yale School of Medicine has used is a summer research 
program for medical students from HBCUs and other schools that have high con-
centrations of URM students. The students are paired with a mentor, complete a 
project, and present their findings at a final meeting. This process embeds them in 
the community, and they are encouraged to apply to our residency programs when 
the time comes. Their positive experiences are also relayed back to their home 
institutions.

Support from the highest levels of the institution should be present. In the last 
few years at our institution, we have created a diversity committee; hired the first 
deputy dean for diversity and inclusion and first diversity officer, the first medical 
director of health equity, the first DEI associate chair of medicine, and the first vice 
chiefs of DEI for each division in the department of medicine; and instituted associ-
ate program directors for DEI in the training programs.

 Goal: A Climate Conducive to Appreciation of Each Other 
on a Cultural and Social Level

While residents should create a network of peers and mentors who share character-
istics similar to theirs, perhaps in gender or race, and these networks are critical for 
long-term success and retention, these efforts cannot occur in isolation. At the same 
time, we do not wish for residents to feel segregated, and all residents should cele-
brate the ways in which we are similar and different. Intersectionality also becomes 
an important concept to grasp, as some trainees will be battling multiple challenges 
related to their identity (for example, a URM resident who also belongs to the 
LGBTQ+ community). An atmosphere of tolerance, inquiry, and learning should be 
cultivated. An easy starting point for sharing one’s culture is through food as eating 
is a universal experience. For example, regular potluck meals where people bring 
their favorite foods are wonderful, low-stress events to connect and learn the basics 
of another culture. Our primary care clinic holds regular potlucks that are attended 
by faculty, residents, nurses, and staff. Exposure to a varied group allows for an 
organic appreciation of one another’s cultures, lives, and important roles in 
healthcare.

Our clinic creates a sense of belonging through multiple activities and structure. 
Each intern is assigned to a team of three residents, one attending, one nurse, and a 
medical assistant. The team is the home base for each resident, and it is consistent 
throughout residency. Clinic groups dictate which patients one care for and the col-
leagues one works with and often determine who one socializes with. Friendly com-
petitions and social events highlight the team environment. On the first day of clinic 
orientation, at a welcome ice cream social, interns are given a shirt with their team 
color; they participate in a clinic scavenger hunt and also receive sign-out on the 
vulnerable patients for their pod. The games allow for residents to learn about the 
clinic while team building. It has become the norm for the residents to 
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spontaneously arrange group outings such as dinner, salsa dancing, or indie movie 
night at the end of each 2-week rotation.

 Definition of Community Beyond Simple Demographics

Residents should be acquainted with more than demographic information and 
textbook- style learning of their patients’ communities for a better understanding 
and sense of belonging with their patients. Introductions that have been successful 
include neighborhood-guided tours by someone well versed in the community, such 
as someone who has undertaken a community resident leadership program where 
they have learned about the mapping of community assets (a focus on community 
strengths rather than on needs as developed by John Kretzmann and John McKnight) 
[20]. Trainees can be informed of any community distrust of the healthcare system 
or home institution and its rationale as well as common health-seeking behaviors 
and barriers to healthcare as perceived by the community. Home visit programs are 
another way for trainees to become embedded in the community they serve, in addi-
tion to providing much-needed healthcare. Nonprofit organizations are able to con-
duct community health needs assessments (CHNA) and design strategic plans to 
address the health needs of a community. Trainees should be introduced to these 
types of assessments and plans during their training. Many hospitals now have 
patient and family member advisory councils, and some states even mandate them 
by law. It is important to ensure adequate representation of all races on these panels. 
Trainees and faculty can also serve on these committees, which is an excellent 
opportunity for healthcare providers to hear directly from our patients and their 
caregivers about important issues that may be affecting their communities. Councils 
or other similar groups can provide a wonderful collaborative space for community 
members to inform the institution about opportunities for physicians and the health-
care system to play a constructive role within their community. Projects that have 
come out of such meetings include community service, social justice organization 
support, and social functions. In addition, residents should be encouraged to read 
the local newspaper, listen to community radio, and eat at local restaurants to learn 
what the community has to offer.

 Cultural Competence Training for All Clinic Members

Intern orientation is an exciting, stressful, and promising time. As trainees struggle 
to retain the information that will allow them to successfully start residency, they 
often focus on operational and clinical aspects of their first rotation. It is important 
to emphasize that resident clinic is a longitudinal experience that provides a sense 
of stability throughout their training. For all residents, we provide a space for them 
to share their experiences with both implicit and explicit biases. URM, gender 
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minorities, or LGBTQ+ residents often have more of these experiences. A common 
example is when a resident is mistaken for housecleaning or a multitude of other 
roles rather than a physician. We recommend structured biweekly or monthly meet-
ings where trainees and faculty openly share experiences of bias that they have 
experienced or ways in which their patients have been affected by bias. When train-
ees see that faculty understand their struggles, they do not operate in isolation, and 
they learn tactics to combat bias and preserve personal well-being.

A large body of literature on cultural competence in healthcare addresses the 
physician-patient relationship. It is important to ensure that health professionals are 
culturally competent with a focus on interprofessional relationships. Often, educa-
tion about one another is the missing ingredient to allow for tolerance. The ability 
to relate to and understand one another should transcend our degrees, credentials, 
and academic accomplishments. Cultural introductions can include what truly mat-
ters to an individual—personal values, family, and traditions. Social interactions as 
well as structured activities allow for this sharing. Sharing of stories is an effective 
way to communicate what is meaningful to an individual, a way to eliminate bias, 
and a means of introducing conversation that might not otherwise be comfortably 
broached [21, 22]. Regardless of ethnic or religious background, each of us has a 
culture, and cultural competence is not solely in the domain of URMs. To some 
degree, all interactions are intercultural regardless of ethnicity. It is important to 
define diversity broadly to include race, ethnicity, gender identity, sexual orienta-
tion, religion, disability, and even diversity within our country.

Cultural diversity is now at the forefront of multiple domains of life—in family 
units, at social functions, in the workplace, and in one’s online presence. Our 
patients are diverse, and our workforce is diverse. Training in cultural competence 
is crucial to create an environment where we acknowledge our differences. The 
Liaison Committee on Medical Education introduced standards for cultural compe-
tence in 2000, and these have been adopted by many medical schools [23]. The 
AAMC has also developed the Tool for Assessing Cultural Competence Training 
(TACCT) and a list of resources and guidelines to teach cultural competence [24].

Over the last few years, academic institutions have evolved from small diversity, 
equity, and inclusion committees to system-wide initiatives and committing to DEI 
as organization missions. When considering such large-scale goals, leadership is 
key. One group offered three recommendations for healthcare leaders and their 
boards: (1) recognize that diversity is necessary but will not, alone, create a just and 
inclusive culture; (2) be aware that every leader is at risk for blind spots; and (3) 
appreciate that concepts of leadership and stereotypical traits of leaders among 
existing leaders may limit efforts for cultural inclusiveness and operational success 
[25]. We posit that additions to these recommendations should include that leader-
ship needs to articulate a clear message to faculty, trainees, and staff that diversity, 
equity, and inclusion are now critical to the mission and will be followed in the same 
way that clinical competence, citizenship, and professionalism are. Stakeholders at 
all levels need to be visibly engaged in DEI work to all, including department chairs, 
designated institutional officials, diversity officer, training program directors, clinic 
directors, faculty, trainees, students, and staff.
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 Conclusion

The reckoning of the last few years has provided a watershed moment that can be a 
great impetus for change in academic medicine, for both our trainees and our 
patients. Given the cultural discordance between faculty, residents, patients, and 
communities served in resident clinic, it is crucial to create a culture of inclusive 
diversity that makes everyone feel welcome and promotes a sense of belonging and 
academic success that is attractive to applicants. It is important to acknowledge the 
challenges of resident clinic, including poor continuity of care, disenfranchised 
patient populations, and limited access to resources. Acquainting oneself with the 
communities one serves allows for alleviation of some of these challenges by instill-
ing compassionate understanding of community needs and a prioritized approach to 
addressing those needs. Ongoing training in cultural competence can potentially 
help to decrease misunderstandings and bias. In addition, support from the highest 
levels of the institution will ensure that all of this is possible. Whether an individual 
belongs to leadership, faculty, trainees, or staff, we all have room to learn more, to 
improve our practices to nurture a culture of diversity and inclusion, and to continue 
to work on this critical topic even when mistakes are made. The current energy and 
momentum surrounding DEI work must not be lost as we bring new generations of 
trainees through our clinics.
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Chapter 24
Healthcare Advocacy and Social Justice

Tracey L. Henry, Amber-Nicole Bird, and Sarah Candler

Introduction

In this chapter, we will review the role of Social Justice and Advocacy in academic 
outpatient primary care practices. For the purposes of our discussion, Social Justice 
is the equitable distribution of wealth, opportunities, and privileges in a society. 
Advocacy is the action of speaking up on behalf of a person or specific change in 
status quo; it can be done informally with colleagues or formally with administra-
tors, lawmakers, or other developers of policy and regulation.

Outline
• Background and definitions
• Social justice
•  Advocacy in practice
• Successful initiatives in advocacy and social justice: a review of examples of suc-

cessful advocacy and social justice efforts
• Conclusion

T. L. Henry (*) 
Emory University School of Medicine, Atlanta, GA, USA
e-mail: tlhenry@emory.edu 

A.-N. Bird 
University of Pennsylvania, Philadelphia, PA, USA
e-mail: amber-nicole.bird@pennmedicine.upenn.edu 

S. Candler 
Houston, TX, USA

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-40273-9_24&domain=pdf
https://doi.org/10.1007/978-3-031-40273-9_24
mailto:tlhenry@emory.edu
mailto:amber-nicole.bird@pennmedicine.upenn.edu


388

Background and Definitions

Health care in the United States is in the throes of shifts in payment structures, train-
ing requirements, documentation tools, team member roles, federal and state regu-
lations, all while the foundations of medical knowledge and technology continue to 
grow exponentially. These changes affect physicians at all levels of training and 
practice, and not always for the better. While engagement in advocacy at the indi-
vidual patient level has been a cornerstone of the medical profession, an increasing 
number of training programs and professional societies now recognize the impor-
tance of the physician voice in broader discussions of policymaking, regulatory 
guidance, clinical guidelines, and even development of technology and health sys-
tem structures. The goal of teaching advocacy and social justice is to ensure equi-
table opportunities to attain health for all patients as well as equitable learning 
opportunities for future physicians of all backgrounds and identities. For the pur-
poses of our discussion, social justice is the equitable distribution of wealth, oppor-
tunities, and privileges in a society. Health advocacy is “activities related to ensuring 
access to care, navigating the system, mobilizing resources, addressing health ineq-
uities, influencing health policy, and creating system change” [1]. We will use 
Robert W Johnson Foundation (RWJF) report definition of health equity: “that 
everyone has a fair and just opportunity to be as healthy as possible. This requires 
removing obstacles to health such as poverty, discrimination, and their conse-
quences, including powerlessness and lack of access to good jobs with fair pay, 
quality education and housing, safe environments, and health care” [2]. In contrast, 
RWJF notes that equality—equal access to resources and efforts—is NOT the same 
thing because some people require more or different resources and efforts to attain 
equal opportunities that would lead to equitable experiences [2]. The same report 
notes that health disparities (also known as health inequalities) are “plausibly avoid-
able, systematic health differences adversely affecting economically or socially dis-
advantaged groups” [2]. Advocacy can be done informally with colleagues or 
formally with administrators, lawmakers, or other developers of policy and 
regulation.

There is an increasing recognition of disparities in health outcomes as well as 
disparities in social drivers of health, which are described in detail in Chap. 21. 
Here, we will discuss the approach to addressing those disparities through advo-
cacy in order to achieve a more just distribution of resources. Disparities range 
from lack of access to care due to transportation insecurity, rural geography, or 
limited access to technology, tools, and services to inequities in treatment due to 
bias, discrimination, and specifically racism in society and medical research. Please 
see Table 24.1 to review definitions for key terminology for this chapter.

Rather than a hobby or interest of certain physicians, advocacy is recognized as 
a mandatory skill that residents are expected to acquire. In the ACGME 
Milestones 2.0, where advocacy is often described as an element of “systems-based 
practice,” residents are expected to learn how to navigate the systems ranging from 
physical clinic spaces to team-based communication therein, but also the payment 
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Table 24.1 Key definitions

Terminology

Advocacy Activities related to ensuring access to care, navigating the system, mobilizing 
resources, addressing health inequities, influencing health policy, and creating 
system change

Equity Fair and just opportunity to be as healthy as possible. This requires removing 
obstacles to health such as poverty, discrimination, and their consequences, 
including powerlessness and lack of access to good jobs with fair pay, quality 
education and housing, safe environments, and healthcare

Equality Equal access to efforts and resources
Justice Distribution of wealth, opportunities, and privileges within a society
Health 
disparities

Systematic health differences adversely affecting economically or socially 
disadvantaged groups

structures; local, state, and national policies; and even social structures and influ-
ences on someone’s ability to attain and maintain health.

While advocacy has a longer history of support within clinical education, increas-
ingly social justice is deemed a critical requirement of a well-rounded education. 
ACGME requires that “Residents must learn to advocate for patients within the 
health care system” (IV, B, 1, f, (2)). Relatedly, professional organizations like the 
Society of General Internal Medicine, the American College of Physicians, and the 
American Medical Association dedicate significant resources to members’ advo-
cacy to implement their policies. These organizations are increasingly intentional 
about the impact of unjust distribution of resources and the impact of bias in the 
medical field.

While not all training programs will have a public health focus, increasingly 
primary care incorporates tools and metrics based on population health. In this lens, 
it is imperative that trainees in primary care understand how to recognize disparities 
and advocate for the just distribution of resources to attain equity in health and 
healthcare. In order to address and correct disparities, trainees must be 
equipped with the skills not only to recognize them, but also to identify the 
most apt audience for their advocacy.

In the rest of this chapter, we will define the framework for identifying issues of 
social justice and provide actionable examples of times, places, and methods to 
advocate for change.

Case: 68-Year-old woman presents to her primary care physician for diabetes 
care management and is found to have a hemoglobin A1C of 11.3% up from 8.5% 
6 months ago. She is 10 min late and has missed her last two appointments. She 
shares that she was recently laid off and lost her employer-sponsored health insur-
ance, requiring her to find other coverage after a period of being uninsured. She also 
lost her transportation and has been unable to afford her insulin. She had been 
offered a virtual visit and declined due to having minimal data available on her 
device. Prior to today’s visit, the clinic reviewed quality metrics and has set a goal 
of 85% of all patients with diabetes to have a goal hemoglobin A1C of <7.5%. The 
primary care physician has 20 min to establish a plan to help this patient reach her 
goal hemoglobin A1C.

24 Healthcare Advocacy and Social Justice
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Throughout the chapter, consider the following questions:

 1. What health inequities does this patient face?
 2. What health disparities (also known as health inequalities) does she suffer from?
 3. How does the system within which the primary care physician works affect this 

patient adversely, and how could the physician advocate for a more just system 
for delivering care?

 Social Justice

Social justice, the distribution of wealth, opportunities, and privileges within a soci-
ety, has history rooted in ethics and law. It consists of four interwoven principles—
promoting equal access, removing barriers to participation, protecting individual 
rights, and promoting equity [3, 4]. More recently, the application of social justice 
in healthcare has been highlighted in fields like primary care where inequities in 
access to healthcare, quality of care delivered, and access to finite resources within 
medicine are routinely encountered [5].

Bioethicists Ruth Faden and Madison Powers developed a social justice theory that 
states that social injustices arise because of preventable differences in health within a 
population [6]. In other words, social injustices are seen in what we commonly call 
health and healthcare inequities and poor health outcomes that arise due to social 
determinants of health. The social justice theory does not disregard biomedical drivers 
of poor health, but instead pushes healthcare systems to acknowledge that focusing 
only on biomedical drivers of health outcomes will never fully address health dispari-
ties. This concept is represented in the image below presented in a National Academy 
of Medicine report on social determinants that emphasized that variation in health 
outcomes could not be explained by biomedical drivers of health alone and calls for 
investment in interventions to address the social determinants of health. See Fig. 24.1.

As early as 1999, there have been calls for physicians to engage in social justice 
as a matter of professional responsibility. A charter put forth by the European 
Federation of Internal Medicine, the American College of Physicians-American 
Society of Internal Medicine (ACP-ASIM)—Foundation, and the American Board 
of Internal Medicine (ABIM) Foundation entitled the “Medical Professionalism 
Project” argued that the core component of patient care no longer could be defined 
in the office of the medical professional, but instead existed in the places where 
“people live their lives, in the home and workplace … the daily choices that deter-
mine their health” [7]. To engage in the promotion of health, healthcare workers 
must focus on social justice, or the fair distribution of healthcare resources, for their 
communities. Further, the principle of social justice tasks healthcare workers with 
the active elimination of discrimination within places where care is delivered. The 
concept of social justice as a professional duty extends into core missions in pri-
mary care including the equitable distribution of finite resources, including access 
to care, and improving the overall quality of care [5, 7].

To understand the role of social justice in the academic primary care practice, it is 
important to adopt a shared understanding of disparities, equality, and health equity. 
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Fig. 24.1 Smedley 
B. Promoting Health: 
Intervention Strategies 
from Social and Behavioral 
Research. Washington 
(DC): National Academy 
Press; 2000

The Healthy People 2020 initiative set forth the goals of eliminating health dispari-
ties—health differences linked to social, economic, and/or environmental disadvan-
tage—and achieving health equity—“the attainment of the highest level of health for 
all people” [8]. Equality aims to provide the same resources to all people to allow 
them to obtain healthy lives. Equality is founded on the principle of justice but does 
not account for the fact that all people do not start at the same level of health [9]. Each 
individual starts at a different level of health, and the resources needed for one indi-
vidual to attain the highest level of health may be different from another. Equity 
requires healthcare workers to understand the specific needs of the individual and 
work to provide the resources they need to obtain healthy lives. It is important to 
acknowledge that health and healthcare disparities are not only present in populations 
defined by race or ethnicity. Instead, disparities occur across various dimensions 
including sexual identity and orientation, disability status, gender, age, socioeco-
nomic status, and citizenship status. Further, disparities can exist within subpopula-
tions including disparities between Asian patients with different primary languages.

In primary care, it is important to understand the impacts of unequal access to 
care and disparities in quality of care on health outcomes. There is a well-defined 
inverse relationship between socioeconomic status and disease burden. Individuals 
with higher socioeconomic status have higher rates of health insurance and longer 
life expectancy [10]. Individuals with lower socioeconomic status are less likely to 
be insured, are less likely to utilize primary and preventive care, and experience a 
higher burden of disease [10]. In 2003, the Institute of Medicine (IOM) report 
“Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare” 
reviewed existing disparities research that highlighted racial disparities in both 
access and quality of care [11]. Black and Hispanic patients were found to be offered 
fewer cardiac procedures, were referred less, waited longer for renal transplant, and 
had worse diabetes and cancer outcomes. It was also one of the first major 
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publications to highlight the role of bias within populations that had equal access to 
care. Black and Hispanic patients in the United States had worse health outcomes 
than white patients of the same age and socioeconomic status.

Since the IOM report, efforts have been made to expand access to healthcare 
through the expansion of access to Medicaid insurance, disallowing coverage denials 
for preexisting medical conditions and providing an advanceable, refundable tax credit 
based on income to help offset the cost of health insurance for low-income individuals 
and families. Data since its enactment show rising rates of health coverage, but the risk 
of being uninsured is highest in low-income individuals and black and Hispanic com-
munities. In addition, black women are three times more likely to die from pregnancy 
than white women, and infant mortality is twice as high in black infants as compared 
to white infants. Black individuals continue to be at higher risk for poor outcomes from 
chronic disease like heart disease, diabetes, and cancer than white patients, suggesting 
that expanding access to care alone is not enough to address health disparities [12].

Health disparities negatively impact the entire medical community. There are 
often finite resources in primary care—from access to healthcare workers as well as 
access to necessary treatments and preventative interventions—and an increased 
burden of preventive disease taxes this system more. A report completed by the 
W.K. Kellogg Foundation in 2018 estimated that improving the health of the nation 
by eliminating racial disparities in health would lead to an economic gain of $135 
billion per year partially achieved by removing $93 billion in excess costs of care 
[13]. This type of economic growth would provide an opportunity to shift resources 
away from the treatment of existing disease toward the assurance that all individuals 
have access to healthcare and preventive medicine.

It is clear that addressing preventable differences in health outcomes, the social 
injustices, sits firmly in the responsibility of the primary care clinic. To make this 
feasible within the already strained academic primary care practice requires a strong 
investment in population health management and practice improvement. Population 
health management shifts the focus from the individual patient to the health of the 
entire primary care population. It creates a systematic approach for ensuring that all 
members of a primary care population receive the appropriate preventive and 
chronic care [14]. Through the use of standardized metric review, for example 
hemoglobin A1C screening in patients with known diabetes mellitus or completed 
mammography in women of screening age for breast cancer, primary care practices 
can obtain a holistic view on the quality of care that is being delivered.

Practice improvement involves applying the tools of quality improvement to 
poor health outcomes within a population [15]. In the academic primary care prac-
tice, this involves not only access to timely and accurate metrics for chronic and 
preventive care but also information on how quality outcomes vary by socioeco-
nomic status, race, ethnicity, or gender. To truly take a social justice lens, academic 
primary care practices must analyze disparities in the care that is being provided and 
then work within the healthcare team to increase resources to improve care to those 
patient populations that are experiencing worse outcomes.
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In this case, you should look for rates of screening based on primary insurance, 
PCP type, and sociodemographic markers. This allows for conscious reflection on 
the equitable delivery of care within your practice population. Setting standards for 
review of current disparities in care at the onset of developing your practice improve-
ment interventions will allow the development of obtainable equity metrics along-
side more traditional quality metrics.

 Advocacy in Practice

 A Review of the Levels of Advocacy

Now that we know what advocacy is, our role as clinicians, and how social justice 
nestles within our sphere of influence, what does advocacy look like in practice? In 
describing advocacy and our roles, there are multiple ways of categorizing our 
efforts. In this chapter, we will discuss advocacy using the socioecological model. 
See Fig. 24.2.

The socioecological model takes into account our role as advocates at all levels 
within our spheres of influence. It clearly illustrates where we have a role in advo-
cacy as individuals, interpersonally, within our communities and institutions and 
finally even on the national or legislative levels.

 Individual Advocacy

When we speak of individual advocacy, this is the work we do for our patients con-
sistently if not daily depending on your practice demographics. This is where the 
majority of us will concentrate our efforts and make the most difference for our 

Social Justice Through Population Health: A Case Review
When reviewing colorectal cancer screening outcomes within your practice, 
you note no overall disparity in screening rates between patient populations 
defined by race.

However, on closer metric review, you note that your residency practice 
has a 15% lower rate of colorectal cancer screening and cares for the majority 
of patients with Medicaid insurance within your practice.

When developing a practice improvement intervention to address dispari-
ties in colorectal cancer screening, the just response would be to leverage 
existing resources to promote increased screening in the resident panel.

Subsequent data review should prioritize not only a review of overall 
screening rates, but also a review of disparity-based data.
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Fig. 24.2 Advocacy 
categorized via 
socioecological model 
adaptation [16]

patients. At the individual level, a clinician or healthcare worker can improve the 
health and healthcare of our patients, one patient at a time. For example, this is 
where a clinician or healthcare worker can identify your patients’ unmet social 
needs as sometimes unintentionally elucidated by patients but also required by 
some practices during the social determinants of health screening. However, you 
can take it a step further. Clinicians can accomplish this goal by physically assisting 
the patient with their paperwork for free or reduced public transportation, or dis-
ability decal when the clinic’s social workers are already overbooked, thereby pre-
venting the patient from having to return at a later date, miss further work, juggle to 
find child care, and pay another co-pay or even another transportation fee that all of 
which is a strain on the patient’s pocket. At the individual level, we can close the 
loop on prior referrals to social work, connect patients to food banks, and, if English 
is not their first language, make sure that the summary of the clinic visit and any 
other medical instructions are written in their language of literacy. If a patient pos-
sesses low written literacy, provide instructions in a way that the person can under-
stand and have a chance to adhere to. Other impactful examples include filling out 
paperwork for patients at a time of the visit and/or mailing the documents to them 
to save them a trip back to the clinic. The examples are endless. However, what is 
unique to the individual level of advocacy is that it is all up to us to decide when, 
what, where, and how we advocate for patients in the clinic, at the bedside, or even 
beyond as a house call or through mobile integrated care or street outreach. Clinic 
directors can support their clinicians by providing education on how to be an advo-
cate for your patients, available clinic, and community resources for patients, 
including working with information technology to incorporate these resources 
within the EHR and a part of clinic workflow.
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 Interpersonal Advocacy

The interpersonal level is the next level in our advocacy framework and is the first 
in the series where our efforts are somewhat dependent on another person. At this 
level, we have power to speak out against the injustices or biases we see in health-
care interpersonally directly with another person, for example, a professional col-
league or even a patient. Efforts at this level center on awareness, knowledge, and 
empowerment of the individual to seek to mitigate bias or injustice interpersonally. 
To achieve interpersonal advocacy, scripts or prepared practice language akin to 
illness scripts are key. As interpersonal advocacy especially in the workplace can 
be challenging depending on the subject matter such as workplace violence or 
microaggressions, bias, or racism, you are more likely to speak up in these occur-
rences if you have prior awareness, practice, or training to address them. See 
Table 24.2.

Institutional—From an institutional standpoint, this is where our advocacy 
efforts benefit more than the individual patients that we see in the clinic or the fac-
ulty, staff, or other health professional colleagues we encounter interpersonally. At 
the institutional level, we have the opportunity to, for instance, dismantle systemic 
racism, as it relates to your institutional practices. Advocacy initiatives at the insti-
tutional level can be aimed at benefiting not only patients but also faculty, staff, 
learners, and other healthcare workers. Examples of these advocacy initiatives 
include developing equitable hiring and promotion practices, employee profes-
sional development programs, and expanding clinical services such as behavioral 
health and HIV PrEP. At this advocacy level and beyond is also where you need to 
conduct an analysis of relevant parties. It is imperative to know who is on your side 
and supports your advocacy initiative, who your opponents are, and whom you 
should invite to collaborate with you for synergistic efforts. Gaining buy-in and 
having a strategy for your initiative are essential. In the end, the key is identifying 
and working toward eliminating institutional practices that perpetuate injustice in 
healthcare.

Table 24.2 Sample script for responding to racism [17]

When we see or hear racism, call it out:
Seek clarity: “Tell me more about __________.”
Offer an alternative perspective: “Have you ever considered __________.”
Speak your truth: “I don’t see it the way you do. I see it as __________.”
Find common ground: “We don’t agree on __________ but we can agree on __________.”
Give yourself the time and space you need: “Could we revisit the conversation about 
__________ tomorrow.”
Set boundaries. “Please do not say __________ again to me or around me.”
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 Community

At the community level is where academic practices can leverage their existing 
relationships with community partners and, if nonexistent, begin to develop these 
partnerships. One example would be bidirectional referrals to address your patient’s 
unmet social needs. As we refer our patients to community resources, food banks, 
ride share for transportation, and literacy and/or job placement programs, these 
same programs should also possess the ability to refer patients to establish care in 
our primary care clinics. Community engagement and advocacy have the distinctive 
approach of being grass roots in nature, but with the perspective of the individuals, 
institutions, and community they serve. Real impact at this level of advocacy can be 
made through cross-sector collaborations with community members, which pro-
mote open dialogue, transparency, and trust. By academic centers cultivating com-
munity relationships, they are able to identify gaps and develop strategies to address 
issues in your communities. Academic centers are able to decide based on the gap 
analysis and the allocation of resources for its center and community. Successful 
community engagement by academic centers has been initiated using advocacy 
tools such as town halls broadcasted via social media platforms for topics on 
COVID-19 vaccine hesitancy [18].

 National/Legislative Advocacy

The national or legislative level is what most health professionals think of when 
they think of advocacy and are often intimidated by the concept of being an advo-
cate. However, as we demonstrated this far, advocacy takes place in many forms on 
many different levels. At this level, we can advocate for legislative policies at the 
local city or county governments or even federal government for more resources; 
better payment policies, for instance, reimbursement for cognitive services; national 
strategies to address the social determinants; and more research on preventative 
practices for chronic disease management and investment in the primary care work-
force shortage or to expand the number of medical residency slots. Again, at this 
level, buy-in is required. Further, conducting a relevant party and/or gap analysis of 
the problem and proposed solutions is needed. It is necessary to determine who is 
already addressing the identified gap or problem you are attempting to address and 
consider collaborating for synergistic efforts. Being nonprofit, academic medical 
centers themselves can advocate or lobby for their organizations. However, ensure 
that you are aware of the guidelines and/or limits to your lobbying. For example, “a 
501(c)(3) organization may engage in some lobbying, but too much lobbying activ-
ity risks loss of tax-exempt status” [19]. Many larger practices hire a full/part-time 
lobbyist or governmental affairs person to advocate on behalf of the organization on 
a regular basis. The medical director’s role is to liaise with the governmental affairs 
representative via regular meetings to align clinic needs with the clinic/
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organization’s legislative priorities both on a federal and state/local level. It is 
important for the medical director to be aware of when your state’s legislators are in 
session.

 Successful Initiatives in Advocacy and Social Justice: 
A Review of Examples of Successful Advocacy and Social 
Justice Efforts

 Implementing a New Clinic Protocol and Workflow

As a new junior faculty member in a hospital-based primary care clinic, Dr. HJ 
noticed anecdotally that some of her patients, additionally, complained of depres-
sive symptoms and wondered why there was no universal depression screening in 
their clinic [20]. Dr. HJ approached her medical director and was informed that it 
was a priority but often not completed in the primary care visit because of time 
constraints, competing demands, and lack of resources if the depression was posi-
tive. Since Dr. HJ’s was in a faculty development for new faculty that required a QI 
project, she decided that implementing universal depression screening in her clinic 
was the perfect project. Initially met with resistance, Dr. HJ invited key stakeholders 
such as the medical director to join her team. Initially, no one wanted to work on the 
depression screening team because even though they saw the value, the perception 
was that it would be too difficult given the current cultural climate and other com-
peting medical demands such as hypertension and diabetes. Given that health costs 
nearly double or triple for patients with untreated comorbid depression and the 
prevalence of depression in our population is nearly 40% and PTSD nearly two-
thirds of the population, Dr. HJ was steadfast in her belief that addressing mental 
health disparities was key to improving the health outcomes and functionality of our 
patients. In the end, it became one of the three quality initiatives chosen that year. 
Dr. HJ identified her interested parties, which were many: hospital and clinic leader-
ship; behavioral health department who would manage patients with behavioral 
health issues beyond the scope of primary care and help us develop appropriate 
depression screening protocols for our clinic based upon resources; nursing and 
CMA staff who would be administered the PHQ2 screen and the faculty and resi-
dents who will be completing the screening, managing the anxiety and depression 
in the clinic setting; and residency leadership who worked to deliver the faculty 
development and residency education about depression screening, brief interven-
tion, and referral when needed.

Dr. HJ sparked the interests of their hospital and clinic leadership and all other 
stakeholders involved including healthcare providers, medical staff, nurses, mental 
health specialists, and most importantly our patients and community. Dr. HJ and 
their team met monthly to advance this initiative. Concretely after implementing the 
first stage of the depression screening project, our depression screening went from 
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only 20% of patients being screened for depression to over 70% within 6 months 
and to 95% a few months later. Identifying those patients living and suffering with 
depression and connecting them to treatment equated to less hospitalizations and 
improvement in their health outcomes, for instance, in our diabetic patients with 
comorbid depression. A baseline survey of the clinic providers indicated that pro-
viders had many barriers to depression screening, including lack of time, staff, and 
referral resources. We have addressed many of these issues by providing resources 
and education to both medical staff and providers. Also, garnering widespread inter-
disciplinary support and leveraging technology played a substantial role in the 
ongoing success of this advocacy initiative and have led to its sustainability several 
years later.

In embarking on advocacy initiatives, especially in academic medical centers, 
you need top-down buy-in from hospital and/or clinic leadership for approval of 
system-wide changes like in the depression screening case and you need bottom-up 
buy-in from the office staff, nursing, physician, faculty, and other healthcare provid-
ers for cultural change and sustainability.

 Implementing A New Clinic Initiative

Dr. S, a primary care physician in a busy urban academic medical center, was 
appalled by the number of patients who presented to the clinic with food insecurity. 
Dr. S wrote a proposal and partnered with a local fruit and vegetable prescription 
program (FVRx) for his clinic patients suffering from food insecurity. Initial quali-
tative interviews highlight the many factors that affect food choice and dietary hab-
its, including social and environmental [21]. However, eventually, Dr. S and their 
team observed the improvement in patient show rates, hemoglobin A1C, and sense 
of wellness, which led to the clinic investing in a broader food as medicine program 
that not only supplied fresh fruits and vegetables but also demonstrated how to pre-
pare the food maintaining nutritional value and portion size along with motivational 
interviewing.

Conclusion

As you can see from the above advocacy examples that took place in the academic 
medical center setting, they were all successful because the initiatives began with a 
need, passion, and a sincere desire to improve upon the status quo. Advocacy ulti-
mately requires the ability to identify a problem, perform an analysis of relevant 
parties (Who are the key players? Which area of need will they address? During 
which stage are they required?), form strategic partnerships (at each stage of your 
initiative), and determine which advocacy tool you would use from your tool kit to 
advance change for your advocacy issue. Finally, create a SMART goal with 
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expected outcomes from your advocacy initiative, describing how you will measure 
them and when is paramount. Then follow up to review your efforts and to evaluate 
if your efforts were successful. If not successful, what changes would you make 
next time? After reviewing your initial needs and your stakeholders’, was your ask 
an overreach? Was the timing right?

In either of the cases, the physician advocate did not have special training, but a 
commitment to improve the health and wellness of their patients and advance our 
profession. In general, most advocacy training opportunities are offered through 
organized medical groups like the Society of General Internal Medicine (SGIM), 
the American College of Physicians (ACP), or even the American Medical 
Association (AMA). Given that advocacy training is not yet required for internal 
medicine training programs although the advocacy skill set itself is an aspirational 
milestone, we have to be deliberate in offering such training in our medical centers. 
Intentionally, medical directors can offer monies for CME for training and encour-
age your clinicians to attend the annual leadership and/or advocacy days offered by 
SGIM and ACP. These are brief effective learning opportunities to network with 
colleagues across the country and learn about key advocacy priorities for our 
patients and profession and mostly importantly how to advocate, culminating in 
legislative visits with your legislators. Medical directors can even model national 
advocacy efforts at the local level and invite their legislators to their local clinics for 
a tour and discussion on the pressing issues for your community and clinic.
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Chapter 25
Population Health Management 
for Residents

Robert J. Fortuna  and Halle G. Sobel

 Introduction

Health care expenditures in the United States far exceed any other country in the 
world, yet the United States lags behind other countries in many quality measures. 
This has led to the recognition that addressing the health of populations is necessary 
to improve overall healthcare quality while containing costs. The Institutes for 
Health Improvement (IHI) has identified improving the health of populations as one 
of the core elements of the “triple aim” for improving the US health care system [1, 
2]. The Accreditation Council for Graduate Medical Education (ACGME) has also 
established managing the care of patients using population-based data as a core 
requirement for resident training [3]. To address the triple aim and ACGME require-
ments, residency training programs must embrace the dual responsibility of training 
residents in direct patient care and in the care of the broader patient population they 
serve. Resident physicians must therefore develop the skill set necessary to care for 
the patient in front of them as well as the larger panel of patients attributed to them, 
i.e., population health management.

Outline
• Definitions and scope
• Importance of population health management
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 Definitions and Scope

Population health strategies to improve health date back multiple decades, yet there 
remains a lack of clarity in the various definitions related to population health man-
agement [4]. There are many overlapping themes across the definitions of public 
health, population health, and population medicine [2]. Although public health is a 
well-established discipline, population health has more recently evolved over the 
past decade.

Public health, population health, and population medicine all differ in breadth 
and scope (Fig. 25.1). Public health is a broad discipline encompassing (a) the 
health of a population in a large geographic region, (b) the many determinants of 
health (medical, environmental, social), and (c) the regulations of government 
and community organization to improve the health [5]. Population health and 
population medicine are less clearly defined. The most commonly accepted defi-
nition of population health was defined in 2003 as “the health outcomes of a 
group of individuals, including the distribution of such outcomes within the 

Popula�on 
Medicine

Population
Health

Public Helath

Fig. 25.1 Pyramid of 
population and public 
health
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group” [6]. Population health is more narrowly focused than public health and is 
less tied to governmental agencies, health departments, or broad geographic areas 
[2, 6, 7].

Population medicine is further focused in clinical scope and how it conceptual-
izes populations [5, 8, 9]. While population health is slightly broader, population 
medicine is used to describe “activities limited to clinical populations and a nar-
rower set of health outcome determinants” [9]. Population medicine brings a popu-
lation view to clinical care and is focused on specific panels of patients [10]. Despite 
the subtle difference, the terms population health and population medicine are fre-
quently used interchangeably. The terms population health and population health 
management are most commonly used in resident education and will be used 
throughout this chapter.

 Importance of Population Health Management

 Clinical Importance

Population health management has become a vital component of primary care. 
Resident education has traditionally been focused on direct patient care, or the indi-
vidual patient the resident is treating [5]. Direct patient care, however, is not mutu-
ally exclusive with population health management. Population health management 
provides the opportunity to improve clinical quality measures across a broad panel 
of patients. Using clinical dashboards and population health management tools, 
residents can improve the health of the patient population they serve in a much more 
effective and efficient manner. Population health complements direct patient care by 
(a) reinforcing the importance of chronic disease management and preventive care 
and (b) continuing the relationship with the health care team outside of an 
appointment.

To optimize the impact, it is important to develop a culture within a practice that 
prioritizes both individual and population medicine. Fostering this culture may 
include reviewing dashboard quality data at morning huddles, reviewing overall 
quality data at resident meetings, and building engagement with population health 
into semiannual resident assessments.

 Financial Importance

In addition to the clinical importance, population health management has significant 
contractual and financial importance. Academic medical centers are increasingly 
entering into contracts that incorporate value-based payments, including pay for 
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performance, shared savings, and shared risk contracts [11]. At the same time, the 
Centers for Medicare & Medicaid Services (CMS) are moving towards more value- 
based payment structures. Value-based payment structures rely heavily on popula-
tion health management strategies to improve clinical quality and reduce cost. For 
instance, pay-for-performance contracts are directly tied to the system’s perfor-
mance on defined clinical quality measures (CQMs), such as the proportion of 
patients with diabetes who are treated to a goal. Similarly, many shared savings 
contracts are based on meeting quality metrics in addition to containing cost.

Acknowledging the financial relevance, in broad terms, of population health and 
value-based payment structures is an important component of resident education.

 Clinical Quality Measures (CQMs)

Defining clinical quality goals is an essential step towards establishing a population 
health management program and measuring the clinical impact. Clinical quality 
measures are specific definitions of the quality metrics. Over the past several 
decades, many clinical quality measures have been developed. One of the most 
widely used sets of measures is the Healthcare Effectiveness Data and Information 
Set (HEDIS), developed by the National Committee for Quality Assurance (NCQA). 
In addition to NCQA, the Agency for Healthcare Research and Quality (AHRQ), 
Centers for Medicare & Medicaid (CMS), and individual states have published their 
own widely used quality measures (Table 25.1).

All of the quality measures have very tightly defined specifications. These speci-
fications allow for standardization of metrics across the nation but may also limit 
health systems’ flexibility in defining quality. At times, CQMs even lag behind 
national best-practice standards. Residents must be taught the necessity for stan-
dardized definitions of quality but must also understand the need to incorporate 
individualized clinical judgment.

Table 25.1 Clinical quality measures

 Organization Examples of clinical quality measures (CQMs)

National Committee for Quality 
Assurance (NCQA)

•  Health care Effectiveness Data and Information Set 
(HEDIS)

Agency for Healthcare Research and 
Quality (AHRQ)

• Prevention Quality Indicators (PQIs)
•  Consumer Assessment of Healthcare Providers and 

Systems (CAHPS)
Centers for Medicare & Medicaid 
Services (CMS)

•  Physician Quality Reporting System (PQRS)

State-based measures •  NYS Quality Assurance Reporting Requirements 
(QARR)

• Massachusetts Health Quality Program (MHQP)
•  California Cooperative Healthcare Reporting 

Initiative (CCHRI)
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 Clinical Roles in Population Health Management

 Resident Role

Population health management is quickly becoming an integral component of 
ambulatory resident practices. The ambulatory clinic is an ideal location to learn 
and perform these tasks as residents assume responsibility for a panel of patients. 
Resident panels are typically smaller than faculty panels and thus are a manageable 
size for residents to develop the skills for population health management.

Population-based approaches include (a) working with patient registries to 
improve preventive care and chronic disease management, (b) performing outreach 
between clinical visits to work with patients not meeting goals, (c) engaging with a 
range of community services, and (d) addressing social determinants of health and 
disparities [7]. This requires a team-based strategy with all team members working 
at the top of their training and licensure.

It is important that resident physicians work effectively within an interdisciplin-
ary team to improve the health of their patient panels. This includes remaining 
aware of the intervisit care and outreach efforts that are delivered to patients. 
Table 25.2 identifies resident roles in population health management. While resi-
dents may not be directly providing that intervisit care, it is important that resident 
physicians are aware of efforts by team members (care managers, nurses, attend-
ings) to facilitate the necessary care. A structure should be in place to teach resi-
dents the principles of leading a multidisciplinary team and provide graduated 
responsibility. Residents must engage in the process and establish the clinical priori-
ties for population health efforts that are most applicable to their panels. For 
instance, resident physicians must help determine where to focus efforts and set 
priorities to maximize the overall health of the population. This requires an in-depth 
knowledge of the gaps in care and a detailed familiarity with chronic disease and 
preventive care registries [12].

Table 25.2 Resident role Resident role in population health management

Establish the clinical priorities
Engage in the process
Remain cognizant of gaps in care
Address gaps in care at visits
Maintain up-to-date disease registries and preventive care 
registries
Work with multidisciplinary teams to perform outreach to 
patients
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 Team-Based Approach

Managing the health of populations between visits is critical and requires a coordi-
nated team approach [12, 13]. While resident physicians must establish the clinical 
priorities and guide the process, they do not need to assume all of the responsibili-
ties. Managing teams is a critical component of modern medicine and should be a 
fundamental component of education surrounding population health. These teams 
commonly include nurses, office support staff, social workers, and care managers, 
with all team members, ideally, working at the top of their training and licensure [13].

The patient-centered medical home (PCMH) provides a valuable framework to 
support many elements of population health. This framework includes not only the 
necessary staffing, but also the operational processes to effectively implement popu-
lation health initiatives.

 Teaching Population Health Management

Population health management curricula are evolving within residency clinics to 
help to achieve core ACGME resident competencies. Faculty champions are impor-
tant to help lead and implement the educational curriculum. Curricula should 
address the importance of population health, elements of the team-based approach, 
clinical quality measures, and functional tools, such as clinical dashboards, to sup-
port population medicine.

The first part of a population health curriculum is to assign resident panels at the 
beginning of the academic year. Patient panels are commonly transferred from grad-
uating residents to either PGY-1 or PGY-2 residents [14]. Some programs have 
worked to balance panels based on age, sex, and chronic disease status [15]. Once 
panels are assigned, residents can learn about the importance of evidence-based 
medicine and ensure that these standards are applied across populations with chronic 
diseases, such as diabetes, asthma, COPD, and congestive heart failure. Similarly, 
preventive care registries provide a mechanism to identify patients eligible for 
screening and impart an opportunity to teach about recommended preventive mea-
sures across populations, such as colorectal cancer screening, breast cancer screen-
ing, and immunizations.

Population health curricula should strive for a balance of meaningful clinical 
team-building, setting population-based goals, and routine reevaluation of progress 
towards the established goals. Educational space should be reserved for each cur-
ricular component of population health. For example, the first year of training may 
be divided with the first quarter focused on team building, the second quarter 
focused on chronic disease management (hypertension and diabetes), the third quar-
ter focused on preventive care (cancer screening and immunizations), and the last 
quarter focused on overall re-evaluation. As residents progress, it is important to 
develop a more comprehensive approach to monitoring and improving multiple ele-
ments of population medicine simultaneously.
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 Accreditation Council for Graduate Medical Education 
(ACGME): Competencies and Entrustable Professional 
Activities (EPAs)

The importance of population health management is increasingly recognized at all 
levels of education. The updated ACGME core requirements state that residents 
must “demonstrate the ability to manage the care of patients using population-based 
data.” In addition, the ACGME Milestones 2.0 has faculty assess the residents’ abil-
ity to utilize EHR data to manage a panel of patients [16, 17]. Residency programs 
need to establish curricula and develop the ability to capture the work of residents 
in these required ACGME domains. This may include residents examining opportu-
nities for improvement within their own practice using population-level data and 
acting on those opportunities.

A comprehensive population health curriculum will provide a structure to reach 
these competencies [18, 19]. For example, residents may receive a list of all of their 
patients with diabetes who are not at their hemoglobin A1C goal. They would then 
receive instruction on standards of care for patients with diabetes and then apply 
that knowledge to the care of their population of diabetic patients. The residents 
would work with interdisciplinary teams to identify diabetic patients in their panel 
not at goal, reach out to uncontrolled patients, and work to improve the care of 
patients not meeting established clinical goals. As residents progress in their train-
ing, they should develop the ability to proficiently manage populations of patients at 
the level of a practicing physician.

These competencies subsequently lead to Entrustable Professional Activities 
(EPAs). EPAs integrate competencies, knowledge, skills, and attitudes into discrete 
work tasks that can be accomplished independently by trainees ready for indepen-
dent practice [20]. For example, an EPA could focus on improving patient care 
using quality metrics and dashboards for the ambulatory panel with the collabora-
tion of the care team.

 Risk Stratification

Risk assessment is also becoming a crucial element of population health manage-
ment. Identifying the highest risk patients in a panel is necessary to guide resources 
and perform outreach. The typical full-time physician has approximately 1800 
attributed patients in their panel. Risk assessment tools provide a standardized 
method for assessing risk across the entire panel.

There are many different risk assessment tools available, some even incorporated 
into EMRs (Table 25.3). CMS began evaluating different risk stratification instru-
ments in the 1990s to guide clinical payments. In 2004, CMS released Hierarchical 
Condition Categories (HCCs) [21]. Since that time, HCCs have been revised and are 
now based on 70 different clinical condition categories obtained from ICD codes 
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Table 25.3 Risk stratification tools

Risk stratification tool Description

Hierarchical condition 
categories (HCCs)

Developed by the Centers for Medicare & Medicaid (CMS). HCC 
contains 70 condition categories selected from ICD codes

Adjusted clinical 
groups (ACGs)

Developed at Johns Hopkins University and uses both inpatient and 
outpatient diagnoses to classify each patient into 93 ACG categories

Chronic comorbidity 
count (CCC)

CCC is the sum of selected comorbid conditions based on the Agency 
for Healthcare Research and Quality (AHRQ) clinical classification 
software

Charlson comorbidity 
measure

The Charlson model predicts the risk of 1-year mortality based on a 
range of comorbid illnesses. The model evaluates the presence or 
absence of 17 health conditions

Impactability scores Impactability scores extend risk stratification tools to attempt to 
identify patients amenable to a particular intervention, such as care 
management

and administrative data. In addition to HCCs, several other risk stratification tools 
have been developed, most based on clinical conditions and administrative data to 
predict cost expenditures or resource utilization.

When using risk stratification to guide care management and other population 
health-based initiatives, it is important to recognize that high risk scores do not 
necessarily equate to the ability to impact the clinical course. Newer models have 
begun to incorporate the concept of “impactability.” These models strive to identify 
the combination of high-risk patients and situations that are amenable to intervention.

 Alignment and Coordination of Population Health

The importance of population-based strategies crosses many departments at large 
academic medical centers. Residents will often engage with different elements of 
population health as they move through different rotations. Inpatient units and sub-
specialty departments frequently have care managers that engage in elements of 
population health that will overlap with outpatient efforts. It is important for medi-
cal directors leading outpatient population health strategies to align these efforts, as 
much as possible, across the academic medical center.

 Conclusion

As the US health system progresses towards increased accountability throughout 
medicine, resident physicians must learn to be accountable for the health outcomes 
of the populations that they serve. Population health management has become an 
essential component of primary care and residency training. To improve the overall 
quality of care, residency training programs must embrace the dual responsibility of 
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training residents in direct patient care and population-based management. Programs 
must also foster the culture that prioritizes population health management and clini-
cal quality initiatives to improve the health of populations of patients.
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Chapter 26
Dashboards to Support Academic Practices

Robert J. Fortuna, Gail Berkenblit, and Halle G. Sobel

 Introduction

The robust amount of data in the electronic health record is revolutionizing the prac-
tice of medicine. These advances provide the necessary data and tools to support 
population health initiatives with the goal to improve care for patients. The founda-
tion of population health management systems rests upon registries, or databases, of 
specific clinical conditions. These registries organize the data in a manner that can 
be presented in dashboards to support clinical and operational activities in faculty 
and resident practices. Dashboards, in turn, provide a population-based view of the 
health of the patients based on predefined clinical quality measures (CQMs). Most 
importantly, dashboards allow the ability to pull gaps in care to support outreach to 
patients and support quality improvement initiatives. In addition, dashboards offer 
the opportunity to present the necessary data to support the educational, operational, 
and financial activities of managing an academic medical practice.
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 Registries

The National Institute of Health (NIH) describes a registry as a “collection of infor-
mation about individuals, usually focused around a specific diagnosis or condition” 
[1]. At its core, registries provide the foundational data to support the architecture 
of population health management systems. Disease registries enable teams to iden-
tify and manage patients with a particular condition, such as diabetes or hyperten-
sion. Similarly, preventive care registries provide the ability to identify the base 
population of patients eligible for preventive care, such as colorectal cancer screen-
ing, breast cancer screening, or immunizations. Registries can also be built based on 
payor or population demographics.

Overall, registries are simply databases or lists of patients meeting certain crite-
ria, but their underlying coding is often complex. Determining that a patient has a 
diagnosis of diabetes, for instance, may require the system to examine clinical prob-
lem lists, billing claims data, lab data, and medication lists. Institutional informatics 
teams generally have listings of the parameters of the existing registries available. 
In addition, most electronic health records (EHRs) also include the capacity to cre-
ate custom registries.

 Patient Attribution

Proper identification of the physician–patient relationship, or primary care physi-
cian (PCP) attribution, within registries is essential to the validity of the registries 
and dashboards. Patient attribution is a foundational component of population 
health, value-based contracts, and clinical dashboards. Patient attribution, however, 
is more complex than commonly appreciated, and problems with patient attribution 
are often at the core of inaccurate reports. Inaccurate patient attribution is especially 
common in resident practices. One review found that the proportion of patients cor-
rectly attributed to their physician ranged from 22% to 45% [2].

Patient attribution can be determined based on several different methodologies 
[2, 3]. It is important to acknowledge that different attribution methodologies lead 
to different results.
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• Primary care physician attribution: Patients are most commonly attributed based 
on their primary care physician. However, there are multiple ways to determine 
PCP attribution [2, 3].

 – Clinician-type attribution: Most commonly, patients are attributed to resident 
physicians simply by having the resident listed as the PCP, or equivalent, in 
the electronic health record.

 – Visit-type attribution: Some systems attribute patients to the physician who 
provided the most, or plurality, of the primary care. This methodology is 
increasingly used by insurers and should be recognized as a potential cause of 
variance seen across different reports.

• Clinical team attribution: Patients can also be attributed to a physician based on 
an association with a clinical team. For instance, this is often used to define 
patient attribution to inpatient teams or assign attribution for quality improve-
ment initiatives.

Independent of the methodology used to determine patient attribution, ongoing 
maintenance and validation are required to ensure that patient attribution remains 
current. For instance, patients commonly move or transfer their care to new provid-
ers, which may not be captured in the EHR. Out-of-date or inaccurate registries are 
a common source of inaccurate dashboards. In turn, these inaccurate dashboard 
reports can be a significant source of frustration for resident physicians, further 
highlighting the need to maintain accurate attribution. The natural cycle of resi-
dency programs necessitates updating the resident PCP on an annual basis after 
seniors graduate and new interns join the residency program.

 Clinical Quality Measures

Clinical quality measures (CQMs) are specific definitions of quality metrics that are 
generally defined nationally. Typical CQMs include measures related to hyperten-
sion control, diabetic control, breast cancer screening, colon cancer screening, med-
ication adherence, and immunizations [4, 5]. Determining which CQMs to focus on 
is a pivotal step for any population health program. For trainees, programs should 
optimally focus on metrics that are (i) relevant to the population of the practice, (ii) 
patient centered, (iii) evidence-based, and (iv) actionable [4]. In addition, health- 
care systems will frequently be contractually tied to specific clinical measures as 
part of their value-based contracts with insurers and the Centers for Medicare & 
Medicaid Services (CMS). Beyond the contractual obligations, residency programs 
can determine which specific quality measures are most appropriate for patient care 
and their educational mission.
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 Clinical Dashboards

Health-care systems continue to expand their ability to measure and report out-
come data with the goal to drive improvements in care [6]. Clinical dashboards 
provide the user-interface to display data from patient registries in a readable 
format to support quality initiatives and care delivery. The fundamental purpose 
of a dashboard is to (i) deliver a broad population-based view of the health of the 
panel of patients based on defined clinical quality metrics, and (ii) provide the 
ability to generate reports of gaps in care to support outreach to patients. 
Figure  26.1 presents an example of a typical clinical dashboard from Epic, a 
common electronic health record. The dashboard example presents the total 
patient attribution at the top of the dashboard followed by relevant CQMs. 
Dashboards generally allow users to toggle between different levels of attribu-
tion to visualize performance at a system-level, practice-level, attending-level, or 
a resident-level.

The most powerful element of dashboards is their ability to generate reports of 
gaps in care. Clinical care gaps are quality metrics that have yet to be fulfilled at the 
individual patient level. Gap reports provide an actionable list of patients not reach-
ing clinical goals or patients overdue for preventive care. For instance, a gap report 
can identify all patients due for colorectal cancer screening or patients not meeting 
hypertensive care goals. These reports serve as the foundation to guide outreach by 
the clinical or population health teams.

Dashboards provide a powerful tool to aid residents’ understanding of the 
broader view of the care they are providing. For instance, it is natural for resi-
dent physicians to believe that their patients with hypertension are well-con-
trolled based on their experience with the last couple of patients they have 
treated. However, this may not be reflective of their broader patient panel. The 
dashboard will provide a population view of the health of their entire panel of 
patients to guide interventions and care. Dashboards may also be used in efforts 
to support equity and to reduce disparities in care [7]. This broader context is 
essential to residents’ understanding of populations of patients and system-
level care.

© 2022 Epic Systems Corporation

Fig. 26.1 Example of clinical dashboard

R. J. Fortuna et al.



417

 Operational and Administrative Dashboards

In addition to presenting clinical quality measures, dashboards can be used to pres-
ent a myriad of data that may benefit the operational, administrative, and financial 
processes within the office. These real-time data can support the daily activities of 
practicing clinicians, front-end support staff, and practice administrators.

Dashboards can provide data on a variety of clinical operational measures, such 
as number of patients seen per month, number of new patients treated, average wait 
times for patients at check-in, wait times for the physician, relative value units 
(RVUs), and summary financial data (Table 26.1). Figure 26.2 presents an example 
of a clinical operation dashboard. The precise data presented in the operational 
dashboard can be geared toward the intended user. For medical directors and prac-
tices administrators, real-time clinical volume and financial data are critical to man-
aging the practice. For faculty, clinical volume and RVUs may be relevant to 
compensation. For residents, clinical volume and patient wait times provide valu-
able information to improve daily performance and monitor Accreditation Council 
for Graduate Medical Education (ACGME) requirements.

Dashboards can also support medical directors and practice managers in their 
administrative duties. Administrative dashboards can offer medical directors an 
overview of scheduling analytics, time lost to no-shows, referrals and referral pro-
cessing, and financial charges. Figure 26.3 offers an example of an administrative 
dashboard.

Dashboard data may also benefit front-end clerical staff and schedulers 
(Fig. 26.4). Front-end staff and office managers can utilize a dashboard to provide 
visibility to patient wait times, appointment availability, and scheduling trends.

Table 26.1 Example of operational and analytic dashboards

Operational and administrative analytics

Patient wait times Practice finances
Physician efficiency measures Incomplete notes
Office flow Patient continuity measures
Scheduling analytics Referral analytics
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© 2022 Epic Systems Corporation

Fig. 26.2 Example of clinical operations dashboard
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© 2022 Epic Systems Corporation

Fig. 26.3 Example of an administrative dashboard

© 2022 Epic Systems Corporation

Fig. 26.4 Example of a scheduling dashboard
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 Dashboards in Resident Education

The ACGME requires that residents receive data on quality measures related to their 
patient population as one of the core components of patient care [8, 9]. Specifically, 
the ACGME states “residents need experience using, understanding, and analyzing 
population health data so that they can develop health care plans to improve health 
outcomes for their patients” [10, 11]. The use of dashboards and registry data has 
greatly facilitated resident access to clinical data and augmented teaching curricula 
aimed at population health. While previous panel management curricula were 
shown to improve patient outcomes, they often relied on time-consuming chart 
audits [12]. Current population health curricula combining didactic components 
with review of dashboard data have been shown to be effective in supporting clinical 
strategies as well as improving resident attitudes regarding population health man-
agement [13, 14].

Dashboards are also a powerful tool to support resident quality improvement 
(QI) curricula [15]. Curricula that included resident involvement in the selection of 
metrics, such as adherence to asthma guidelines, have been successful in promoting 
understanding of dashboard utility and increasing resident engagement in QI. On 
the other hand, exposure of residents to dashboard metrics without resident input 
and outside of well-built curricula has not been shown to change performance [16].

Finally, for residents and faculty, education-focused dashboards can support 
competency-based medical education programs by tracking educational experi-
ences and outcomes [17–19]. For instance, dashboards can display case mix and 
productivity for residents to ensure adequate exposure to common disorders [18]. 
Metrics can also be built to capture participation in conferences or online curricula 
[20]. Faculty evaluations of graduate medical education milestone achievement 
can be visually displayed, providing a feedback platform for residents and faculty 
[21]. At a broader level, dashboards that amalgamate data from clinical perfor-
mance metrics, competency evaluations, and summative experiences, such as in-
service examinations, can provide an overall resident assessment (Table  26.2). 
Linking educational experiences, formative evaluation, and performance data in 
this way has the potential to identify and address learning gaps and curricular 
needs [20, 22].

Table 26.2 Example of 
education dashboards

Educational dashboard components
Clinical case mix
Entrustable professional activities
Completion of board review questions
Completion of rotation evaluations
Faculty feedback to residents
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 Conclusion

Dashboards serve as a foundational tool for any population health program and can 
assist in managing the clinical, operational, and educational components of an aca-
demic practice. Clinically, dashboards provide a broad summary view of population- 
level clinical quality data and the ability to identify gaps in care to support patient 
outreach. Administratively, dashboards can help medical directors and practice 
managers in monitoring operational and administrative processes, such as patient 
flow, wait times, and financial performance. Educationally, dashboards can help 
medical directors and program directors track case mix of resident patients and 
completion of key educational requirements. Together, these clinical, administra-
tive, and educational dashboards provide a strong foundation of actionable data to 
manage an academic medical practice.
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Chapter 27
Management of Patients with Complex 
Needs

Jeremy A. Epstein and Lisa Ochoa-Frongia

 Introduction

Academic medical practices serve a valuable role in caring for patients with com-
plex needs and training future internists in the many biopsychosocial components of 
patient care. Patients with complex needs related to chronic medical conditions, 
psychosocial factors, and communication barriers frequently require a great deal of 
resident time and effort. Patient complexity can be defined as “a dynamic state in 
which the personal, social, and clinical aspects of the patient’s experience operate as 
complicating factors” [1]. This chapter will examine contributors to the challenge of 
caring for patients with complex needs and propose practical solutions and a frame-
work for the successful management of these patients within resident-inclusive 
practices.
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 Background

The experience of serving as a primary care physician (PCP) is not only a formative 
core clinical experience during residency but is also an Accreditation Council for 
Graduate Medical Education (ACGME) Common Program Requirement [2]. Based 
on National Resident Matching Program (NRMP) data from 2021, nearly 9500 resi-
dents matched in PGY-1 positions alone [3]. With tens of thousands of resident phy-
sicians in categorical or primary care residency programs at any given time, we 
estimate that three million patients are under the care of resident PCPs at a given 
time [4]. Even if only 2% of these patients were considered as having complex needs, 
60,000 such patients would then be under the care of internal medicine residents.

Resident PCPs face many challenges, particularly early in residency. They are 
new to the role of physician and PCP while simultaneously trying to get to know 
their patients and gain clinical and systems knowledge. They are also frequently 
away from clinic and may have a rotating group of supervisors and team members 
in the primary care clinic. Resident PCPs may struggle in particular to support and 
advance the care of primary care patients with complex medical and psychosocial 
needs compared to more seasoned practitioners. Further, resident PCPs may have 
patient panels with a higher rate of multiple medical comorbidities and mental health 
conditions, including substance use disorder and depression compared to staff or 
faculty physicians [5]. Social determinants of health, including a lack of economic 
stability, lack of access to quality education or health care, low language or literacy 
skills, and experiences of racism or violence [6] add to the complexity of patients 
often seen in resident-inclusive practices. A small number of patients with complex 
needs may come to dominate the time of a resident PCP unless clear guidance on 
strategies to address the factors that contribute to their complexity is provided.

 Defining the Patient with Complex Needs

What factors define a complex patient? While every PCP can likely quickly compile 
a mental list of their most complex patients, which factors contribute to this cogni-
tive weight? Patient characteristics, care utilization, number and severity of medical 
and psychosocial diagnoses, and social determinants of health are broad categories 
to consider as contributors to complexity [7, 8]. Resident PCPs often have many 
complex patients empaneled to them. Though there are few studies offering a robust 
comparison of resident versus faculty physician panel complexity, one recent study 
found that despite similar levels of medical complexity compared to faculty panels, 
resident patients had significantly higher levels of psychosocial vulnerability across 
all measured domains, including health literacy, economic vulnerability, psychiatric 
illness burden, high-risk behaviors, and patient engagement [9]. Table 27.1 depicts 
factors increasing patient complexity and how these factors can pose a challenge to 
the PCP.
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Table 27.1 Factors increasing patient complexity and challenges facing resident PCPs in caring 
for complex patients

Factors increasing complexity
Challenges facing the resident PCP of patients 
with such factors

Patient demographics
   • Advanced age    • Increased need for advanced care planning

   •  Time and effort to engage with caregivers, 
family members, and consultants

Care utilization, treatment characteristics
   •  Frequent contact with medical system—

admissions, ER visits, and primary care 
visits

   • High number of prescriptions
   •  Multiple consulting or co-managing 

specialists

   •  Need for care coordination, discharge 
planning, and discharge safety follow-up

   • Management of polypharmacy
   •  Time and effort to review greater volume of 

data
   •  Time and effort to manage subspecialist 

referrals and recommendations
Number and severity of medical conditions
   • High number of conditions
   •  Poor control of condition (high 

hemoglobin A1c, elevated blood 
pressure, etc.)

   •  Increased number of active or severe 
problems to address during visit

   • Need for prioritization and prognostication
   • Increased need for labs or studies
   •  Additional time spent on patient, family 

education
Psychosocial diagnoses
   •  Presence of mental illnesses, particularly 

poorly controlled or severe mental 
illnesses

   • Substance use disorders
   • Trauma history

   •  Time and effort to coordinate care with 
behavioral health team

   •  Increased complexity in communication with 
patients

   • Experiences of vicarious trauma
Social determinants of health
   •  Lack of safe housing, transportation, and 

neighborhoods
   • Racism, discrimination, and violence
   •  Lack of education, job opportunities, and 

income
   •  Poor access to nutritious foods and 

physical activity opportunities
   • Polluted air and water
   • Lack of language and literacy skills
   • Lack of insurance or underinsurance

   •  Feeling of futility of medical interventions 
when faced with SDOH challenges and 
barriers

   • Time and effort spent seeking services
   • Patient mistrust/fear of the medical system
   •  Increased complexity in communication due 

to language/literacy barriers
   •  Possible need to advocate for financial 

assistance if uninsured or underinsured

 Challenges Facing the Resident PCP of Patients 
with Complex Needs

Caring for patients with complex needs requires time and effort to navigate these 
complex needs and coordinate care with many other members of the health-care 
system. During a visit when one or more of these factors are present, there may be 
need for attention to prioritization of the most complex issues, advanced care 
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planning, management of polypharmacy, services referral, care coordination, miti-
gation of barriers to care, and so on.

The time and effort required for the care of complex patients and the cognitive 
impact of delivering complex care is substantial. Navigation of these factors repre-
sent rich learning and opportunities to build trust and rapport with patients and fam-
ily members, but residents must have adequate time and support to navigate these 
challenges. While many clinicians may enjoy the challenge of caring for patients 
with complex needs and experience satisfaction when patients meet goals or 
improve, there is often insufficient time or support to care for such patients ade-
quately. Clinic team members, specialists, care managers, and population health 
teams represent important supports for busy resident PCPs and their patients with 
complex needs. A key framework to consider in the care of complex patients is that 
of the patient-centered medical home.

 A Framework for the Approach to the Complex Patient

The Patient-Centered Medical Home (PCMH) framework has been recommended 
as an approach to ensuring the delivery of high-quality primary care for complex 
patients [10]. Building upon this model, we offer additional recommendations rel-
evant to residency-based practices.

Patient-centered care: The delivery of medical care must be guided by patient 
goals and wishes, rather than a clinician-driven notion of optimal medical practice. 
For patients with significant multimorbidity, resident physicians must avoid pursu-
ing treatment or evaluation that, while medically correct, may not be feasible for or 
desired by the patient. This shift of mindset can be difficult for residents, especially 
those early on in their training. Traditional teaching in medical school focuses on 
identifying the ideal diagnostic and treatment pathways for every disease condition. 
This framework is repeatedly reinforced through standardized testing. This is in 
contrast to the optimal real-world approach, which may be to establish a strong rap-
port with a patient and their family, explore their specific care goals and the motiva-
tions behind them, and then adjust their care in concordance with those wishes. 
Preceptors should be mindful of the following signs that may indicate medical care 
is not appropriately patient-centered:

 1. New initiation of standard of care treatment for a longstanding problem: While 
this may indicate that a provider has finally convinced a previously hesitant 
patient to adopt a key beneficial therapy, it may also suggest that the provider is 
missing essential information about why this therapy has been withheld histori-
cally despite its clear indication.

 2. Reordering tests or referrals that have repeatedly not been completed: Patients 
with complex comorbidities may have limited transportation options and require 
assistance from others to attend appointments. No-shows or cancellations may 
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reflect underlying transportation barriers or indicate patient disagreement or dis-
engagement with the enacted plan.

 3. Polypharmacy: Medication regimen complexity is associated with patient non-
adherence and frequent hospitalization [11]. The physical process of taking mul-
tiple medications a day may be problematic for those with low health literacy or 
cognitive impairment. For these patients, it can be helpful to switch to a phar-
macy that organizes medications into blister or bubble packs by the day and time 
of administration. The expense associated with polypharmacy also limits 
patients’ access to prescribed treatments [12]. This problem is compounded by 
the fact that drug pricing is largely unavailable to prescribers at the time of pre-
scribing and patients may be uncomfortable disclosing difficulty affording medi-
cations. Preceptors should make use of available resources such as electronic 
health record (EHR) tools to identify those who are not picking up ordered medi-
cations and selecting the cheapest medication options for their patients. In addi-
tion to directly contacting a patient’s prescription drug plan for price information, 
other strategies include engaging primary care pharmacists, using prescription 
price comparison resources (i.e., GoodRx), discount medication lists (i.e., 
Walmart $4 list), direct to consumer medication suppliers (i.e., Mark Cuban Cost 
Plus Drug Company), and electronic real-time benefit tools within the EHR (i.e., 
Surescripts Real-Time Prescription Benefit or RxRevu’s SwitftRX).

 4. Patients requesting transfer to different PCP: Clinic leadership should explore 
the reason behind these requests by discussing the situation with the patients. To 
put the patient concerns in appropriate context, it is important to check for pat-
terns. Has the patient repeatedly dismissed previous physicians over similar con-
cerns? Has the physician had several of their patients request transfer to another 
clinician or raise similar concerns?

Comprehensive care: Resident clinics serving complex patients must be able to 
connect patients to a variety of health-care resources beyond those of the primary 
care clinic. Common resources needed include medical subspecialties, imaging, 
home care services, clinical pharmacists, mental health services, and substance use 
disorder treatment centers. Community health workers, case managers, and social 
workers are essential to help address underlying modifiable risk factors responsible 
for preventable emergency department visits and hospitalizations [13]. Using a 
team-based care structure helps unburden resident PCPs from having to repeatedly 
arrange meetings or send messages to facilitate care coordination.

Coordinated care: Having the capability to refer patients to other services is 
necessary but insufficient for the provision of optimal patient care. Primary care 
physicians, especially for patients with multimorbidity, need to take an active role 
in advancing the care of their patients by coordinating and communicating with 
their different care teams. In the resident clinic setting, care coordination can be 
particularly challenging. First, given that residents are rotating in and out of outpa-
tient clinical care, it can be difficult to assign to them responsibility for inter-visit 
care while on other rotations. Second, as trainees, residents may feel uncomfortable 
directing certain types of messaging to attending-level faculty or staff. Faculty 
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members may similarly have competing obligations and may fail to respond in a 
timely fashion to messages from trainees. Third, there are immutable barriers to 
resident-delivered primary care stemming from various billing or regulatory limita-
tions. For example, only nonresident licensed physicians can sign home care orders. 
In doing so, attendings can supplant resident PCPs as the provider to whom all com-
munication should be sent by the home care team. Several strategies can be employed 
to enhance the care coordination of complex patients in resident clinics.

 1. Assign an attending to each complex patient: One mechanism to improve over-
sight and improve care coordination is to link each complex patient to a particu-
lar attending. The designated attending would be someone who knows the patient 
well from previous health-care contact. They can be copied on all messaging for 
the patient to help advance their care when the resident PCP is off service. These 
attendings need to be mindful of the balance of their role. They need to be 
involved to the extent needed to optimize patient care but not be so involved as 
to function as the de facto PCP. The patient can be preferentially staffed with this 
preceptor when they are available, which will also relieve residents from repeat-
edly retelling complicated past medical histories. The ability to designate other 
physicians as part of a patient’s care team is a common feature of EHRs and can 
help facilitate the involvement of a longitudinal attending. In some EHRs, this 
further allows the attending to automatically receive lab results and hospitaliza-
tion notifications for these patients, serving to keep them up-to-date with 
their care.

 2. Assign a specific preceptor to each resident: Residents can be assigned desig-
nated longitudinal or primary preceptors who can be a consistent resource and 
source of guidance for resident patient care. This may be integrated into the 
existing outpatient structure with attending physicians linked to specific resident 
outpatient teams or firms. If the associated logistical challenges can be over-
come, having the resident’s clinic schedule match that of their primary preceptor 
facilitates continuity not only between the resident and the preceptor but also 
between the resident’s patients and the preceptor.

 3. Shared resident PCP model: If the complex patient needs to be seen with such 
frequency that a single resident PCP would not be available, a group of residents 
or a pair of residents can become the patient’s PCP and function as practice part-
ners. This system works particularly well with X + Y resident structures since, at 
any given time, one of the residents from the PCP’s cohort will always be on 
their ambulatory block and available to see the patient.

 4. Advanced practice provider (APP) integration: A nurse practitioner or physician 
assistant can be employed to help manage a cohort of high-risk patients. These 
advanced practice providers intensely follow a small group of patients and can 
serve as a second supportive PCP for the resident physician when they are not 
available. They proactively review charts to ensure that the patient’s care plan is 
proceeding appropriately and take action if needed either by seeing the patient 
themselves or helping to coordinate care with other clinicians.
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 5. Transfer of patients to attending physician: Some programs will deliberately 
transfer patients to faculty physicians to avoid the challenges associated with the 
delivery of complex primary care in the resident clinic setting [14]. Recognizing 
this may negatively impact resident education, if this approach is going to be 
considered, it may be best reserved for when the resident PCP is graduating and 
a new PCP would be needed.

Access to care: Patients with complex medical conditions will need frequent 
guidance from their medical team. Patients need to be able to easily connect with 
members of their care team, especially if they are to avoid potentially unnecessary 
emergency department visits. While some patients may find this most easily accom-
plished through EHR online health portals, other patients may not have access to or 
familiarity with internet technology and will rely on traditional phone communica-
tion. Both means of communication need to be supported. The ability to schedule 
future appointments is also a feature of care access. Being able to book an appoint-
ment far in advance with a resident PCP can be challenging given logistical con-
straints and scheduling changes inherent to residency programs. Efforts need to be 
taken to prioritize clinic scheduling. Strategies to preserve urgent access to resident 
PCPs include rolling appointments, preserving some appointment slots to open a 
short time before the appointment date, or holding slots for the resident PCP to use 
at their discretion.

Appointment length: In addition to rendering appointments available and acces-
sible, perhaps the most meaningful adjustment to improve the care of complex 
patients is to afford them longer medical appointments. The visit length allotted for 
a typical follow-up patient will often be insufficient to deliver optimal care in a resi-
dent clinic environment. The following two approaches, or both in combination, can 
facilitate this change. First, selected patient charts can be flagged as preferentially 
occupying two consecutive slots. Second, specific complex patient appointment 
slots that are longer in duration can be built into the schedule and reserved for this 
patient population.

Systems-based approach to quality and safety: For patients with highly complex 
needs, the number of involved subspecialty physicians and the potential for a shared 
PCP model makes standardization of documentation important. Providers can use 
an evidence-supported customized note template with a strong focus on detailed 
longitudinal management over time [15]. It is helpful for clinic or even health-sys-
tem leaders to lead the drive toward standardized and succinct documentation. One 
challenge with using standard progress notes for documentation is that even the 
most thoughtful and comprehensive notes will become quickly buried—digitally—
by other documentation. A complementary strategy can be to use the EHR problem 
list to document all care, rendering it the most up-to-date representation of a patient’s 
state of health. Incomplete problem lists have been cited to be a widespread problem 
in primary care practices and a threat to patient safety; problem-based charting can 
help maintain the problem list while simultaneously providing a common assess-
ment and plan for teams to access [16]. During clinic visits, problems in the list that 
are addressed and updated would be imported into the standardized templated note 
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to reflect the patient’s status at this particular point in time. Digital problem lists that 
track changes over time can detail historical medical decision-making, further sup-
porting the clinical team.

 Conclusion

Caring for patients with complex needs can be a challenging part of the learning and 
care experience for resident PCPs. These experiences, however, can be satisfying 
and associated with high-yield learning when coupled with appropriate supports for 
the resident PCP and their patients with complex needs. Academic medical prac-
tices and preceptors can help facilitate the success of resident PCPs and their 
patients with complex needs alike when they have a clear understanding of the fac-
tors contributing to the challenges of caring for such patients, and solutions to these 
challenges. Applying the framework of the patient-centered medical home to these 
challenges allows for concrete and specific strategies that may lead to increased 
patient safety, satisfaction, and resident learning and efficacy.
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Chapter 28
Strategies for Optimizing Patient 
Satisfaction in an Academic Medical 
Practice

John S. Clark

 Introduction

Resident clinic directors face a myriad of challenges today. They must simultane-
ously deliver high quality medical care to patients, meet resident educational 
requirements, and perform against increasingly ambitious financial and operational 
goals. To be successful both in the clinic setting and more broadly in the medical 
center, resident clinical directors require a broad set of competencies spanning clini-
cal, operational, and educational domains. Indeed, this book and its diverse chapters 
illustrate the depth and breadth of this required skill set.

One area where clinic directors require foundational knowledge, but which may 
seem secondary to these other foci, is patient satisfaction. Clinic directors are 
accountable for the twin responsibilities of improving the satisfaction of patients in 
the clinic and equipping residents with the skills to interpret and act on patient feed-
back. Additionally, as the Accreditation Council for Graduate Medical Education 
(ACGME) mandates 360° resident evaluations and suggests including patient feed-
back, all clinic directors will benefit from a solid grasp of patient experience mea-
surement and improvement. This chapter seeks to equip clinic directors with a base 
knowledge of what patient satisfaction is, why it is important, and how to measure 
and improve it in a resident clinic.

Outline
• History
• What is patient satisfaction
• Patient satisfaction in academic clinics
• Measuring patient satisfaction

J. S. Clark (*) 
UR Medicine Primary Care, University of Rochester Medical Center, Rochester, NY, USA
e-mail: johns_clark@urmc.rochester.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-40273-9_28&domain=pdf
https://doi.org/10.1007/978-3-031-40273-9_28
mailto:johns_clark@urmc.rochester.edu


434

• Four key strategies for improving patient satisfaction
• Conclusion

 History and Evolution of Patient Satisfaction

Despite its prominence today, patient satisfaction, or more broadly patient experi-
ence, is a relatively new concept in health care. Market research using survey 
research emerged in the 1920s as a method to test advertising effectiveness. Later, 
George Gallup pioneered the use of scientific methods applied to survey results to 
assess and predict public opinion, famously predicting the election of Franklin 
D. Roosevelt in 1936. During the post–Second World War consumer boom of the 
1950s, industry looked to market research to better understand their customers’ 
preferences and gauge market opportunity.

By the mid-1980s, during the era of Total Quality Management, customer satis-
faction took a firm hold. The leap to patient satisfaction occurred in 1985 when 
Notre Dame professors Irwin Press, a medical anthropologist, and Rod Ganey, a 
sociologist and statistician, launched Press Ganey, a health care survey research 
company [1]. Starting with a few hospitals, the business grew as hospitals saw the 
potential for tracking their patient satisfaction and comparing it against others.

A few years following Press Ganey’s launch, the federal government made its 
first foray into patient satisfaction. The Centers for Medicare and Medicaid Services 
(CMS), in partnership with the Agency for Healthcare Research Quality (AHRQ), 
developed the Hospital Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS) survey [2]. A year later, CMS and AHRQ launched a survey to measure 
satisfaction of patients in physician offices, called Clinician and Group Survey, 
CG-CAHPS.  CMS also developed a separate CAHPS survey for measuring and 
reporting patient experiences with health plans [2]. With the launch of these three 
standardized surveys, CMS created a novel, powerful measurement apparatus to 
report on patient experience in America.

In 2001 with the publication of the ground breaking report Crossing the Quality 
Chasm by the Institute of Medicine, interest in patient experience accelerated [3]. 
Crossing the Quality Chasm made an urgent argument to improve quality. Providers 
and health systems, the report argued, must focus on six improvement efforts to 
address deficiencies and to position health care for success in the twenty-first cen-
tury. These improvements, the authors wrote, would create a health-care system that 
is safe, effective, patient-centered, timely, efficient, and equitable [3]. The concept 
of patient-centeredness was born with this publication, which was described as 
“providing care that is respectful of and responsive to individual patient preference, 
needs, and values and ensuring that patient value guide all clinical decisions” [4]. 
Well-designed patient surveys and other research methods that could capture these 
dimensions came to be demanded by hospitals, clinics, and health plans.

Looking back, it is clear now that the confluence of patient-centeredness, the 
federal mandate to collect, report, and compare patient satisfaction coupled with the 
launch of market research infrastructure created by for-profit research companies, 
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gave rise to the modern-day focus on evaluating patient experience in the 
United States.

 What Is Patient Satisfaction?

Ask any faculty, resident, or health-care administrator what patient satisfaction is, 
or how to measure it, you will rarely get a consistent response. This lack of consen-
sus reflects that patient satisfaction is somewhat illusive and opaque. This is so 
because patient satisfaction is largely subjective and depends on the patient percep-
tions relative to their expectations [5]. This makes the measurement of patient satis-
faction through standardizes survey instruments tricky. Ultimately, however, patient 
satisfaction is interwoven into the fabric of patient-centeredness, which is at the 
heart of medicine. It is largely about empathy, caring, and communication [4].

So, how can this experience be explored, understood, and improved? Since 
patient satisfaction is not directly observable, patient satisfaction surveys seek to 
capture the principal patient experience across several touchpoints of the patient 
journey [5]. These data are often collected through the CG-CAHPS survey tool and 
through proprietary surveys developed by companies such as Press Ganey, NRC 
Health, and others. Today, a vast commercial industry of survey vendors exists to 
survey patients, tabulate results, and deliver them to their health care clients.

 The Importance of Patient Satisfaction

While there are critics of health care’s focus on patient satisfaction, there is evi-
dence that patient experience is profoundly important (Fig. 28.1). Patient satisfac-
tion has been found to be associated with clinical quality and risk-adjusted inpatient 
mortality rates for patients with acute myocardial infarction [6]. Other studies have 
found that the better the patient experience—even more than adherence to clinical 
guidelines—the better the outcome [7]. After considering a wide range perceived 
benefits and shortcoming of patient satisfaction and the available research, Manary 
and colleagues conclude that both the theory and evidence suggest that patient sat-
isfaction measures are “robust, distinctive indicators of care quality” [7].

Another reason patient experience should be important to physicians is its link to 
Reduced Malpractice Claims. In a study of the association of inpatient physician 
satisfaction scores and risk management episodes, Stelfox and colleagues found 
that when compared to top-rated physicians, mid-tertile physicians experienced a 
25% higher rate of malpractice lawsuits [8].

Health system administrators pay close attention to patient satisfaction because 
not only do regulators believe satisfaction and quality are linked, but payment for 
hospital and physician services is tied to patient satisfaction performance. In 2012, 
the Accountable Care Act linked HCAHPS scores with value-based payment. This 
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program allows Medicare to withhold 2% of all Medicare payments to fund an 
incentive pool designed to reward high-quality health care, measured in part by 
HCAHPS scores. CMS publishes the results of both HCAHPS and CG-CAHPS 
survey, and this too has spurred health systems to accelerate improvement in scores. 
Today, most large national health plans integrate satisfaction performance into their 
value-based contracts for both government-funded health and commercial plans, 
rewarding doctors and hospitals for top satisfaction performance.

Another reason why administrators care about patient satisfaction scores is that 
marketing departments can use these data to differentiate a hospital, service line, or 
physician group from competitors. In fact, several for-profit companies created 
business units to identify top performing health-care entities and then license an 
award for use in advertising to support claims of being a top performer. For exam-
ple, JD Power—best known for its ratings in the auto industry—recognized and 
certified hospitals as “Distinguished Hospitals” who performed well on their 
patient survey.

 Patient Satisfaction in Academic Clinics

The most important reason that clinic directors must make patient satisfaction a 
priority is that patient experience is inexorably intertwined with quality, patient out-
comes, and patient-centeredness. Quality patient care, the Institute of Medicine 
argues, is safe, effective, timely, patient-centered, equitable, and designed to 
improve population health, while reducing per capita costs [3].
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 ACGME Competencies

In its foundational philosophy, the ACGME underscores the importance of patient- 
centered care through the core competencies and milestones. The ACGME states, 
“Residents must be able to provide patient care that is compassionate, appropriate 
and effective for the treatment of health problems and the promotion of health.” One 
of the six core competencies established by the ACGME, Interpersonal and 
Communication Skills, requires that residents demonstrate skill at creating a thera-
peutic relationship with patients, families, and colleagues in the health-care team. 
The ACGME states, “Residents must demonstrate interpersonal and communica-
tion skills that result in the effective exchange of information and collaboration with 
patients, their families and health professionals. This includes communicating 
effectively with patient and families across a broad range of socioeconomic and 
cultural backgrounds” [9].

Residency program directors and the residency’s Clinical Competency 
Committee (CCC) are also required to provide continuous feedback on resident 
performance against all six core competencies and specialty-specific milestones. 
ACGME mandates that “… residency program faculty provide frequent feedback 
throughout the course of each rotation. Further, all programs must provide an objec-
tive performance evaluation based on the competencies and the specialty specific 
milestones. These evaluations must use multiple evaluators, including patients, fac-
ulty members, peers, professional staff members and self” [9].

Patient-experience feedback, therefore, has emerged as an important dimension 
of resident education and development.

 Measuring Patient Satisfaction

Patients today have almost unlimited ways of publicly sharing their experience with 
their doctor through social media channels. Likewise, hospitals and physician prac-
tices can choose to collect patient feedback through several means: patient advisory 
groups, patient focus groups, custom surveys of resident patients, and national sur-
veys of the patient experience.

 Challenges Collecting Patient Satisfaction 
for Resident Physicians

Despite these multiple channels for collecting patient feedback, academic medical 
centers and resident practices face unique obstacles to collecting patient satisfaction 
data and performing well. Patients’ ease of access to the medical center or clinic—
such as the vagaries of public transportation, poor way finding, inconvenient hours 
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of operation—all shape the patient experience before the patient sets foot in the 
clinic. The model of care, which relies on resident physicians rather than faculty as 
the primary provider, may impair continuity and the development of longer term 
doctor–patient relationships. Effective communication with patients due to health 
literacy, cultural, or language factors may also influence the patient’s perception of 
the quality of provider communication. In addition to these challenges, many aca-
demic centers report problems with rates of survey completion. Additionally, it is 
not given that the hospital’s survey vendor will capture data by resident, or if they 
do, that the vendor will have sufficient sample size by resident to draw reliable 
conclusions.

Even if patient experience data are available, many residency programs do not 
make sharing these data a priority. A study conducted by the Council of Residency 
Directors Emergency Medicine found that less than one-third of emergency medi-
cine residency programs share any patient satisfaction data with residents. Equally 
concerning, only 27% of these residencies have dedicated curricula on patient expe-
rience [10, 11].

 Ambulatory CAHPS

The CAHPS platform of surveys is the most widely used standard in measuring 
consumer experience with health plans, hospitals, and providers. The CAHPS sur-
veys share two goals: to develop standardized surveys that organizations can use to 
collect comparable information on patient’s experience of care; and to generate 
tools and resources to support the dissemination and use of comparative survey 
results to inform the public and improve health-care quality.

The CG-CAHPS survey measures patient experience across four domains known 
as composite measures: access to care, communication between the provider and 
patients, care coordination, and customer service (Table 28.1) [2].

Table 28.1 Core composite measure in CG-CAHPS

Access to care Getting timely appointments, care, and information
Communication between 
patients and providers

How well providers communicate with patients

Care coordination Providers use of information to coordinate patient care
Customer service Office staff courtesy and respect
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 Interpretation of Patient Satisfaction Measures 
and CG-CAHPS

Health systems will typically receive reports that show data for a current and prior 
period to allow comparisons. Results will often be reported in a “top box” format, 
which is the percent of patients who select the “best” response option available. For 
example, when patients are asked to choose “yes—definitely, yes—somewhat” or 
“no” in response to a question about whether the provider listened carefully, the top 
box score represents the percent of patients who select “yes, definitely.” Another 
common report feature is benchmarking, which may compare your clinic’s perfor-
mance to other clinics in your health system, state, or nationally.

While interpreting the results, it is important to be aware of some common limi-
tations of patient satisfaction survey results. Clinic directors should discuss with 
their survey vendor or quality office:

• Are the data representative of the clinic population? (often these data are not 
weighted to correct for over- and underrepresented groups)

• Is the sample size adequate to draw reliable conclusions? This is especially 
important for resident patient panels and when comparing provider 
performance.

• What potential biases are present due perhaps to online or paper data collection?

 Four Key Strategies for Improving Patient Satisfaction

“Where should I begin?” is a question frequently asked by leaders seeking to boost 
their patient experience scores. This question is not surprising because patient satis-
faction reports often identify multiply areas for improvement. Should you focus on 
sharpening the customer service skills of your receptionists or should your priority 
be to reduce wait times? Which is more important: improving perceptions of how 
providers explain things in a way that patients clearly understand or improving per-
formance on after-hour hours phone access? Where, you may wonder, can you 
achieve the greatest lift in overall patient experience? Table 28.2 identifies four key 
strategies for improving patient satisfaction.

 Focus on Key Drivers of Patient Experience

A powerful strategy to improve performance is to focus on the key drivers of your 
patients’ experience. Begin by identifying those elements of a patient visit that cor-
relate highly with the overall patient satisfaction. This will reveal the relative impor-
tance of different domains (such as access to care or physician communication) or 
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Table 28.2 Key strategies for improving patient satisfaction

Focus on key drivers of patient experience
   •  Identify the areas that are most important to patients and are in greatest need of 

improvement
Create a culture focused on patients and the care team
   • Culture is at the very heart of the patient experience
   • Leaders must cultivate a positive culture that is visible
   • Engaged employees are the driving force for delivering a positive patient experience
Improve communication
   •  Effective patient-centered communication is a fundamental element of patient satisfaction, 

as well as a core ACGME competency
Deliver training and feedback
   • Establish a culture that emphases understanding and sharing patient experience data
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Fig. 28.2 Identify key drivers

individual performance metrics (such as clerk helpfulness or having phone calls 
returned the same day) to their overall experience with your clinic. Once you have 
identified those dimensions of the experience that are most correlated with overall 
satisfaction, you now know what drives their overall experience.

The next step is to identify the “sweet spot” for improvement, which is a key 
driver where your clinic’s performance needs improvement. By plotting different 
dimensions of patient experience on the map, it helps reveal which dimension(s) of 
experience, if improved, will have the greatest overall impact (Fig. 28.2). Armed 
with this information, you can focus with laser precision on those aspects of patient 
experience that will deliver the greatest impact on your overall performance.
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With an improvement goal identified, the next step is to identify the intervention. 
The good news is that because CG-CAHPS is a standardized tool, there exist mul-
tiple strategies for improving most measures on the survey. AHRQ explores many 
of these strategies. Your survey vendor also likely maintains a portfolio of improve-
ment strategies for each measure. Of course, the medical center’s quality office will 
likely have a deep knowledge of strategies that have delivered results elsewhere in 
your organization.

 Create a Culture Focused on Patients and the Care Team

Foundational to driving performance improvement in patient experience is a clinic 
culture that focuses on patients and the care team. A culture that is both patient- and 
team-centered does not happen by accident. In fact, culture is a critical choice of 
clinic leadership that is at the very heart of patient experience [12]. Expressed 
another way, culture trumps strategy.

To shape patient experience in a meaningful way, culture requires three essential 
ingredients. First, it requires that leadership define its mission (why we are here), 
vision (what we aspire to be), and values (the rules we live by). This needs to broadly 
appeal to both staff, residents, and faculty. Taken together, these statements should 
help everyone in the clinic to answer the question of why I am here and connect 
one’s work to a higher purpose [12].

The second important element of culture is a strong and visible desire to know 
more about the patient experience. Certainly, conducting patient surveys and shar-
ing this information with the residents, faculty, and staff is one vital step. However, 
there are many other tools that could help reveal a more comprehensive and nuanced 
picture of how the resident clinic delivers against the goals of patient-centered care. 
These goals include how well the care team is meeting clinical expectations, but 
also how well your clinic meets the emotional, mental, spiritual, social, and finan-
cial needs of patients. Certainly, the CG-CAHPS survey will fall short of assessing 
these psychosocial dimensions. Residency directors should consider creating a 
patient council for the clinic, hosting a focus group with patients or conducting one- 
on- one interviews with patients. These types of qualitative tools will greatly enhance 
your ability to view the clinic experience through your patients’ lenses.

The third essential ingredient for a patient-focused culture is attentiveness to the 
engagement of your health-care team. Outside of health care, employee engagement 
has long been identified as the single most potent driver of patient experience. Many 
case studies exist on how companies and brands that consumers love—Southwest 
Airlines, Patagonia, Whole Foods and Harley Davidson—foster employee engage-
ment. Regardless of the industry, engaged employees are the driving force for deliv-
ering a positive patient experience.

Any strategy to promote employee engagement begins with an assessment. Your 
medical center may conduct these studies (often by the same companies who mea-
sure patient satisfaction). There are also resources—including a brief, one question 
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assessment tool—that provide easy, intuitive ways to do engagement self- 
assessments in any business, including a resident clinic [13].

A crucial step in improving staff engagement is to have powerful values, as 
described above, that link to expected behaviors of the care team. As Greg 
Lederman—an authority on customer experience and patient engagement—writes, 
it is not enough to just announce your values and culture, leaders must make if vis-
ible [13]. Your hospital or clinics’ values or guiding principles are invisible to 
employees unless your employees know how to act on them. “Companies that make 
the effort to define the behaviors behind their core values … create stronger work 
culture that power a more consistent [and positive] customer experience” [13].

 Improve Communication

While all dimensions of the patient experience play a role in shaping a patient’s 
perception of clinic, most often physician communication percolates to the top or 
near the top of key drivers of patient experience. Improving communication between 
residents and their patients will pay patient experience dividends and prepare your 
residents for success.

Patients’ most frequent complaints are that physicians do not listen to their con-
cern, care about their problems, or provide enough information about their treat-
ment [14]. It should not be surprising that the quality of physician communication 
represents the single largest domain in the CG-CAHPS survey. Patients are asked to 
rate six dimensions of their provider’s communication: easy-to-understand explana-
tions, listening carefully, easy-to-understand instructions, knowledge of important 
medical history, demonstrates respect, and spends enough time with the patient.

Focusing on communication will also pay rewards beyond patient experience 
improvement. In addition to their alignment with ACGME core competencies, com-
munication skills have a positive impact—treatment adherence and self- management 
of chronic diseases [15]. Compelling evidence exist that communication improves 
clinical outcomes in the management of diabetes, hypertension, and cancer. 
Conversely, poor communication is linked with higher malpractice claims [15].

 Deliver Training and Feedback

The use of feedback has long been a vital component of medical student and resi-
dent learning. Almost always, achieving high patient satisfaction entails the combi-
nation of patient satisfaction training with feedback to the care team. Allenbaugh 
and colleagues demonstrated that a curriculum comprised of didactics, video, and 
role-play at the University of Pittsburgh for internal medicine residents and nurses 
was associated with significant improvements in communication skills across sev-
eral HCAHPS domains for both doctors and nurses [16].
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In another study, conducted with internal medicine residents at the University of 
California, Los Angeles, researchers demonstrated an improvement in patient satis-
faction following implementation of a program that comprised education on improv-
ing patient–physician communication skills, frequent individualized patient 
feedback, and an incentive (movie tickets, popcorn, and a drink) along with recogni-
tion [17]. In this study, volunteers—armed with a photograph of the resident—inter-
viewed inpatients using one of two surveys. Survey data were shared weekly with 
the residency program director as well as the interns and residents. In response to 
this training and feedback, measurable improvement was made across multiple 
HCAHPS communication dimensions, including physician courtesy and respect, 
listening carefully, and explaining in ways the patients could understand. Moreover, 
there was a significant improvement in the percentage of patients that would defi-
nitely recommend the hospital to their friends and family.

The lessons for residency directors are twofold. First, to improve patient experi-
ence (and align with ACGME guidelines), one must measure patient experience at 
the resident and intern level. As some hospital-wide patient satisfaction measure-
ment programs may not provide this level of granularity, the residency program may 
need to develop its own survey or collect data using the CG-CAHPS. The second 
lesson is that these programs to support patient satisfaction need not be expensive. 
They do require, however, a culture in the resident clinic that places an emphasis on 
understanding and sharing patient experience data.

 Conclusion

The demands placed on resident clinic directors today are immense. ACGME sets 
high expectations for education, training, and evaluation of residents. Lofty finan-
cial performance, productivity, and quality goals also place considerable stress on 
the clinic director. Patient satisfaction, however, must be a priority for resident clinic 
directors if they seek to have a positive impact on quality, patient-centeredness, and 
resident education and development.
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Chapter 29
Quality Improvement Projects 
and Indicators

Emily Fondahn and Peter McDonnell

 Introduction

Recognition of the significant gaps between the actual care patients routinely expe-
rience and the ideal standard of care has led to an increased focus on quality of care 
at all levels of our health-care system. Individual practitioners, clinics, and hospital 
systems are increasingly using quality improvement (QI) methods to increase the 
safety and effectiveness of care. Payors are requiring more information on quality 
metrics and providing incentives for improvement, while accrediting bodies are 
requiring quality improvement education to be a part of physician training. Academic 
physicians are in an ideal role to lead quality improvement initiatives due to the 
unique combination of medical knowledge, direct patient care, and administrative 
roles they often hold. It is imperative that academic practices model the implemen-
tation of quality improvement projects and engage their residents in quality improve-
ment activities so that they are prepared to lead future quality initiatives.

Outline
• Quality improvement background

 – Healthcare quality aims
 – Ambulatory quality metrics and programs
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• Designing a quality improvement project

 – Model for improvement
 – Root cause analysis
 – Quality measures
 – Setting an aim
 – Involving interested parties

• Engaging residents in quality improvement

 – Models for resident engagement
 – Clinical learning environment review (CLER)

• Conclusion

 Quality Improvement Background

In 2001, the Institute of Medicine (IOM) published a groundbreaking report, 
Crossing the Quality Chasm, which stated that the US health-care delivery system 
does not provide consistent, high-quality medical care to all people [1]. Patients do 
not always receive the necessary components of care, yet often receive care that is 
unnecessary. The IOM proposed six aims for health care (Table 29.1).

Since the publishing of Crossing the Quality Chasm, improvements have been 
made within the US health-care system; yet significant gaps still remain. Despite 
spending more on health care than other countries, the United States continues to 
have worse health outcomes than international peers [2].

Table 29.1 IOM aims for health care [1]

1. Safe: avoiding injuries to patient from the care that is intended to help them. Examples 
include preventing health-care associated infections or making medication errors.
2. Effective: providing services based on scientific knowledge to all who could benefit and 
refraining from providing services to those not likely to benefit. Examples include screening 
patients with diabetes for retinopathy or not performing colonoscopy screening on patients with 
a limited life expectancy.
3. Patient-centered: providing care that is respectful of and responsive to individual patient 
preferences, needs, and values and ensuring that patient values guide all clinical decisions. 
Examples include discussing benefits and risks of anticoagulation medications for a patient with 
atrial fibrillation or discussing goals of care for terminally ill patients.
4. Timely: reducing waits and sometimes harmful delays for those who receive and those who 
give care. Examples include reducing the time for patients to establish care with a primary care 
physician (PCP) or being able to see PCP quickly for urgent conditions.
5. Efficient: avoiding waste, including waste of equipment, supplies, ideas/human potential, and 
energy. Examples of efficient care include having patients go to a PCP rather than the Emergency 
Room for care of chronic medical conditions or streamlining forms to reduce paperwork.
6. Equitable: providing care that does not vary in quality because of personal characteristics such 
as gender, ethnicity, geographic location, and socioeconomic status. Examples include eliminating 
racial disparities for cancer screening or reducing variance in care based on geography.
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In 2007, the Institute for Healthcare Improvement (IHI) developed the Triple 
Aim to address quality and cost in health care [3]. The framework was subsequently 
expanded to include improving the work–life balance of health-care team members 
with the recognition that widespread issues of burnout can impact patient safety and 
quality [4]. The Quadruple Aim is composed of four components necessary to opti-
mize a health system performance:

 1. Improving the patient experience of care, including quality of care, access, and 
reliability

 2. Improving the health of the population
 3. Reducing the per capita cost of health care
 4. Improving the work–life of health-care providers

Primary care has been an area of focus within health-care redesign given that it is 
often the first point of contact for patients in the health-care system. Application of 
quality improvement principles can allow primary care practices to improve effi-
ciency, optimize clinical outcomes, and reduce costs. To maximize quality efforts, 
health-care systems need to expand the reach of quality initiatives to include both 
individuals and populations.

 HEDIS Measures

To support quality improvement initiatives, several measures exist to gauge quality 
at individual and population levels. The Healthcare Effectiveness Data and 
Information Set (HEDIS) is a set of health-care performance metrics used by the 
majority of health plans in the United States to measure performance [5]. The 
HEDIS metrics allow for the comparison of health plans and to benchmark perfor-
mance on a variety of clinical measures, such as diabetes, hypertension, and cancer 
screening. The HEDIS data can be used by employers, consultants, and consumers 
to select the best health plan for their needs. At the clinic level, the data is also a 
useful starting point for identifying areas for quality improvement opportunities and 
tracking the success of quality improvement initiatives.

 MACRA and MIPS

One of the more definite attempts to shift toward a quality-based health-care system 
is the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), which 
revamped Medicare’s reimbursement system for outpatient care. According to the 
MACRA, providers participating in Medicare must participate in one of two Quality 
Payment Programs: the Merit-based Incentive Payment System (MIPS) or the 
Advanced Alternative Payment Model (AAPM) [6]. The MIPS has four categories, 
including quality, cost, advancing care information, and improvement activities, and 
requires reporting of quality measures and improvement activities. High-performing 
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providers receive a positive adjustment to their reimbursement, while poor perform-
ers will receive a negative adjustment. The AAPMs are programs that, in addition to 
particular technology and quality requirements, include assuming more financial 
risk in exchange for a bonus payment.

 Designing a Quality Improvement Project

Quality improvement projects can develop in a variety of ways. Sometimes an event 
causes a problem to become apparent, and other times there is a desire to improve an 
outcome even if there is not a clear problem with the current process. Regardless of 
how the project arises, there should be defined steps to investigate an issue, set a goal, 
make a change, and measure outcomes. Keeping best practices in mind for each of 
these steps will help avoid common pitfalls and maximize the likelihood of success.

 Model for Improvement

The “Model for Improvement” is a framework commonly used for quality improve-
ment projects (Fig. 29.1) [7]. Three framing questions are combined with Plan-Do- 
Study-Act (PDSA) cycles [8]. The three questions set an aim, identify measures, 
and choose a change to study. The PDSA cycle is the process of trialing a change by 
planning it, performing the change, studying the results, and using that information 
to plan your next action. The goal of PDSA cycles is to be able to relatively quickly 
test promising changes on a small scale and then refine or combine those changes as 
needed before implementing them on a broader scale. The Institute of Health has a 
wealth of resources that adapt this model specifically to the health-care setting [9].

 Root Cause Analysis and Identifying Changes

Understanding the current system and potential points of failure is a critical and nec-
essary step at the beginning of any quality improvement project. Studying a problem 
to determine the underpinning issues is called a root cause analysis. There are many 
tools that can support root cause analyses, including cause-and-effect diagrams (aka 
fishbone diagrams) and driver diagrams (Table 29.2). Each tool has advantages and 
disadvantages and it is usually beneficial to utilize multiple tools for each issue.

After identifying the underlying issues, the next step is to propose changes to 
help resolve those issues. Multiple methods can be used to assist with change ideas. 
A literature review to learn how others have approached similar issues can be help-
ful in generating ideas and reviewing evidence of impact from a change. 
Brainstorming techniques can assist the group in developing novel ideas. Peers at 
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Fig. 29.1 The Model for 
Improvement. Reprinted 
with permission from 
Langley GL, Moen R, 
Nolan KM, Nolan TW, 
Norman CL, Provost 
LP. The Improvement 
Guide: A Practical 
Approach to Enhancing 
Organizational 
Performance, 2nd ed. San 
Francisco: Jossey-Bass 
Publishers; 2009

Table 29.2 Common root cause analysis tools

Tool Brief description Comments

5 Whys Recursively ask “Why?” five times 
to delve into an issue

Simple and easy, but results are not 
reproducible and may tunnel in on one 
aspect of a problem

Cause-and-effect 
diagram, aka 
fishbone diagram

Breaks a problem into major 
categories and graphically sorts 
causes and sub-causes

Helps identify the causes leading to an 
effect and their relationship to each 
other in a structured way

Driver diagram Identifies the primary “drivers” of 
an issue, the secondary drivers 
behind those, and ideas that can 
affect the drivers

Similar to a cause-and-effect diagram, 
tends to be a little less structured and 
more flexible in categories

Flowchart Maps out all of the steps involved 
in a process

Helps clarify the current process and 
identify areas of concern in the 
process

Failure modes and 
effect analysis

Systemically reviews a process to 
identify areas that can fail and the 
effect of a failure

Can be used proactively to assess for 
potential problems before they occur. 
Often valuable before implementing a 
new process
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Fig. 29.2 The action 
priority matrix

other institutions are  a useful resource to learn about how they identified and 
addressed a problem. The team will then need to prioritize change ideas by consid-
ering the likely impact of a change versus the effort required to implement the 
change. Tools like the action priority matrix and the payoff matrix can assist with 
this classification (Fig. 29.2). The priority matrix can help identify changes that will 
result in the highest impact with the least effort.

 Measurement in Quality Improvement

Measurement is key to knowing if a change has led to an improvement. Health-care 
measurement generally uses a combination of structural, process, and outcome 
measures. Table 29.3 describes these types of measures and provides examples of 
each [10]. Additionally, balancing measures are used to monitor for any uninten-
tional changes caused by the project, usually to ensure that there are not any nega-
tive effects of the intervention on the system. Metrics can be obtained through 
multiple sources, such as claims data, patient surveys, clinician surveys, practice 
surveys, electronic health record reports, or chart audits. Collecting and analyzing 
these metrics can create a large administrative burden. When possible, measures 
that can be automated or easily collected should be used to ease this administra-
tive burden.
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Table 29.3 Types of measurements to assess quality

Types General description Health-care description Clinic example

Structural 
measures

Quantify available 
resources

Quantify available resources 
of providers and health-care 
systems

Number of diabetes 
educators in a primary 
care clinic

Process 
measures

Identify the process 
steps necessary to 
achieve the desired 
outcome

Quantify the diagnostic and 
therapeutic processes used 
to care for patients

Number of diabetic 
patients with a HbA1c 
checked every 3 months

Outcome 
measures

Measure the degree to 
which consumer 
specifications are met

Quantify the health status of 
patients

Number of diabetic 
patients with a HbA1c 
less than 7

Balancing 
measures

Quantify if changes to 
one process worsens 
other processes

Measure changes in baseline 
health characteristics aside 
from the primary outcome

Number of diabetic 
patients who develop 
hypoglycemia

Adapted from Institute of Healthcare Improvement, Science of Improvement: Establishing 
Measures. http://www.ihi.org/resources/Pages/HowtoImprove/Scienceof Improvement Establishing 
Measures.aspx

 Developing an Aim

Every project needs an aim or goal. Developing aims can start as little more than a 
general topic when first considering a project, but they should become specific as 
the project evolves. Having a clear aim helps keep the team focused on the goal of 
the project, assists with quantitatively tracking progress, and helps avoid inadver-
tently backing away from the goal. A commonly used mnemonic for creating strong 
aims is SMART: Specific, Measurable, Actionable, Realistic, and Timely [11]. For 
example, a SMART aim would be: “We will increase our rate of screening for 
colorectal cancer clinic wide by 20% within 12 months.”

 Involving Interested Parties

Most projects will have multiple interested parties that need to be identified along 
with the essential project participants. Depending on the size and scope of the proj-
ect, interested parties may all work in the clinic or include other departments, such 
as the laboratory or Emergency Department. The team should include someone who 
is familiar with and can represent each area. This inclusion of all the relevant per-
spectives will help with project design and generate wider support for the project. 
Team members can have varying roles from project design to day-to-day implemen-
tation to technical expertise, but the responsibility of team members should be 
clearly defined.
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 Resident Considerations

Including resident physicians in quality improvement is essential to the success of 
projects in academic medical practices. Resident physicians are frontline workers 
who can offer the necessary insight to effectively implement quality improvement 
initiatives. Including residents, however, can be challenging due to residents’ com-
peting clinical responsibilities and complex schedules. To accommodate resident 
physicians, systems should be established to regularly reorient residents to the proj-
ect when they rotate through clinic. In addition, the time periods for quality improve-
ment interventions may need to be lengthened. Multiyear projects should plan to 
accommodate graduating and incoming residents.

 Engaging Residents in Quality Improvement

In 2003, the Accreditation Council for Graduate Medical Education (ACGME) 
added systems-based practice (SBP) and practice-based learning and improvement 
(PBLI) as part of the six major competencies in medical training [12]. Competency 
in SBP includes understanding complex systems and the physician’s role navigating 
them for the benefit of patients [13]. For a resident, engagement in SBP could 
include participating in a clinic QI project, reporting a patient safety event, or 
adeptly navigating the patient through a complex transition of care. Practice-based 
learning and improvement encompasses a trainee’s ability to reflect on their per-
sonal practice, identify opportunities for improvement and create effective plans to 
improve [14]. Examples of PBLI in residency education include reviewing practice 
panel-level data for diabetes and making changes in daily practice to improve dia-
betes metrics. Creating opportunities for residents to engage in QI in clinic can 
improve patient outcomes as well as be an opportunity to assess residents in these 
milestones.

Residents, as frontline physicians, are vital members to the clinic’s quality 
improvement team. However, a struggle often exists to successfully engage resi-
dents in meaningful quality improvement work. Creating alignment between health 
system priorities, patient care needs, and resident workflow is critical [15]. The goal 
is to have resident physicians be part of high-functioning teams that work on proj-
ects aligned with clinical site priorities [16]. Table 29.4 depicts models for resident 
involvement in QI projects [16]. Initiatives that are picked by residents and focus on 
their patient panel may lead to a small improvement for their patients, but may not 
be sustainable or generalizable across the clinic. Alternatively, clinics may pick pri-
ority areas, then require residents to focus on one of those priorities for their project. 
Regardless of the project, engaging the clinical leadership and interprofessional 
team members can lead to stronger interventions that are sustainable over time. 
Projects that align with the health system and clinical site priorities will likely have 
the most administrative support, buy-in, data, and resources.
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Table 29.4 Models for resident involvement in QI projects

QI project Description

Involvement of 
interprofessional 
care team

Alignment 
with site 
priorities Impact

Individual 
resident 
project

Residents choose own 
QI project with little 
clinic engagement

Low Low Limited:
Few sustainable 
improvements

Small 
shared 
projects
(resident- 
directed)

Residents choose QI 
project and engage 
clinic staff

High Low Moderate:
May have some 
sustained 
improvements, often 
small “Just-do-it” 
projects

Small 
shared 
projects
(clinic- 
directed)

Residents choose 
project from clinic 
priorities

Variable High Limited:
May lack engagement 
from residents since 
less autonomy to 
choose project

Clinic- 
based 
projects

Residents join 
interprofessional team

High High High:
More resources to 
support project

Challenges to quality improvement work include faculty time, faculty expertise, 
funding, multiple competing educational and clinical demands, variable participa-
tion by a subset of residents, and limitations from the electronic health record for 
aggregating data and providing performance reports [17]. For residents, barriers to 
engaging in quality improvement work included challenges with understanding the 
vision for certain QI initiatives, lack of knowledge for QI methodologies, a sense 
that resident contributions are not valued, and challenges prioritizing QI work with 
other tasks [18]. Clear goals set by clinic leadership can help create alignment 
among residents, faculty, and clinic staff, allowing interprofessional teams to focus 
on projects that will have the most impact rather than multiple small individual 
projects by residents that may not be sustainable.

 Clinical Learning Environment Review (CLER)

In 2012, the ACGME created the CLER initiative to explore and understand the 
clinical learning environment in which trainees learn and practice [19]. The CLER 
initiative aims to improve how clinical sites engage physician trainees in learning to 
provide safe and high-quality patient care [20]. The CLER program addresses the 
following six areas:

 1. Patient Safety
 2. Healthcare Quality
 3. Care Transitions

29 Quality Improvement Projects and Indicators



454

 4. Supervision
 5. Duty Hours/Fatigue Management and Mitigation
 6. Professionalism

The CLER initiative revealed that there is often lack of coordination of Patient 
Safety and Quality Improvement (PSQI) activities across institutions. For exam-
ple, resident QI projects may not align with the clinical practice site’s overall 
goals. Additionally, different residency programs within one institution may have 
different patient safety and quality improvement goals and curricula, hindering 
the potential to collaborate and standardize. Overall, the CLER initiative high-
lights the importance of engaging residents in quality improvement and provides 
leverage for academic medical practices to develop PSQI programs that involve 
the trainees.

 Conclusion

Academic medical practices have the vital role of both providing excellent patient 
care and training future physicians. A culture of continuous learning and quality 
improvement creates a rich clinical learning environment that ideally improves 
patient outcomes and maximizes resident learning. Residents and faculty should 
collaborate with interprofessional teams and leadership to advance the quality 
improvement activities within a clinic. At a minimum, practices should provide 
QI training for residents and faculty, identify key areas of improvement and bar-
riers to success, and develop quality goals that are reviewed regularly [21]. 
Practices should strive to realize the Quadruple Aim to improve the health of their 
patients, enhance patient experience, reduce costs, improve team member 
well-being.
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Chapter 30
Patient Safety in an Academic Medical 
Practice

Emily Fondahn, Claire Horton, and Natalie Baumann

 Introduction

This chapter provides an overview of causes and types of patient safety errors in 
resident-based primary care clinics. Types of errors include medication errors, diag-
nostic errors, communication errors, laboratory and testing errors, administrative 
errors, and clinical knowledge errors. High-risk situations, such as transitions of 
care, and the impact of social determinants of health are also discussed. Finally, the 
chapter reviews the role of risk management and how to engage residents and fac-
ulty in improving patient safety.

Outline
• Background
• Common errors in ambulatory care

 – Medication errors
 – Diagnostic errors
 – Communication errors
 – Laboratory and diagnostic test errors
 – Administrative errors
 – Clinical knowledge errors
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• Transitions of care
• Social determinants of health
• Risk management
• Improving patient safety in an ambulatory practice

 – Building a culture of safety
 – Initiatives to strengthen patient safety
 – Educational opportunities
 – Faculty leadership

• Conclusion

 Background

The Agency for Healthcare Research and Quality (AHRQ) defines patient safety as 
the “prevention of diagnostic errors, medical errors, injury, or other preventable 
harm to a patient during the process of health care and reduction of risk of unneces-
sary harm associated with health care” [1]. Patient safety research has largely 
focused on the inpatient setting with less known about patient safety issues in the 
clinic. Ambulatory patient safety concerns include harm that occurs to patients in 
primary care, outpatient specialty care, and the home and community [2].

As many as 4 in 10 patients are estimated to be harmed in the ambulatory setting, 
and up to 80% of this harm is avoidable [3]. However, the frequency of error report-
ing in the clinic setting is very low. A review of an ambulatory safety reporting 
system found that primary care practices only reported 2.1% of the patient safety 
events out of 2701 events. Nurses were the most common event reporter (29.9% of 
known event reporter roles) followed by pharmacists (3.9%) and clinicians (3.2%) 
[2]. Multiple barriers exist for reporting patient safety events in ambulatory care, 
including lack of knowledge about how and what to report, lack of clarity on who is 
responsible for reporting, fear of disciplinary action or litigation, and the belief that 
reporting is time consuming or not be worth the time [4]. A small survey of general 
practitioners identified several additional barriers to reporting including fear of 
embarrassment or blame, concern of damage to reputation and loss of patient confi-
dence, and lack of feedback [5]. Some ambulatory practices may not have event 
reporting systems, and there is no standard taxonomy for classifying incidents in 
primary care [6]. However, adverse event and near miss reporting systems have 
been shown to be effective in creating quality improvement activities in primary 
care [7].

In academic medical practices, residents often act as the primary care physician 
for a cohort of patients. The resident assumes the responsibility of managing patients 
and coordinating their care within the health-care system. Residents frequently have 
other clinical responsibilities, such as night float and the intensive care unit, which 
can distract from their outpatient clinic responsibilities. Additionally, residents are 
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often caring for complex patients with negative social determinants of health in an 
understaffed, under-resourced care setting [8]. When coupled with resident inexpe-
rience and the unique workflows of a resident-based clinic, these factors may exac-
erbate the risk for an error to be made in the ambulatory setting.

The Theory of Active and Latent Failures, also known as the “Swiss Cheese 
Model,” is a fundamental concept in patient safety proposed by James Reason. 
Latent errors, or inherent failures in the system, are represented by the “holes” in the 
cheese and exist at multiple levels, predisposing the system to error [9]. While a 
single latent failure is unlikely to cause an error, an alignment of multiple latent 
failures in the system coupled with an active failure such as human error or cogni-
tive bias leads to harm. The Swiss Cheese Model emphasizes that preventing errors 
and preserving patient safety requires a focus on addressing failures in systemic 
processes in addition to human factors. The organizational influences and supervi-
sory, environmental, individual, and team factors that can lead to “holes” in the 
Swiss cheese are applicable and present in academic medical practices.

 Common Errors in Ambulatory Care

The American Medical Association defined the top six errors that occur in the 
ambulatory setting as medication errors, diagnostic errors, communication errors, 
laboratory errors, administrative errors, and clinical knowledge errors [10]. In addi-
tion, academic medical practices with resident-based clinics have specific patient 
safety challenges, such as frequent end-of-year patient handoffs, resident schedul-
ing, variable attending supervision and result handling.

 Medication Errors

A medication error is defined as a “preventable event that may cause or lead to inap-
propriate medication use or patient harm while the medication is in the control of 
the health care professional, patient or consumer” [11]. Medication errors are 
extremely common in the outpatient setting; an estimated 530,000 Medicare benefi-
ciaries experience a medication-related error yearly [12]. Additionally, up to 25% of 
inpatient hospitalizations are related to adverse drug events [13]. Medication errors 
may include several aspects of care, including challenges with medication prescrib-
ing, monitoring, reconciliation, and patient adherence.

Given a lack of experience, trainees may make mistakes prescribing, reconciling, 
and monitoring medications. For interns, each clinic session could represent their 
first time prescribing a medication that faculty commonly use such as insulin, 
amoxicillin, or metformin. Residents may not recognize the need for more careful 
follow-up for medications with a narrow therapeutic range or be aware of medica-
tion side effects that need to be relayed to patients.
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Despite these barriers, residents are expected to write prescriptions correctly at 
the start of residency training [14]. Errors can be made while writing a prescription 
regardless of whether the prescription is hand-written or sent through an electronic 
health record (EHR). For example, a resident may mean to prescribe guaifenesin, 
but could mistype into the EHR, leading to guanfacine being prescribed. Additionally, 
a medication could be written correctly but is not appropriate for the clinical context 
such as a resident prescribing ondansetron without realizing the patient has a history 
of a prolonged QTc interval. Pharmacists who receive outpatient prescriptions ver-
ify their accuracy and safeguard against errors with prescription writing, although 
some will undoubtedly be missed.

The increased use of the EHR for documentation, medication management, and 
communication has benefitted ambulatory patient safety, but there are still opportu-
nities for improvement. Computerized decision support (CDS) tools have shown 
effectiveness in identifying potentially inappropriate medications [15]. The use of 
CDS needs to be evaluated comprehensively given the need for workflow changes 
and the potential for unintended consequences such as alert fatigue, which can limit 
their overall effectiveness [16]. The EHR also provides opportunities for enhanced 
medication monitoring for high-risk medications such as anticoagulation and immu-
nosuppression. One study found that being listed on a clinician-specific monitoring 
bulletin doubled the chances of patients receiving appropriate laboratory monitor-
ing for a number of medications [17].

Medication reconciliation is a systematic and comprehensive review of all the 
medications a patient is taking to ensure that medications being added, changed, or 
discontinued are carefully evaluated [18]. A full medication reconciliation can be a 
difficult and time-consuming task. As a result, many clinicians in primary care clin-
ics do not give this important process the attention it deserves. In video-recorded 
sessions of ambulatory visits, medication reconciliation took a median of 2.1 min 
(IQR 1.0–4.2) and comprised a median of 10% (IQR 3–17%) of the visit time; dur-
ing 47% of this time, the clinician was multitasking in their EHR use. This multi-
tasking creates risk of error in medication entry, prescribing or patient–clinician 
communication about medication management [19]. Literature has shown that a 
pharmacist-led medication review reduced the number of medication errors and 
improved patient outcomes [20]. In one academic resident clinic, nurses were edu-
cated by pharmacists on how to complete a medication review during the triage 
process; they identified multiple medication discrepancies, demonstrating that nurs-
ing review may an effective alternative to medication reconciliation by physi-
cians [21].

Medication reconciliation is a critical skill that should be taught to trainees and 
reinforced across care settings. Medication reconciliation education for internal 
medicine residents has been effective in reducing medication discrepancies for 
inpatients [22], and a robust and reliable medication reconciliation process is a key 
component of a safe discharge. Armor et al. evaluated adult patients attending post- 
discharge follow-up in an academic family medicine clinic and found that 100% of 
patients experienced an adverse drug event (ADE) or possible adverse drug event 
(pADE) and 81% had a medication discrepancy [23]. Educational opportunities to 
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enhance medication reconciliation for residents include didactic sessions, role-play 
exercises, chart-stimulated recall, and experiential learning.

Finally, medication errors can stem from patient nonadherence such as not taking 
a medication as prescribed or continuing a medication that was intended to be dis-
continued. Communication with patients and caregivers regarding medication 
changes, particularly during a transition of care such as post-hospitalization, is 
essential to ensure correct medication use at home. Utilizing patient education tech-
niques such as the teach-back method have been shown to increase disease-specific 
knowledge as well as patient adherence [24].

 Diagnostic Errors

A diagnostic error is defined as a delayed, missed, or incorrect diagnosis. A report 
from the Institute of Medicine reported that 5% of US adults who seek ambulatory 
care each year experience a diagnostic error [25]. In a resident-based practice, fac-
ulty may be particularly vulnerable to committing a diagnostic error as the informa-
tion received about a patient is filtered by the resident, who may omit pertinent 
information or frame the case leading to cognitive bias. This can be further exacer-
bated with the use of the Centers for Medicare & Medicaid Services (CMS) Primary 
Care Exception billing rule, which allows attending physicians to bill for indirectly 
supervised outpatient encounters in certain circumstances without personally exam-
ining the patient. A study of internal medicine residents found that 100% of resi-
dents reported a case of diagnostic error or delay in diagnosis due to cognitive bias 
[26]. Though these examples occurred during inpatient hospitalizations, diagnostic 
error can readily occur in the ambulatory setting. The most common cognitive bias, 
anchoring (making decisions under the influence of a set reference point or 
“anchor”), was found in 87.8% of cases. This was followed by availability bias 
(using the information that is most readily available rather than the most representa-
tive) in 75.6% of cases. Framing (making decisions based on how information is 
presented, not based on the facts themselves) was identified in 56.1% of cases and 
blind obedience (showing undue deference to authority) was identified in 53.7% 
of cases.

Most studies of diagnostic error focus on physician cognitive bias or systems 
factors, but patient involvement in the diagnostic process is much less studied. 
Patients are a unique source of knowledge about their health and should be utilized 
to mitigate diagnostic error. As a result of the 21st Century Cures Act, most clini-
cal documentation in the EHR, including primary care visit notes, is visible to 
patients in real-time. A patient survey found that sharing visit notes encourages 
timely follow- up of test results, which avoids missed or delayed diagnoses, may 
allow for identification of documentation inaccuracies that contribute to diagnostic 
error, and strengthens the bidirectional nature of the patient–physician relation-
ship [27].
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 Communication Errors

Poor communication is frequently cited as a contributing factor to patient safety 
events. Communication lapses can occur between physicians, other health-care 
practitioners, clinical support staff, the patient, and many other individuals in the 
system. In the ambulatory setting, communication lapses can occur at the end of the 
academic year if a patient is transitioned to a new resident, between inpatient and 
ambulatory settings, and with specialty consultants.

Physician-to-physician communication is often done through the EHR. Though 
the transition to the EHR has greatly enhanced patient care, the time ambulatory 
physicians spend interacting with the EHR has increased [28]. To improve effi-
ciency, many residents and other clinicians utilize the copy-and-paste function, 
leading to increased errors as inaccurate or outdated information is propagated for-
ward in the medical record. While new technology such as on-demand speech rec-
ognition software can improve efficiency and decrease the temptation to copy–paste, 
a propensity for error still exists as documentation is not reviewed by a certified 
medical transcriptionist. Zhou et al. found an error rate of 7.4% (7.4 errors per 100 
words) in speech recognition generated notes with a reduced error rate of 0.4% fol-
lowing medical transcriptionist review [29]. If on-demand speech recognition soft-
ware is used by residents, thorough proofreading by the author and supervising 
attending is key to prevent errors.

Additional physician-to-physician communication occurs via referrals. The 
majority of primary care physicians report being dissatisfied with the referral pro-
cess [30]. First, a resident must identify an appropriate clinical question for the 
referral, determine the urgency of the evaluation, and include supporting documen-
tation. Next, residents must learn the systems-based knowledge needed to send and 
follow-up on a referral. Though attendings often supervise referral initiation, the 
discontinuity of resident clinics may still lead to gaps in the referral process, includ-
ing lack of-follow up with a patient should a referral be processed incorrectly or 
there be inaction on the consultant’s recommendations. Lastly, academic hospital- 
based clinics often care for a disproportionate number of uninsured or underinsured 
patients. The lack of insurance is an additional barrier to obtaining timely specialty 
care. Wait-times may be exaggerated for uninsured patients seeking specialty care, 
and many specialty services will require cost-prohibitive co-pays. Many clinics 
have resources for patients to receive financial assistance for co-pays, but this paper-
work often takes several weeks to be processed.

Communication errors may also occur between the resident and the attending 
physician. Many resident clinics operate under the CMS primary care exception 
rule (PCER), where attending physicians rely on residents to accurately complete 
the patient evaluation, concisely present information, and communicate the plan to 
the patient without direct supervision. The PCER can be employed after the resident 
has completed 6 months of training; however, there are no standardized assessments 
to determine competency for this progression. Residency clinic leadership should 
employ evaluations of individual residents based on the Accreditation Council for 
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Graduate Medical Education (ACGME) milestones and entrustable professional 
activities to ensure safe practice under the PCER [31].

Even after competency for indirect supervision has been assessed, residents may 
not present all pertinent information to the attending or appropriately communicate 
the plan to the patient. Clinic flow may also hinder resident and attending commu-
nication. A patient may raise an issue with the resident after a case is presented, and 
the resident may initiate a plan that is never reviewed with the attending. Residents 
may receive follow-up information about a patient, such as an abnormal lab value or 
imaging finding, but not contact the attending to discuss an appropriate treatment 
plan. With the increase in block schedules, residents may have less continuity with 
their patients than previously [32]. This loss of continuity may lead to communica-
tion errors between the primary resident physicians and other resident team 
members.

Finally, communication errors can occur between the patient and the resident or 
attending physician. One study found that over one-third of patients who were pre-
scribed a new medication during an outpatient visit could not recall all details dis-
cussed, such as how and when to take the medication and side effects [33]. 
Thoughtful communication strategies, such as using the teach-back method or shar-
ing recommendations with the patient when a caregiver present, can be helpful to 
enhance retention. Clear, concise instructions summarizing key visit discussion 
points, medication changes, and pending orders such as imaging or referrals are also 
essential.

 Laboratory and Diagnostic Test Errors

Primary care physicians order lab tests during an estimated 29–38% of encounters, 
and these laboratory tests can contribute to 15–54% of errors in primary care [34]. 
Types of errors include order entry errors, lab collection or transport errors, report-
ing errors, and errors with patient follow-up. Result management poses a significant 
challenge in residency clinics. Interpreting and managing test results is a skill that 
develops over time and can be challenging for trainees [35]. Clinics vary in levels of 
attending supervision of test results. Some EHRs can send test results to multiple 
clinicians (e.g., resident and supervising attending physician), while other EHRs 
can only send test results to the ordering doctor. The rotational nature of a resident’s 
schedule can also pose challenges to viewing and responding to an abnormal 
test result.

Variability exists within and across practices for how patients are notified of their 
test results and who is responsible for patient notification [36]. Patient satisfaction 
has been shown to correlate with physician response time to test results [37]. 
Streamlining the notification process and providing clear expectations has been 
shown to effectively increase the rate of laboratory test notification by residents 
from 16% pre-intervention to 91% post-intervention [38]. Academic practices need 
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to have defined workflows for how to manage test results and follow-up with 
patients.

 Administrative Errors

Administrative errors can be defined as a failure to carry out a planned action or 
undertaking an incorrect action as part of the systems and processes involved in 
delivering primary care [39]. The classification of administrative errors can overlap 
with other types of errors, such as test management or communication. A key con-
cept of administrative errors is to assess the roles and contributions of nonclinical 
office and administrative staff in patient safety. They create a first impression of the 
practice for the patient and act as gatekeepers to the clinicians. One study evaluating 
near-misses in primary care found the most common types of errors were break-
downs in office processes such as filing, chart data entry errors, and problems with 
appointments or referrals [7]. Events such as the front desk inappropriately routing 
a patient call, creating a new EHR chart for a patient instead of using the existing 
chart, or forgetting to schedule a follow-up appointment can lead to adverse events.

 Clinical Knowledge Errors

Undergraduate and graduate medical education is often highly inpatient focused. 
Interns commonly start residency uncomfortable, evaluating and managing com-
mon ambulatory topics and feel like they did not receive enough outpatient training 
in medical school [40]. For example, the average score on an assessment gauging 
residents’ knowledge of ambulatory care for older adults was only 60% [41]. 
Significant efforts have been enacted to diversify undergraduate ambulatory medi-
cal education. A 2016 survey of internal medicine clerkship directors showed that 
nearly all respondents had dedicated ambulatory experiences that are increasingly 
interdepartmental. However, significant barriers such as faculty time, physical 
space, and financial compensation are still present and hinder high-quality teaching 
in the clinic setting [42].

Concerns about ambulatory education were also noted by the Accreditation 
Council for Graduate Medical Education (ACGME) as early as 2009 when Internal 
Medicine program requirements were revised to emphasize the outpatient experi-
ence. In 2019, Coyle et al. found that significant clinic redesign initiatives, particu-
larly the movement to X + Y program design, and educational efforts related to 
transitions of care, substance use, and quality improvement have been successfully 
developed and implemented. Given the concern for patient safety and quality, there 
remains opportunity for higher level analysis, including multicenter, randomized 
controlled trials, to evaluate best practices for ambulatory education [43]. Though 
there is increasing emphasis on ambulatory education in both undergraduate and 
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graduate medical education, attending physicians should be vigilant for clinical 
knowledge errors, particularly early in a resident’s training.

 Transitions of Care

Poor care coordination between the inpatient and ambulatory settings during a tran-
sition of care can lead to many high-risk situations, such as lack of scheduled fol-
low- up or inappropriate medication administration, that jeopardize patient safety. 
Several factors, including ineffective team-based care, inaccurate medication recon-
ciliation, poor communication, and non-standardized handoffs, all contribute to 
challenges at transitions of care. A large study of heart failure patents in Taiwan 
found that low care continuity and coordination led to increased 1-year post- 
discharge mortality and health-care costs [44].

Given that resident clinics tend to care for populations with higher disease bur-
den and increased effects of the social determinants of health when compared with 
nonacademic practices, resident clinics may struggle to provide optimal post- 
hospitalization care [45]. Patients followed by a resident primary care clinic were 
more likely to be readmitted to the hospital and less likely to have follow-up appoint-
ments compared to patients followed by a faculty primary care clinic [46]. Programs 
have initiated quality improvement and educational initiatives to improve accuracy 
of medication reconciliation, discharge planning for patients, quality of the dis-
charge summary, and communication between inpatient teams and primary care 
physicians [47–50]. Post-discharge clinics are one option to bridge the patient 
between the inpatient setting and their primary care physician. These clinics can be 
housed within a resident primary care clinic and have shown a decrease in time to 
post-hospital follow-up appointment and readmission rates [51]. Post-hospital visits 
should include reviewing the discharge summary, coordinating care with consul-
tants or home health, following up on test results, performing drug monitoring, 
doing a comprehensive medication reconciliation, discussing current symptoms, 
providing instructions for warning signs and how to seek after-hours care, and 
ensuring that all appropriate follow-up appointments are made [52]. However, the 
outpatient clinic physician is dependent on timely and accurate information from 
the inpatient team. Patients may present to clinic without a completed discharge 
summary or a discharge summary that lacks important elements from the hospital-
ization [53]. Given the complexity of post-hospital visits, clinic directors should 
consider granting extra time for these visits or creating a structured note template.

End-of-year handoffs have received little attention compared to inpatient hand-
offs and inpatient-to-outpatient transitions of care. Based on an average resident 
panel size between 50 and 150 patients, an estimated 640,000 to 1.92 million 
patients per year have a change in their primary care physician when residents grad-
uate from their training program [54]. In internal medicine, family medicine, and 
pediatrics training programs, patients transition physicians approximately every 
3 years—and sometimes more frequently. The incoming residents will not have the 
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same level of expertise as the departing residents, and many programs have no stan-
dard way of supervising or requiring end-of-year handoffs. These transitioning 
patients are at risk of missing visits due to poor follow-up care and scheduling dif-
ficulties, resulting in missed test results and delayed medication refills [55, 56]. 
Pincavage et al. implemented a standardized handoff protocol for high-risk patients 
at an academic internal medicine primary care clinic including a departure letter to 
patients, enhanced resident education, improved scheduling coordination, auto-
matic missed visit rescheduling, safety audits, and time for residents to call patients 
to establish care. This protocol was further enhanced the following year to include 
a patient-centered transition packet. These interventions significantly decreased the 
number of acute care visits and patients lost to follow up during the months follow-
ing the primary care physician transition [57].

Clinics should also have a system to manage laboratory or radiology studies that 
are completed at the academic year transition. Reports from these tests could be sent 
to a graduated resident who is no longer in that health-care system, leading to a 
delay in diagnosis and treatment for a patient. Enhanced handoff protocols that 
proactively alert incoming residents to pending labs or testing may help reduce 
delays. If possible, having results sent to the attending physician in addition to the 
resident could also prevent a missed result during a care transition. Among ambula-
tory medical practices, 52% reported having a system to record tests ordered while 
only 32% of practices had systems to detect if patients had missed tests [58]. New 
residents may not have developed a system to track test results, especially indepen-
dent of the EHR, and may not fully use all the capabilities of the EHR to track 
results and follow patients [59].

 Social Determinants of Health

Many academic practices care for a patient population significantly impacted by the 
social determinants of health including high rates of poverty, limited English profi-
ciency, unstable housing, food insecurity, lack of transportation, immigrant and 
refugee status, low health literacy and numeracy, and high rates of comorbid psy-
chosocial conditions. These social determinants of health negatively affect morbid-
ity and mortality and also contribute to the potential for error in the clinical setting 
[60, 61]. For example, low-income people with diabetes are more likely to become 
hypoglycemic from aggressive insulin regimens at months’-end when food budgets 
are tight [62]. Limited English proficiency contributes to a variety of errors, particu-
larly those focused on health system–patient communication [63].

Due to the impact of the social determinants of health on patients in academic 
practices, resident and faculty training on social determinants of health, cultural 
competency, bias reduction, and trauma-informed care are necessary to provide 
safe, high-quality patient care. A 2019 review by Gard et al. identified significant 
variation in the development, implementation, and evaluation of social determinant 
of health curricula created for residents and highlights the need for a systematic 
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approach to this important topic [64]. In addition, many academic practices have 
embedded social workers to provide additional support and connect patients to com-
munity resources.

 Risk Management

Risk management in health-care focuses on the detection, assessment, and preven-
tion of risks to safeguard patient safety as well as the institution’s assets and com-
munity standing [65]. Risk management departments work closely with patient 
safety leaders to assist with investigations of sentinel events, ensure compliance 
with regulatory bodies such as the Joint Commission, and utilize tools like the 
Failure Mode and Effects Analysis to identify all possible failures in a system or 
design as a way to proactively mitigate risks. Given that risk management practices 
will vary by institution, residents must be familiar with their institutional practices.

Risk management staff are important partners in cases of patient harm due to 
medical malpractice. In the event that a malpractice claim is made, risk managers 
help to coordinate information regarding the case [66]. Early reporting of patient 
events helps ensure accurate recall of the event, fulfills legal reporting requirements, 
allows for early patient disclosure and discussion, and offers the opportunity to 
adjust medical bills. The medical malpractice statute of limitations varies by state; 
reportable events vary by malpractice insurance carrier but usually include events 
such as death, paralysis, or loss of limb. Residents should be aware of how to handle 
record requests from an attorney, lien letters, subpoenas, and summons. In general, 
legal documents should quickly go to the Risk Management office for review. 
Documentation in the chart should include information about informed consent, 
conversations with the patient/family, provisional diagnosis and medical decision- 
making, and conversations with consultants.

Primary care ranked third of nine specialties for malpractice claims. The most 
common cause of a claim was a failure to or delay in diagnosis [67]. Often, two or 
more physicians contributed to the missed diagnosis. The most common missed or 
delayed diagnoses were cancer (breast most common), infection, fracture, myocar-
dial infarction, embolism, and appendicitis [68]. Missed cancer diagnoses often are 
errors of high severity. The majority of missed cancer diagnosis errors involved 
errors in clinical judgment, such as a failure or delay in ordering a diagnostic test or 
delay in obtaining a consult or referral [69]. The second most common cause of 
malpractice claims was medication errors. Key reasons cited for medication errors 
included prescriber’s training, drug knowledge and experience, perception of risk, 
high workload and time pressures, and patient characteristics such as language bar-
riers and complexity of the presentation [67].

Disclosure of adverse events is a key component of the response to a patient 
safety event. Physicians often have reluctance to disclose adverse events due to a 
fear of litigation, uncertainty about how/what should be disclosed, doubting the 
benefits of disclosure, lack of time to disclose errors and feeling a sense of personal 
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failure [70]. However, institutions that have employed early disclosure of errors 
have shown a reduction in liability payments and legal expenses [71]. Risk manage-
ment and/or patient safety specialists can help coach physicians on adverse event 
disclosure and advise if discussion with the insurance carrier is required. In general, 
the disclosure should be done by the attending physician. Based upon the situation 
and institution, residents may participate in the disclosure with the attending pres-
ent. If multiple clinicians are involved, then collaborating on the conversation is 
useful prior to disclosure. Physicians should not discuss errors made by other 
health-care practitioners without including those individuals in the conversation, 
nor should they blame other clinicians. The conversation should be documented in 
the medical record, including the names of the health-care team and patient’s fam-
ily/friends that were present.

Finally, if a resident or faculty member is involved in a patient safety event, 
receiving peer support after the event is an important step. After a patient safety 
event, physicians often have feelings of increased anxiety about future errors, loss 
of confidence, sleep difficulties, reduced job satisfaction, and concern about harm to 
their reputation [72]. For residents, self-perceived errors were associated with 
increased risk of depression and burnout [73]. Physicians often rely on informal 
support systems, such as discussing an event with a colleague, partner, or supervis-
ing physician. Institutions are developing formal peer support programs to prevent 
or reduce the emotional and psychological distress after a patient safety incident 
[74]. The importance of recognizing the resident as a “second victim” in a medical 
error may be even more important in the ambulatory setting. Unlike the wards set-
ting, where the structure supports ongoing daily team-based decision-making, resi-
dents in the ambulatory setting may feel isolated in their role as the primary care 
physician of a patient who has experienced an error. As a clinic director, being 
aware of patient safety events and the need to support residents and faculty after an 
event is critical.

 Improving Patient Safety in an Ambulatory Practice

 Building a Culture of Safety

Safety interventions are most likely to work in a practice culture that is supportive 
of reporting errors and near-misses without concerns for negative consequences of 
reporting. AHRQ found that 66% of respondents in medical offices perceived that 
mistakes were held against them [75]. Overall and domain-specific safety culture 
scores (teamwork climate, safety climate, working conditions, and perceptions of 
local management) were positively associated with the practice event reporting 
rates [76]. This information implies that in these practices with strong patient safety 
cultures, staff felt more comfortable sharing patient safety events. Having a strong 
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governance model for ambulatory systems can be critically important to establish 
priorities and create nurse–physician leadership teams [77].

 Initiatives to Strengthen Patient Safety

The potential for safety issues in an academic practice and the impact of those errors 
on both patients and clinicians can seem daunting. In addition to involving risk 
management in critical issues, it is also important to seek systems-based solutions 
to reduce the potential for error in an academic clinic. Involving residents in these 
efforts can be a valuable educational opportunity, as well as a chance to channel 
anxiety over errors and near-misses into productive change. For example, separating 
internal medicine resident’s inpatient and outpatient duties promoted outpatient 
safety (34% pre-intervention to 87% post intervention) and led to increase in conti-
nuity and total patient visits [78]. While there is no one-size-fits-all approach, some 
ideas that have been successfully implemented in academic practices include the 
following:

• A mid-level clinician lab-review to prevent abnormal labs from slipping through 
the cracks

• Practice partner systems that incorporate lab and diagnostic imaging results 
review for absent residents

• Structured off-service notes for patients of graduating residents
• Panel review sessions in which a clinic registry tool is used to pull panel-level 

data for all residents, with structured review techniques residents can follow
• Team-based roles for medical assistants and clerks to help residents outreach to 

patients between visits when follow-up is needed
• Educational sessions focused on medication reconciliation and medication safety
• Curricula on cognitive errors in medicine to help residents learn to reduce cogni-

tive bias in practice
• Formative feedback initiatives to allow faculty to give residents real-time feed-

back on their diagnostic skills
• Root cause analysis sessions when errors do occur, in conjunction with faculty 

and with risk management guidance (These can help residents process and come 
to terms with errors that have happened, teach them to take a systems-based 
approach to error prevention, and simultaneously help the practice learn how to 
become more error-resistant in the future.)
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 Educational Opportunities

Acknowledging and addressing patient safety issues in residency is important not 
only for clinical care of patients but it also represents a significant opportunity to 
educate residents about important patient safety concepts and skills. Educational 
conferences focused on patient safety can improve residents’ comfort level and like-
lihood to report errors in future practice [46]. These educational opportunities can 
take many forms, but several programs have had success with the use of ambulatory 
morbidity and mortality conference (M&M’s), root cause analysis sessions, or con-
ferences focused on cognitive error in diagnosis [79]. Patient safety tools such as a 
fishbone diagram or cause map can help delineate the different factors that contrib-
uted to the error. Training on communication skills and disclosure of adverse events 
are also critical areas in which residents need training to prepare them for their 
future careers [80]. Ideally, quality improvement and patient safety education are 
strategically linked to the clinical care and patient outcomes along with having a 
strong leadership commitment to make improvements [79].

 Faculty Leadership

Finally, the importance of faculty leadership in ambulatory patient safety initiatives 
cannot be overemphasized. Faculty should support and mentor residents in this area, 
especially when residents are involved in errors and near-misses. While it can be 
difficult for faculty to openly discuss their own mistakes with residents, doing so 
sends a powerful message that open discussion of error is not only permissible but 
also a path toward creation of a greater safety culture.

 Conclusion

The ambulatory setting is vulnerable to multiple types of errors, and resident-based 
primary care clinics present challenges, such as frequent transitions of care and 
unique workflows, that impact patient safety. Continued research and focus on 
ambulatory errors will be critical for identifying failure points and building safer 
systems. Health systems will need to partner with patients to empower them to 
engage in their care as well as listening to their voice on how we improve our care 
in ambulatory clinics. Engaging residents and faculty in quality improvement 
efforts, encouraging robust event reporting, and building a culture of safety with a 
focus on systems-based solutions are key components to addressing the many 
opportunities to ensure the delivery of high-quality care.
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Chapter 31
Hospital Based Clinics

Emily Mullen and Jason Worcester

 Introduction

There are multiple venues in which a resident primary care clinic can be housed. 
One such venue is a hospital-based outpatient clinic. Approximately 90% of internal 
medicine residency training programs utilize hospital-based clinics and as of 2001, 
approximately 60% used hospital-based clinics exclusively [1]. A more recent sur-
vey of internal medicine program leaders shows a similar trend, with hospital-based 
clinics accounting for 63% of programs surveyed [2]. Hospital-based clinics can be 
in a VA hospital, academic hospital, or community teaching hospital. The regula-
tions for practicing in a hospital setting can be complex; however, the rewards can 
be substantial. It will be important for a medical director in this setting to appreciate 
the many nuances related this location.
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 – Emergencies

• Educational opportunities

 – Engagement in clinic initiatives

• The patient experience

 – Navigating the system
 – Emergency care

• Conclusion

 General Considerations When Practicing in the Hospital

 Governance

Hospital-based clinics are required to follow different rules than their community 
counterparts. The rules will be based on the expectations of the larger health system 
or hospital and enforced by clinic leadership. In addition, the specific accreditation 
organization (see below) may have guidelines or regulations that further add to the 
complexity of running an ambulatory site embedded within the hospital. Therefore, 
when planning to open a hospital-based clinic, it will be important to coordinate 
closely with your hospital’s leadership to fully understand and stay in compliance 
with the requirements of their accreditation council.

 Hospital Accreditation Organizations

Multiple organizations exist to accredit hospital systems. Accreditation in this 
instance is defined as a form of external audit against predetermined standards, 
using a mixture of self-assessment and external surveys [3]. Two of the largest pri-
vate organizations offering hospital accreditation are the Joint Commission and Der 
Norske Veritas (DNV). Approximately 75% of hospital systems pay to have an 
organization accredit their system. The Joint Commission in turn controls more than 
80% of this market. If not accredited by a private organization, systems can opt to 
be reviewed by a state survey agency as part of an agreement with Centers for 
Medicare & Medicaid Services [4].

 Regulatory Concerns

Regardless of accrediting body, there are several regulatory concerns that may differ 
from those required in community-based ambulatory sites. For example, in the Joint 
Commission standards, there are hospital-specific regulations concerning the size of 
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the hallways, ability to access emergency care, location and availability of eye wash 
stations, the presence and composition of code carts, ventilation systems, and many 
other examples that will differ from free-standing ambulatory site standards. 
Community-based ambulatory sites likely would not be required to stock a code cart 
and train staff on emergency response situations in the same way, for example [5]. 
Though these nuances will often be beyond the scope of a residency program’s 
control, the medical directors of the clinic will need to collaborate with hospital 
leadership to ensure these standards are followed.

 Billing for Patients

There are typically two fees that a patient is charged when visiting a hospital-based 
clinic, a professional fee, and a facility fee. The professional fee is the charge that 
the physician or the physician’s billing organization levies for the services rendered 
during the outpatient visit. The evaluation and management code submitted by the 
physician determines this fee [6]. A new patient is defined as having not being seen 
by any clinician in the same specialty group within the last 3 years. New visit billing 
codes can be used if the patient was seen more than 3 years ago. It is common for a 
patient to be cared for in the hospital by a clinician and later seen by another clini-
cian of the same group in the hospital-based clinic. In this instance, the visit by the 
clinician in the hospital-based clinic would typically be billed as an established 
visit, even if the patient had never been to the hospital-based clinic before. That 
said, readers are encouraged to check with their billing and compliance offices to 
review how their institution handlesthis and similar circumstances. Like community- 
based clinics, the use of the primary care exception rule may be permitted if the 
Centers for Medicare and Medicaid Services criteria are met and should be used 
selectively to promote resident independence.

The facility fee is charged by the hospital to cover the cost of maintaining the 
facility and the clinic. The amount of the facility fee can vary from hospital to hos-
pital. A patient or their insurance plan may get two separate bills for each of these 
fees. It is important for patients to know that care in these facilities is considered as 
being given “within the hospital” and not in a physician’s stand-alone office [7]. 
This may have billing implications for patients.

 Emergencies

Medical emergencies in the hospital-based clinic are infrequent but should be antic-
ipated. Emergency medical equipment should be organized in a central location in 
the clinic. It should include such items as an automated external defibrillator (AED), 
oxygen supplies, appropriate personal protective equipment (PPE), and medications 
(e.g., intramuscular epinephrine, diphenhydramine, naloxone, aspirin, glucose tabs, 
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and sublingual nitroglycerin). As a hospital-based clinic also has to interface with 
other departments such as pharmacy and central supply, it is imperative that the 
compliance of stocking and maintaining emergency supplies is assigned and moni-
tored. Emergency protocols should be established by the hospital-based clinic 
clearly outlining roles and responsibilities of the team members. Unique to hospital- 
based clinics, the proximity of the clinic to the emergency department and inpatient 
units allows the possibility of expedited access to a hospital’s rapid response or code 
team. It is important for a hospital-based clinic to establish clear guidelines on the 
roles and responsibilities of the various teams (i.e., clinic, emergency department, 
rapid response, hospital security, and/or code team) so that all are aware of how an 
unstable patient will be managed and transferred to the emergency department.

Clinic staff should be made aware of the location of the emergency equipment 
and protocols. Team-based simulation of emergency situations is an important step 
to ensuring medical emergencies proceed as efficient and safe as possible [8]. Please 
also see section on regulatory concerns.

 Educational Opportunities

In a hospital-based clinic, one educational benefit is enhanced access to inpatient 
didactic activities such as noon conference and morning report. However, a dedi-
cated ambulatory medicine curriculum is still an essential part of outpatient train-
ing. Some options noted in the literature include clinic conferences, academic half 
days, and team-based learning [9–11]. There are many existing programs such as 
the Yale Office Based Medical Curriculum and some programs create their own 
didactics [12].

Another educational opportunity for residents is the recruitment of admitted 
inpatients to the clinic after discharge. Given the location of a hospital-based clinic, 
patients may be more familiar with the facility and may better understand how to 
access the resident clinic, thus making it more likely they will transition to or initi-
ate outpatient care after their hospital stay. This can be a very useful addition to a 
residents’ education; following a patient full circle from admission to a hospital 
follow-up appointment. In fact, multiple studies show that one of the most impor-
tant factors in resident satisfaction with primary care clinic is continuity of care with 
patients [13, 14].

Resident satisfaction and interest in outpatient education are often at odds with 
their inpatient or research responsibilities. Two additional ways to improve resident 
satisfaction, as reported in the systematic review by Stepczynski et al., are to limit 
conflict between outpatient and inpatient responsibilities and to provide consistent 
physician role models [15]. These two factors can be implemented readily in a 
hospital- based practice. Having the clinic housed in the hospital or close to the hos-
pital allows for day-to-day physical access to the clinic without need for travel. This 
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proximity may allow for closer interaction with the ambulatory interdisciplinary 
team and may facilitate residents’ engagement in clinical workflows. For example, 
there are many clinical and administrative tasks that still occur outside the elec-
tronic medical record (EMR), so residents working in hospital-based clinics may 
have an easier time completing paperwork and interfacing with other members of 
the team. If a clinic is located in close proximity and/or in the same building as 
inpatient medicine responsibilities, this could serve to decrease that conflict and 
improve satisfaction. It also makes working in the clinic easier and more accessible 
for core faculty who may have other academic and research pursuits in the hospi-
tal system.

It has also been noted in the pediatric literature that community-based clinics 
tend to have volunteer faculty as opposed to core faculty. These faculty members are 
often not afforded the same opportunities for professional development and may not 
have as much experience with teaching residents [16]. These factors could impact 
the consistency of the education provided at a community-based ambulatory site. 
Hospital-based ambulatory sites can, of course, face the same problem if many 
attendings rotate within the clinic, leading to an inconsistent experience of resident 
education. One way to combat this and add to resident satisfaction is to adopt a 
“focused faculty model,” which promotes a dedicated group of ambulatory faculty 
to provide most of the supervision and teaching for a group of residents [17].

 Engagement in Clinic Initiatives

It is common for residents to feel disengaged from their outpatient clinic experi-
ences, and this is not different for hospital-based clinics. The dominance of inpa-
tient schedules often results in inconsistent clinic schedules, inability to attend 
team-based clinic meetings, lack of familiarity of other clinic team members, and a 
sense of lack of ownership of the clinic. Together, these factors may contribute to 
this perception of not being part of the team. Hospital-based clinics also tend to 
utilize their facility’s centralized services like call centers and consolidated registra-
tion centers as opposed to dedicated ambulatory resources. This too may result in a 
sense of dissociation from clinic team members and may be a barrier to team 
development.

However, there are several strategies that can help to promote resident engage-
ment in clinic. For example, the use of huddles and team-based meetings can build 
relationships with other team members and allow residents to refocus on ambula-
tory care. Huddles can also serve as an opportunity to discuss best practices and 
improve efficiency [18]. Allowing residents to participate in clinic-based projects 
can also be effective. For example, population health management, quality improve-
ment initiatives, group medical visits, and interdisciplinary team efforts can suc-
cessfully integrate residents into clinic operations [19].
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 The Patient Experience

There are many potential benefits for patients who receive their clinical care in a 
hospital-based clinic. These benefits can be broadly categorized as technological, 
financial, geographical, and other. Technological benefits might include access to 
the hospital’s centralized scheduling resources and patient portal that allows patients 
to easily review the results of lab work and imaging studies as well as to communi-
cate with their health-care team. One systematic review found such access has sev-
eral benefits for patients including reduced anxiety/reassurance, improvement in the 
doctor–patient relationships, and increased adherence to medical therapy [20]. 
Financial advantages might include reduced-cost pharmacy benefits, coordination 
of care with less travel, and increased access to case managers and social workers. 
Easy access to an online patient portal can have financial benefits as well, including 
reduced emergency department utilization and fewer hospital stays [20]. 
Geographical benefits include, as mentioned above, less travel for the patient, pos-
sibly same-day appointments in radiology or with specialists, and also access to the 
hospital cafeteria for sustenance.

 Navigating the System

One important factor of patient experience is ability to accurately navigate the 
health-care system. This includes the physical navigation to the hospital and within 
the hospital grounds. A few ways to address this challenge include providing appro-
priate signage with directions to the clinic, developing specific handheld maps that 
are patient friendly, and also deploying patient navigators. Ranaghan et al. looked 
systematically at the role of patient navigator and found mixed results; however, 
there was a positive effect on patient satisfaction [21]. This could be an interesting 
area of research for development within the arena of Graduate Medical Education. 
There are other options for assisting patients within the hospital-based clinic as 
well; these could include automated appointment reminders and access to a patient 
portal with reminders and facilitated communication to the health-care team [20].

 Emergency Care

 Access to Emergency Department

As noted previously, a clinic located in a hospital will also have easier access to 
hospital-based services such as the emergency department. This feature can improve 
patient care by allowing patients in need of emergency care to avoid an expensive 
ambulance fee or the risk of family or self-driving to the hospital. One potential con 
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could be patient confusion regarding when to access each care type. For example, 
patients may inappropriately utilize emergency room services out of convenience 
rather than seeking assistance within the primary care setting. Conversely, a very ill 
patient may present to the clinic inappropriately rather than to the emergency 
department because of complacency due to their close proximity. This issue can be 
improved with appropriate patient education.

 Conclusion

There are many unique benefits and challenges to starting and maintaining a 
hospital- based ambulatory site for residency programs. Awareness of and adherence 
to hospital-specific regulatory requirements is crucial, and the hospital-based clinic 
must pay special attention to their relationship with the greater hospital community. 
At the same time, residency programs must prioritize educational objectives and 
follow the regulations placed on clinical education by the Accreditation Council for 
Graduate Medical Education (ACGME). A medical director and/or program direc-
tor will need to focus on these nuances and seek advice from the hospital system to 
ensure adequate compliance with regulations as well as oversight when starting a 
hospital-based clinic. Education in a hospital-based clinic is rewarding and can 
allow for greater faculty flexibility and enhanced patient care. Given what we know 
about resident satisfaction, working in a hospital-based clinic might allow programs 
to develop schedules that help further de-accentuate the tension between inpatient 
and outpatient medicine and thus encourage residents to seek a career in ambulatory 
primary care.
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Chapter 32
Patient Centered Medical Home

Priya Radhakrishnan

 Introduction

The Patient Centered Medical Home (PCMH) is a care delivery model that is team 
based and aimed at providing coordinated care for patients with complex, chronic 
medical problems. The PCMH model of care is ideal for residency and faculty prac-
tice clinics that typically care for patients who have a high burden of chronic disease 
and belong to populations that are traditionally underserved. The PCMH delivery 
model paved the way for Accountable Care Organizations (ACOs), previously 
called medical neighborhoods. Both models rely on care coordination as a mecha-
nism of improving outcomes. This chapter focuses on providing an overview of the 
benefits and implementation of the PCMH model of care delivery and will also 
touch upon the implementation of ACOs within the Academic Internal Medicine 
clinic structure.
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 PCMH History and Evolution

The Patient Centered Medical Home (PCMH) is a model of care delivery that is 
designed around the needs of patients and has its foundational elements in care 
coordination and communication. Originally developed as a method of delivering 
primary care to patients with complex chronic conditions, it has evolved into one of 
the building blocks for health care delivery reform and now includes the entire 
patient population [1]. The term was first coined in 1967 by the American Academy 
of Pediatrics to describe care models for children with special needs and modified 
in 1978 by the Hawaiian pediatrician Calvin Sia [2]. The principles were later 
adopted and ratified by several national primary care organizations including the 
American Academy of Family Physicians, American Academy of Pediatrics, 
American College of Physicians, and American Osteopathic Association who 
together developed the Joint Principles of the Patient Centered Medical Home [3]. 
The Society of General Internal Medicine took a leadership role in 2009 and con-
vened a series of conferences aimed at evaluating the efficacy of the PCMH 
movement.

Adapted from the Agency for Healthcare Research and Quality (AHRQ) defini-
tion [4], the Patient Centered Primary Care Collaborative (PCPCC) describes the 
medical home as “an approach to the delivery of primary care that is:

• Patient Centered: A partnership among practitioners, patients, and their families 
ensures that decisions respect patients’ wants, needs, and preferences and that 
patients have the education and support they need to make decisions and partici-
pate in their own care.

• Comprehensive: A team of care physicians and other providers is wholly account-
able for a patient’s physical and mental health care needs, including prevention 
and wellness, acute and chronic care.

• Coordinated: Care is organized across all elements of the broader health care 
system, including specialty care, hospitals, home health care, community ser-
vices, and supports.

• Accessible: Patients can access services with shorter waiting times, ‘after-hours’ 
care, 24/7 electronic or telephone access, and strong communication through 
health information technology (HIT) innovations.

• Committed to quality and safety: Clinicians and staff enhance quality improve-
ment to ensure that patients and families make informed decisions about their 
health.”

The early evidence regarding the outcomes of the PCMH model was mixed: it 
resulted in improved quality but a higher workload for team members [5]. However, 
as the model matured, the data reporting systems have improved, and there is 
increasing evidence of the efficacy of the PCMH transformation. Increased adop-
tion of the PCMH domains of function (such as the use of communication tools, an 
all-payer registry, generation and use of performance reports, tracking of metrics, 
and 24/7 access) correlated positively with improvements in cost and quality. As 
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with any systematic change, the impact of the PCMH model of care has become 
more apparent and impactful over time; incremental process improvements have 
yielded cost savings and broadened implementation of the model [6, 7].

PCMH primary care practices vary in their structure based on geography, size of 
the practice, patient population, and so on. It is not a “one-size-fits-all” framework. 
Some of the factors that inform the unique characteristics of a medical home include 
its location (e.g., urban versus rural setting), composition (e.g., solo/small practice, 
midsize primary care practice, large multispecialty practice, and academic-affiliated 
practice), the patient population it serves (e.g., health status and social determinants 
of health), and whether financial or performance incentives are provided [8].

Regardless of the specifics of the practice, PCMH adoption starts with the prac-
tice leadership committing to transformation and a payment structure to support the 
process. The clinic director is instrumental in driving and sustaining the change 
needed. As the primary care payment model becomes clearly linked to the demon-
stration of quality metrics (e.g., implementation of the Merit-based Incentive 
Payment System, or “MIPS”), academic practices have the unique opportunity to 
design quality improvement projects with the residents [9–11]. The PCMH model 
has demonstrated improved health outcomes and reduced inappropriate emergency 
room visits and readmissions, so quality improvement efforts linked to the PCMH 
model are likely to be impactful [12].

 Accountable Care Organizations

The term ACO was originally coined by researchers and policy experts to describe 
organizations such as hospitals, medical centers, and clinics that were integrated by 
way of technology and financial interests, working together toward achieving com-
mon clinical goals and outcomes. The ACO model was developed to provide effi-
cient, high value care within a multifaceted physician and provider setting.

It was not until the Patient Protection and Affordable Care Act (also known as the 
ACA or “Obamacare”) was signed into law by President Barack Obama in 2010 that 
the PCMH model truly gained national attention and the pathways for value-based 
payment using PCMH principles began at the federal level [13]. The ACA sup-
ported increased Medicare and Medicaid reimbursement for enhancing primary 
care and medical homes. This led to widespread pursuit of PCMH certification 
among clinics and organizations seeking enhanced reimbursement for the transfor-
mation. Subsequently, the Centers of Medicare and Medicaid Innovation (CMMI) 
launched several demonstration projects such as Comprehensive Primary Care Plus 
(CPC+) that sought to strengthen primary care through the development of region-
ally based multi-payer payment reform and care delivery transformation [14].

The ACA provided the beginning of Value-Based Care payment reform and 
ACOs [15]. This was based on incentivizing medical groups, health systems, and 
other healthcare providers to coordinate clinically efficient and cost-effective patient 
care. The physicians, clinics, and healthcare providers become eligible for various 
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benefits (financial and/or other bonuses) when clinical care is delivered effectively 
with quality outcomes. Hospitals and physicians must meet specific quality bench-
marks, which focus on disease prevention, managing patients with chronic diseases, 
and keeping patients healthy. In order to form an ACO, a formal legal entity with an 
organizational structure needs to be formed to both receive and distribute shared 
savings.

Like in the PCMH model, ACOs must develop processes to promote evidence- 
based medicine, to report on quality data, and to coordinate care and meet the crite-
ria of patient centered care [16]. While ACOs refer to Medicare value-based payment 
models, several Medicaid and other insurances have similar models. It is essential 
that academic medical centers align their training missions with high value care [17].

 PCMH Certification/Recognition

There are several organizations that have accreditation or recognition programs that 
clinics can apply to get “official” PCMH status . The National Council on Quality 
Assurance (NCQA) PCMH recognition program is one of the most widely adopted 
models for transforming primary care practices into medical homes . Other pro-
grams include the Utilization Review Accreditation Commission (URAC), the Joint 
Commission Primary Care Medical Home Program, and the Accreditation 
Association for Ambulatory Health Care Medical Home Program. All the certifica-
tion programs have costs associated with the application and maintenance of the 
certification [18, 19].

 Initial Application

As with any major program that has an impact on the fundamental structure of the 
clinic, it is important to engage leadership (system/hospital/medical group/health 
center) to establish stakeholder buy-in. In addition, it is important to have support 
from the residency program. Although these efforts can be spearheaded by the aca-
demic clinic directly, in large health systems it is not unusual for the system leader-
ship to decide to pursue NCQA recognition and bring in the clinic and residency 
leadership in later to implement the process.

All certification pathways (NCQA or alternative certification) require a fea-
sibility analysis and it is important for the clinic director or manager to assem-
ble a small leadership team who will spearhead the initiative. This team should 
include representatives from all stakeholder groups (e.g., patients, clinical and 
administrative staff, nurses, faculty, residents, and HIT personnel). The applica-
tion process for certification is long and onerous. The group should pick the 
organization for recognition/certification based on discussions with the health 
system leadership. Familiarity with the certifying organization (by means of 
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existing centers of excellence, patient safety standards, or preferences from the 
payer with whom the pilot is considered) should be considered. Champions 
should be identified early.

The PCMH transformation process must be approached methodically, and a 
project manager should be assigned. The certifying organizations have clearly orga-
nized educational sessions such as conferences, webinars, and checklists, all of 
which are very helpful. Most electronic health records (EHRs) also have built-in 
registry functions or population health tools that can aid the process. However, it is 
important to recognize that considerable work may be needed to improve the quality 
and attribution of the dataset based on the organizational HIT sophistication.

Taking an inventory of available reports and mapping them to the standards help 
with organization of the data. This should be followed by development of work-
flows to manage the transformation.

The team that is involved in the certification or recognition process should meet 
regularly, with a predetermined agenda using project management techniques to 
ensure timely completion of the process. Initial certification should take between 3 
and 12 months based on the resources available. The PCMH framework includes the 
six concept areas listed above. The levels of recognition are based on a point system. 
There are 40 core criteria, and a practice must pass all 40 core criteria. In addition, 
the practice must demonstrate activities to obtain at least 25 credits of elective cri-
teria across the concept areas that include demonstration of measurement of quality 
of care and expanded access to care. Patient involvement is a requirement that must 
begin at the outset of the PCMH recognition process. It is not unusual for clinics to 
start the process and add patients to the implementation team or develop a Patient 
Advisory Council (PAC) as an afterthought. In order for the process to be truly 
patient centric, the planning team must invite patients to join the transformation 
early on, with clear goals and educational sessions for the patients. Patient represen-
tatives can provide the clinic with insight into most of the processes and are typi-
cally willing partners for transformation [20]. Additionally, inviting residents and 
staff to attend the PAC meetings and giving them a formal seat at the table should be 
encouraged; this promotes collaboration and involvement of the entire team in the 
transformation process.

 Residency Clinic Director’s Role

As with any transformative process, the clinic director plays a significant role in 
championing the project, marketing it to faculty colleagues and residents, and 
developing small quality improvement projects that involve faculty, residents, and 
students to help with the certification process.

Engaging the residency program director and faculty is advantageous to both the 
clinic leadership and the residency program. PCMH transformation fits well into the 
Clinical Learning Environment Review (CLER) focus areas [21] defined by the 
Accreditation Council of Graduate Medical Education (ACGME). Involving 
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residents and faculty will also ensure that the residency program is enhanced by the 
process. For example, many residency clinics care for large populations of patients 
with significant health care disparities; integrating the PCMH competencies into the 
population health curriculum within residency training can inspire residents to 
make changes in their practices and witness real-time transformation. Using a stan-
dard process for quality improvement such as the Plan-Do-Study-Act (PDSA) cycle 
and following the Standards for Quality Improvement Reporting Excellence 
(SQUIRE) [22] guidelines on reporting quality improvement make this exercise 
into an academic project worthy of scholarship.

 Maintaining Certification

Achieving certification or recognition is the first step in the process of PCMH trans-
formation. To ensure that the process is woven into the fabric of the clinic, the clinic 
director and leadership should model the patient centered behaviors such as ensur-
ing expanded access to care, timely reporting of test and referral results, accommo-
dating patient preferences, and shared decision-making. For example, it is not 
unusual for patients to arrive late to clinic and be turned away, and then subse-
quently coded as a “no-show” in the scheduling system. Depending on clinic policy, 
this may result in discharge from the clinic. Instead, clinics might consider imple-
menting some form of open access scheduling to accommodate patients who have 
transportation issues. Having a care coordinator to maintain contact with patients to 
follow up on referrals and address patient access issues such as transportation etc. 
ensures that the care is patient centered. Unless clinics pay attention to the continu-
ous process of quality improvement, they may experience lapses. Presenting PCMH 
reports (based on the reporting criteria) at faculty and resident meetings as a stand-
ing agenda item is recommended to improve awareness, transparency, and continu-
ous improvement.

In an academic medical practice, access to care is often limited by conflicting 
schedules, teaching conferences, and other educational activities. Redesigning 
the process of health care delivery is essential and can be accomplished by 
expanding care team to include pharmacists and nurses [23]. Staff and physician 
training is essential [24]. Special effort must be placed on standardizing Health 
Insurance Portability and Accountability Act (HIPAA)-compliant communica-
tion methods between patients and also between members of the care team; 
email, text messaging, and telemedicine often improve access to care.

For clinics with many high-risk or vulnerable patients (i.e., significant needs 
around the social determinants of health, behavioral health problems, pain and 
addiction, or homelessness), multidisciplinary rounding has been shown to be effec-
tive (with the involvement of the entire care team including home visit nurses and 
social workers when indicated) [25]. Developing multidisciplinary team-based 
rounding requires a significant preparation of agendas, process for identification or 
referral of patients, and regular follow-up.
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 Engaging Patients and Patient Advisory Councils

As previously noted, patients are a valuable and a necessary partner during PCMH 
transformation. One common error during the process is that when PACs are devel-
oped, these advisory councils may not be clear on their roles, nor feel empowered 
to make recommendations to improve care. While developing a PAC, it is important 
to spend time defining the makeup of the PAC and to identify the resources needed. 
The PAC must represent the community of patients. Clinics with high numbers of 
non-English-speaking patients should make a special attempt to bring interpreters 
and present materials (agendas and information) in the appropriate language and 
level of health literacy. It is also important to share data with the PACs to seek their 
help in the improvement process. In the author’s experience, patients can help with 
setting agendas, improving satisfaction scores by serving as “secret shoppers,” and 
developing pre-visit questionnaires. Academic clinics with empowered PACs are 
also positioned to apply for Patient Centered Outcomes Research Institute (PCORI) 
grants. They are also helpful in piloting initiatives around shared decision-making 
and providing the patient perspective on high-value care.

 Understanding Data and Value-based Payment

Increasingly, there is an almost visceral reaction that most physicians display while 
being given their data. Per Sandy et al., “In today’s health care environment where 
the practice of medicine is increasingly data-driven, it is important for physicians 
to develop appropriate practice management actions based on the data, and avoid 
both overreaction and underreaction” [25]. This source further notes that there is a 
positive association between the NCQA recognition program and achieving qual-
ity benchmarks, but it may also be negatively associated with achieving efficiency 
benchmarks. The efficiency benchmark tends to be achieved at a later stage of 
PCMH transformation/ACO implementation. This is likely due to the addition of 
new workflows early in the transformation process while simultaneously failing to 
remove redundant or ineffective processes. In order to ensure that efficiency and 
costs are contained while applying for and subsequently maintaining certification, 
it is important for the clinic leadership to manage overall processes using strategies 
such as the Situation, Background, Assessment, and Recommendation (SBAR) 
model for standardized communication process improvement, and quality improve-
ment strategies (e.g., PDSA or Lean Six Sigma) to reduce the additional burden on 
staff and faculty [26–28]. The clinic data team involved in developing the reporting 
framework must initially educate themselves on the quality of data. Despite signifi-
cant widespread adoption of electronic health records, lack of good quality data is 
often the norm rather than the exception. Being prepared to evaluate and help 
“clean the data” is an important step that will determine the success of the transfor-
mation. It is important that the faculty members who are responsible for the 
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standards be accountable to the leadership team to ensure that the standards and 
metrics are met. In the author’s experience, increasing numbers of residency clin-
ics have dedicated administrative time built into block clinic rotations to achieve 
this objective. It is important both for the residents and supervising faculty that 
there exist clear expectations and a curriculum that defines coordination essential 
for patient centered care. This is an important venue of engaging the learners (resi-
dents as well as the faculty who may not be familiar with the process of data mea-
surement and improvement). Having a robust PCMH/ACO care coordination 
program can lead to innovative curricula and programs that may, in turn, attract a 
higher caliber of residents and faculty [29, 30].

 Conclusion

While the journey of transformation toward becoming a Patient Centered Medical 
Home is long and arduous, the impact on improved care, patient satisfaction, and 
joy of practice is worth the effort. PCMH certification is the first step toward improv-
ing the health system, and the clinic director plays an important role in leading the 
transformation efforts as well as acting as a cheerleader for them. PCMH transfor-
mation is vital for academic clinics to ensure that they truly provide high-value care; 
taking care of patients with complex chronic diseases should be at the forefront of 
population health initiatives. Clinic directors are in the unique position to help lead 
the redesign of primary care health care delivery and guide projects to ensure that 
the transformation efforts support the scholarly activities needed to fulfill ACGME 
requirements for residents and faculty. The clinic director is instrumental when 
adopting a PCMH model of care.
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Chapter 33
Federally Qualified Health Centers

Shwetha Iyer, Mary Gover, and Magni Hamso

 Introduction

Federally Qualified Health Centers (FQHCs) are part of the nation’s medical safety 
net, with 1400 unique FQHCs serving over 28 million patients annually in under-
served, resource-poor areas across the United States [1]. FQHCs are authorized 
through the Centers for Medicare and Medicaid Services (CMS) and receive 
enhanced payments (encounter rates) to offset the costs of caring for their largely 
uninsured and publicly insured patients [2]. Although the missions of FQHCs and 
internal medicine residency programs largely overlap—providing quality care to 
underserved populations—few collaborations between FQHCs and internal medi-
cine residency programs exist [3].

It is well known that residents tend to stay within a 100-mile radius of their train-
ing site and that those who work at an FQHC during their training are more likely 
to continue to care for the underserved on graduation [4–10]. Over the last few 
decades, there have been several attempts to increase the number of postgraduate 
training programs at FQHCs. These efforts reflect the need to improve the diversity 
and distribution of the primary care physician workforce and have been led by the 
Area Health Education Center program, established in 1972 and funded by the 
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Health Resources and Services Administration, and by the Teaching Health Center 
Graduate Medical Education program, funded under the Patient Protection and 
Affordable Care Act in 2010 [11–13]. Even so, few residency programs have formal 
relationships with FQHCs; in fact, per a 2016 analysis of the Accreditation Council 
for Graduate Medical Education (ACGME) and CMS data, only 4% of family medi-
cine and 5% of internal medicine training sites were at community-based health 
clinics [3].

There are several barriers to the development and maintenance of affiliations 
between residency programs and FQHCs that likely contribute to the low number of 
FQHC-based training sites. However, FQHCs and residency programs share a com-
mon commitment to service and providing high quality care to their communities, 
making collaboration potentially fruitful for both parties. In this chapter, we review 
the benefits and challenges of FQHC–residency partnerships along with some 
potential solutions. We also discuss several successful partnerships.
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 Benefits for Residency Programs

 Diverse Patient Population

The ACGME requires that residents achieve proficiency in designated competencies 
prior to graduation, including the ability to demonstrate “respect and responsiveness 
to diverse patient populations” [14]. Patients served by FQHCs tend to be racially 
and ethnically diverse, often comprising recent immigrants and refugees in addition 
to long-established minority communities [1]. This diversity provides residents 
exposure to different cultures and backgrounds and allows them to practice the 
skills of cultural humility within their continuity clinics [15]. Even more impor-
tantly, by providing primary care training in communities that may have been 
impacted by structural racism such as police violence and redlining (systematically 
denying loans to individuals living in poor communities or areas deemed to be of 
high financial risk), FQHC–residency partnerships provide residency programs the 
opportunity to explicitly address racism and to train primary care leaders who 
understand and can work alongside communities to eliminate structural racism 
[16–18].

 Team-Based Care

FQHCs involve residents in team-based primary care. Many FQHCs are leaders in 
the patient-centered medical home (PCMH) movement, and FQHC–residency part-
nerships can expose residents to PCMH fundamentals such as team huddles, team- 
based electronic communication, and physician–staff pairing. In addition, many 
FQHCs have implemented behavioral health integration. Under the behavioral 
health integration model, primary care physicians work together with embedded 
behavioral health counselors and a consulting psychiatrist to diagnose, treat, and 
monitor patients with common psychiatric conditions such as anxiety and depres-
sion. The model includes care coordination, dedicated interdisciplinary meetings, 
and structured team communication and has been shown to improve patient out-
comes and empower physicians to manage behavioral health conditions in primary 
care [19]. Some FQHCs also employ physician assistants and nurse practitioners 
who can help manage residents’ panels when they are on inpatient rotations or who 
can refer their more complicated patients to the internal medicine residents for care 
[12, 15, 20]. The experience in team-based care that residents receive through 
FQHC–residency partnerships translates into practice: residents trained at PCMH 
sites are more likely to engage in tasks defined by the National Center for Quality 
Assurance including providing care between visits, accommodating for language 
barriers, screening for substance use disorders, and performing medication recon-
ciliation. In addition, they are more likely to advocate for patients and help them 
connect with community-based resources [21]. FQHC–residency partnerships can 
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thus facilitate primary care training in interdisciplinary teams that will prepare resi-
dents for real-world, team-based primary care and help them succeed in caring for 
psychosocially and medically complex populations in the future.

 Broad Clinical Experience

The breadth of patients cared for by FQHCs is tremendous. FQHCs exist in urban 
and rural underserved areas with patient populations that include young, healthy 
individuals, the elderly with multiple comorbidities, and people of all ages with 
conditions that are highly medically complex. Patients in care at FQHCs are more 
likely to present with serious and chronic conditions compared to patients in care 
with private practitioners [1]. FQHCs are not only focused on preventative health 
and routine primary care; many FQHCs are starting to incorporate hepatitis C and 
HIV treatment into their chronic disease management. In fact, in order to make it 
easier for people living with HIV/AIDS to obtain quality and culturally appropriate 
care in their own communities, one component of the National HIV/AIDS Strategy 
is to expand the number of FQHCs that provide HIV care [22, 23].

FQHC physicians are often on the front lines of screening for and providing 
mental health care, driven by the tandem forces of the prevalence of mental illness 
in this population and the paucity of psychologists and psychiatrists in underserved 
areas [24–26]. These programs are also more likely to have faculty members who 
prescribe buprenorphine for opioid use disorder and graduates who pursue addi-
tional training in addiction medicine [27]. FQHCs thus expose residents to different 
medical and behavioral health problems, giving them a robust clinical education and 
preparing them for future practice [28].

 Social Determinants of Health

FQHC–residency partnerships prepare residents to address their patients’ social 
determinants of health (SDOH). FQHCs care primarily for individuals living at or 
near the federal poverty level, with many patients struggling with food insecurity, 
unstable housing, criminal justice-involvement, and lack of health insurance. When 
providing primary care at FQHCs, residents must actively consider the impact of 
SDOH on the well-being of their patients. Although these structural and psychoso-
cial issues can make providing basic primary care more complicated, working with 
patients whose health is affected by social systems provides real-world experience 
for residents to develop the skills needed to help their patients navigate community- 
based resources, social services, and the medical system. In fact, the strongest pre-
dictor of resident competence in identifying and addressing SDOH is training in an 
underserved setting [18, 29].
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The ACGME developed the Clinical Learning Environment Review (CLER) 
program to assess and advance the quality of residents’ and fellows’ education 
through accreditation. As part of CLER, residency programs have been tasked with 
developing specific efforts to reduce disparities and improve community health. 
FQHC–residency partnerships meet this charge by giving the opportunity for resi-
dents to gain competence in working with marginalized communities and by 
increasing health-care access—through a larger workforce—to communities 
impacted by SDOH [18]. Furthermore, many FQHCs are closely connected to com-
munity organizations such as food banks, shelters, job training programs, and sub-
stance use treatment programs. Residencies can collaborate with these community 
partners who can in turn teach residents about their resources and the biopsychoso-
cial approach to health [1, 15, 24, 25, 30, 31].

 High-Value Care

Another benefit of incorporating internal medicine residency programs into FQHCs 
includes exposing residents to cost-conscious care. FQHCs offer care on a federally 
set sliding scale for uninsured and underinsured patients, but costs quickly add up, 
forcing residents to prioritize diagnostic testing and care in partnership with their 
patients. Similarly, FQHCs have access to a low-cost federal formulary of medica-
tions (i.e., the 340b program); however, as patients often struggle to afford multiple 
medications, residents need to think critically about which medications are truly 
crucial for that patient’s care [2]. The literature is mixed regarding the impact of 
working in an FQHC on the development of cost-conscious physicians [32, 33]. 
However, residency programs can increase the culture of high-value care by includ-
ing explicit training in these areas, increasing access to financial data, and encourag-
ing regular discussions about value [33]. FQHC–residency partnerships can give 
residents real-world experience with high-value care.

 Benefits for FQHCs

 Workforce

In addition to internal medicine training programs benefiting from having their 
ambulatory training at FQHCs, FQHCs can benefit from partnerships with aca-
demic medical centers. Many FQHCs struggle with regular turnover in their work-
force, often because of lower pay. Turnover has also been blamed on excessive 
workload and issues regarding autonomy and work control often present in com-
munity health center work [18, 34–36]. Partnerships with academic medical centers 
guarantee a stable workforce through supervising attending physicians and three 
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classes of residents that are replenished each year. Moreover, residents who train at 
FQHCs often continue to care for underserved patients in the area after graduation 
[4–8, 18], and FQHCs have the opportunity to recruit and retain them at their clinic. 
Residency programs retain control over the number of patients residents are sched-
uled to see each session, protecting them and their supervising attendings from 
excessive workloads. At the same time, each attending can see more patients through 
supervision than they can on their own, facilitating the FQHC’s goal of increasing 
patient access and maximizing visit numbers. Additionally, retained physicians are 
uniquely equipped to contribute to strategic planning of the FQHC by making sure 
the needs of the community are met based on their training experience [18].

While some aspects of working at an FQHC can be more challenging for practic-
ing physicians, educating students and residents can reduce burnout and connect 
attendings to the reasons they went into medicine to begin with [18]. This connec-
tion to medical education can help retain faculty at these sites.

 Finances

Federal rules governing Medicare and Medicaid payments to FQHCs incentivize 
volume over complexity [2]. FQHCs therefore may emphasize the number of patient 
encounters more than hospital-based residency clinics and residency programs. 
However, having residents at an FQHC can facilitate this process. As residents prog-
ress through their training and can see more patients per session, they can together 
see more patients than their supervising physicians could on their own. This allows 
FQHCs to generate more revenue and offsets the cost of accommodating junior 
physicians who need more time per encounter [37].

 Quality of Care

By partnering with a residency program, an FQHC builds a connection with the 
affiliated hospital system. This affiliation can create a structured and reliable refer-
ral system for the patients of the health center, which previously may not have been 
available. Physicians can be confident in the quality of their referral system and 
communication around referrals, and patients benefit by improved access to neces-
sary specialists [38].

Additionally, CLER has required residency programs to formulate patient safety 
curricula and provide training in quality improvement [39, 40]. This directive has 
led FQHC–residency partnerships to formally build quality improvement into their 
work—an endeavor that FQHCs want to engage in but do not often have the time or 
resources to implement [14, 18, 41].
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 Challenges

Significant benefits exist in partnerships between residency programs and FQHCs, 
especially when it comes to learning opportunities for residents and retaining and 
expanding the primary care physician workforce. At the same time, there are real 
challenges that can hinder successful, long-term relationships if not appropriately 
addressed.

Many of these challenges have also been experienced by family medicine resi-
dency programs partnering with CMS-certified Rural Health Clinics (RHC), which 
have a similar goal to FQHCs of increasing access to care in underserved areas. 
Unlike FQHCs, however, RHCs provide less comprehensive primary care services, 
must be located in rural shortage areas, and rely heavily on non-physician practitio-
ners by law [42]. New formal partnerships between internal medicine residency 
programs and RHCs exist; however, family medicine residency programs have long 
collaborated with RHCs through rural training tracks (RTT) and their lessons 
learned also inform this section [38].

 Administration and Governance

The biggest barriers to a successful FQHC–residency partnership center around 
governance, administration, and funding. In fact, nearly 30% of program directors 
cite governance (adhering to the rules and regulations of the supervising body) as a 
significant barrier to a successful working relationship between FQHCs and resi-
dency programs [43]. Residency programs are subject to the rules and requirements 
of the ACGME and the Resident Review Committee (RRC) that focus on education, 
while FQHCs are governed by a board of directors that focus on delivering primary 
care as well as accrediting bodies such as the Joint Commission and federal agen-
cies such as CMS. The different priorities of the bodies governing the residency and 
the FQHC can make it difficult to meet the goals and needs of the respective orga-
nizations [43, 44].

While governance is the most frequently mentioned barrier to successfully main-
taining an FQHC–residency partnership, gaps in leadership are highlighted as the 
most important initial barrier. Hospital administrators or residency program direc-
tors may fail to initiate an affiliation with an FQHC due to a lack of knowledge 
about FQHC–residency program collaborations. They also often have misconcep-
tions about disorganization and poor management at community health clinics 
and—for those programs that intend to utilize FQHC physicians as resident educa-
tors—may be skeptical about the quality of teaching provided by FQHC physicians 
[30]. Poor communication between the residency program director and the FQHC 
can exacerbate this potential barrier [43]. Family medicine residency programs with 
RTTs at RHCs also cite the importance of leadership. In fact, program directors 
suggest that a strong leader and faculty member who is on site, is passionate about 
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and connected to the local community, and understands the competing demands of 
both the RHC and the residency is instrumental for not just initiating but also main-
taining the partnership [45].

Administrative complexity can also make collaboration difficult. FQHCs must 
ensure that there are enough support staff to deal with large fluctuations in the num-
ber of physicians while remaining flexible with frequently changing resident sched-
ules. The discontinuity of residency clinic scheduling directly challenges the 
provision of continuity of care provided at the FQHC. Additionally, the frequent 
cycles of privileging and training of new physicians associated with residency pro-
grams can lead to extra administrative burdens not usually dealt with by FQHCs. 
Ultimately, for a partnership to be successful, there needs to be a balance between 
the clinic’s needs and the residency’s needs and an understanding from both pro-
grams’ leadership about how to address those needs simultaneously [38, 43, 44].

 Funding

The issue of funding is another crucial barrier to FQHC–residency partnerships. 
Underfunding on both sides is common. Each organization needs to protect its own 
funding streams and often cannot absorb costs that are not directly associated with 
their primary mission. Each entity may feel as though the other has more resources 
to help pay for salaries and other costs [30, 43–45]. Moreover, there may be unique 
costs associated with the affiliation including salaries for additional support staff 
and for supervising attendings who precept residents. There is significant discrep-
ancy as to the financial implications of training residents, with studies citing any-
where from a cost of $7000–$14,000 per resident per year to a profit of about $1000 
per resident over expenses, depending on the availability of volunteer preceptors, 
FQHC contributions, and the number of patients seen by residents [37].

Actively addressing these potential financial risks and identifying diverse fund-
ing streams can be crucial for initiating and maintaining an FQHC–residency part-
nership [45]. There are creative ways for FQHC–residency partnerships to bring 
down costs. When the FQHC–residency partnership is affiliated with the residency 
program’s home hospital, inpatient revenue from supervising physicians can con-
tribute to residency training and offset some costs lost to precepting. Additionally, 
the number of patients seen by residents can be modified as long as the numbers do 
not exceed RRC standards, allowing attending physicians to care of more patients 
per hour while precepting than they could seeing patients on their own. Pursuing 
grant funding and working with state legislatures and Medicaid programs to fund 
residency slots may also improve the financial viability of FQHC–residency part-
nerships [37, 45–48]. Ultimately, financial considerations can be complex, and it is 
essential for the FQHC and residency program to address funding together at the 
initiation of the partnership.
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 Logistics

The logistics of practicing at an FQHC can also make it a challenging primary care 
experience for residents. FQHCs may utilize a different electronic medical record 
(EMR) system from their affiliated hospitals, and many FQHCs leverage complex 
multi-hospital referral systems to accommodate their uninsured and underinsured 
patients [49]. Residents also complain about inefficiencies in the clinic system 
related to triage, medication refills, paperwork, and wait times for referrals and 
diagnostic tests [30, 49, 50]. Additionally, although likely mitigated by the move 
toward X + Y residency scheduling models and team-based care, some residency 
programs still require residents to follow up on clinic tasks during non-clinic rota-
tions. This work can be especially complex in an FQHC environment both for the 
reasons described above and because patients at FQHCs often have complex social 
determinants of health. Ironically, although X  +  Y residency scheduling models 
may simplify clinic follow-up work somewhat for residents, the periodic rotation of 
new residents into the clinic setting can still make logistics difficult for the 
FQHC. For example, the FQHC staff may struggle to understand and accommodate 
resident schedules, especially if the residency program is not large enough to main-
tain a continuous presence at the FQHC.

No-shows present a frequent challenge to FQHCs as well, with rates varying 
from as low as 5% to as high as 55% [38, 51]. The low-income patients that FQHCs 
serve frequently have difficulty affording health-care costs even at the FQHC slid-
ing scale price, struggle with transportation and childcare, and have trouble getting 
time off from work [1]. Patients are also often scheduled months ahead of time, and 
too much time between scheduling an appointment and the appointment date can 
affect attendance rates [51, 52]. No-shows reduce physician productivity, increase 
costs, and ultimately prevent clinics from effectively serving their patients by reduc-
ing their functional capacity [52]. FQHCs must consider options in dealing with this 
high no-show rate, including overbooking and sending out patient reminders, espe-
cially as residents with less consistent schedules are added to their workforce. 
However, despite these challenges, morale among academic FQHC physicians is 
typically high, reflected in enhanced recruitment and retention, making the partner-
ship a desirable one [44, 49].

Another unique logistical barrier at FQHCs is the need to adapt to the diversity 
of the patient population and the many languages spoken by patients. In fact, accord-
ing to recent national surveys, 63% of hospitals and 54% of general internal medi-
cine physicians treat patients with limited English proficiency on a weekly basis, 
while 84% of FQHCs do so every day [53]. Some potential solutions for this issue 
include developing operating procedures to support language access, scheduling 
appointments to take into account the availability of language services, making tele-
phone language lines available in all exam rooms, providing periodic training on 
communication skills, and developing patient education materials and forms in mul-
tiple languages and at a low literacy level [53]. Language services, however, are 
expensive [54]. While FQHCs often try to hire staff that are at least bilingual with 
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the primary language of their patient population to cut down on the costs of inter-
preting services, this is not possible within residency training, so the cost of inter-
pretation services may go up when incorporating trainees into an FQHC.

 Steps Toward Partnership

As real benefits and challenges exist, it is important to highlight best practices when 
establishing FQHC–residency partnerships. Structured interviews and focus groups 
with practice administrators, medical directors, primary care association members, 
university faculty members, residency program directors, FQHC board members, 
and government representatives from ten states identified three ways to overcome 
barriers to successful affiliation: (1) a shared mission of service and education; (2) 
new funding sources that facilitate the shared mission, account for costs associated 
with training residents, and protect existing funds; and (3) clear communication 
regarding governance and administrative responsibilities [44].

First and foremost, there has to be a shared mission regarding service to the com-
munity and providing excellent clinical care to the population served by the 
FQHC. Training residents at the FQHC must be consistent with the goals of the resi-
dency program. In addition, an in-depth examination of the financial status of the 
residency is necessary; if financial barriers are identified, possible solutions need to 
be generated. These parallel steps must take place at the FQHC once an appropriate 
FQHC has been identified [30].

The next step should include forming a joint FQHC and residency task force to 
devise a partnership plan. The members of this task force may include the residency 
program director, an administrator from the residency and/or sponsoring hospital, 
an FQHC executive or clinic medical director, an FQHC board of directors repre-
sentative, and a lawyer for the FQHC. This group will need to outline the financial, 
service, educational, and legal responsibilities of the residency (and/or sponsoring 
hospital if appropriate) and the FQHC as the partnership is developed [44].

Introducing residents to the FQHC could begin with block rotations or participa-
tion in a community health project and eventually extend into longitudinal training 
experiences such as continuity clinic. Lastly, a joint strategic planning committee 
for ongoing monitoring and evaluation of the partnership is recommended [30] (see 
Fig. 33.1).

 Partnership Examples

There are several examples of successful FQHC–residency partnerships described 
in the literature [31, 34, 55]. These FQHC–residency partnerships have been suc-
cessful because the FQHC and residency program had a shared mission, 
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ASSESS FINANCIAL STATUS OF RESIDENCY PROGRAM AND FQHC BY RESPECTIVE LEADERS

Develop affliation plan

Formulate timetable for financial arrangements and curriculum changes

KEY SUGGESTED MEMBERS:

FGHC: Medical Director, Chair of Board of Directors, lawyer

Residency : Program Director, administrator, possibly also a preceptor and resident

Block rotations for residents or other brief experiences at first
Subsequent longitudinal training through continuity clinics
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IMPLEMENT

MONITOR

PARTNERSHIP BETWEEN ENGAGED LEADERSHIP

SHARED  MISSION:
Provide quality primary care to the community

Governance
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Educational
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Residency Program Director
(+/- Hospital Leadership)

Clinic Medical Director

Governance

Board of Directors 

Administrators
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ACGME Rules

Joint committee to conduct ongoing evaluation of partnership-

-
-

Fig. 33.1 Steps toward FQHC and residency program partnership. Figure developed based on 
research by Gordan and Hale [30] and Morris and Chen [44]

communicated openly about their governing bodies’ priorities, and decided on 
funding streams from the beginning of their partnerships.

 California

The Keck School of Medicine of the University of Southern California successfully 
merged their struggling residency training clinic with a local hospital and community 
health center in 2012, in order to forward their shared mission of caring for the under-
served and meet the short- and long-term goals of each institution. The residency 
program needed to increase its residents’ numbers of outpatient sessions in order to 
comply with ACGME training program requirements, the local hospital needed to 
expand its referral base, and the community health center needed to improve its qual-
ity assurance activities and technological/EMR infrastructure. As a result of the col-
laboration, the residency program was able to recruit an increasingly competitive 
class of residents and to meet ACGME outpatient encounter requirements. The 
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community health center obtained FQHC status, implemented an EMR, and expanded 
its patient volume. In turn, the local hospital began receiving more referrals for hos-
pital-based specialty care and diagnostics. Although it took about eighteen months to 
establish, the collaboration was successful because the institutions had a shared mis-
sion, and the leadership at each site was willing to prioritize each partner’s goals 
equally and committed to making the collaboration happen [34].

 Connecticut

An internal medicine program at Norwalk Hospital in Connecticut developed a part-
nership with an FQHC in order to improve their residents’ outpatient training and 
better serve the community. In exchange for moving all of their primary care ser-
vices and outpatient training to the FQHC, Norwalk Hospital and the residency 
program helped the FQHC renovate its premises and subsidized the cost of internal 
medicine staff. The relationship was successful, expanding patient encounters and 
improving patient satisfaction, as well as reducing clinic staff turnover. Although it 
took two years to negotiate, the partnership worked because the leadership at both 
the hospital-based residency program and the FQHC recognized their shared mis-
sion of caring for the community and were able to identify mutually beneficial out-
comes from the partnership [56].

 New York

The Residency Program in Primary Care/Social Internal Medicine (PC/SIM) at 
Montefiore Medical Center has a successful partnership with an FQHC that demon-
strates the multiple benefits a residency program can reap from such a partnership. 
In this section the authors share their personal knowledge and experience.

Montefiore is a large academic hospital located in the Bronx, NY, with a mission 
to deliver quality care to the underserved. In the 1980s, it opened the first hospital- 
based Department of Social Medicine in the country. As part of its mission to expand 
primary care access in the Bronx, Montefiore partnered with a coalition of FQHCs 
and school-based health centers, which is now known as the Bronx Community 
Health Network. The PC/SIM Residency Program specifically collaborated with the 
Comprehensive Health Care Center (CHCC), one of the FQHCs from this coalition, 
in the early 1990s. This relationship has been successful because of the hospital, 
residency, and FQHC’s shared mission of providing quality primary care to the 
Bronx community; a close working relationship between the programs’ administra-
tors; and the hospital’s willingness to financially back the collaboration. Some high-
lights of this collaboration include having residency core faculty supervise residents 
and see their own patients at the same FQHC, as well as established education for 
residents around caring for specific patient populations seen at the FQHC.  The 
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faculty, many of whom are graduates of PC/SIM, have created formal, long- standing 
partnerships with community-based organizations that work with recent immi-
grants, justice-involved individuals, persons in supportive housing, and individuals 
struggling with substance use disorders, giving residents excellent community- 
oriented training in addressing SDOH and improving care for vulnerable patients.

This FQHC–residency partnership is one in which the FQHC has become an 
ambulatory site of the hospital system with dual governance from the hospital ambu-
latory care network and the Bronx Community Healthcare Network. Consequently, 
while clinical time generates most of their salaries, the core faculty receive addi-
tional support from hospital departments to cover teaching and administrative time. 
The medical director of the FQHC also serves as an associate department chair for 
the hospital’s Department of Medicine and the assistant medical director is the asso-
ciate program director of the residency program. The close collaboration and even 
overlap between hospital, residency, and clinic leadership has been crucial for main-
taining this long-standing, successful FQHC–residency partnership. The affiliation 
between Montefiore, CHCC, and PC/SIM highlights the importance of having a 
shared mission between the organizations and establishing a strong and continued 
partnership between leadership of all groups. It also illustrates the many training 
opportunities a long-standing partnership with an FQHC can facilitate.

 Conclusion

Although there are challenges to establishing partnerships between FQHCs and 
residency programs, there are many benefits. Not only can residents receive superb 
outpatient medical training at FQHCs, but they will also obtain experience caring 
for a medically and psychosocially diverse patient population, have the opportunity 
to grapple with SDOH, learn how to work in an interdisciplinary team, and practice 
cost-conscious care. FQHCs benefit by having a stable workforce and by having the 
opportunity to recruit well-trained, prepared physicians dedicated to caring for the 
underserved. In order to create a successful FQHC–residency partnership, it is vital 
to have a shared mission of service and education, explore reimbursement streams 
that facilitate the shared mission and account for the costs associated with training 
residents, understand governance requirements, and clearly delineate administrative 
tasks and roles for both the residency program and the FQHC.
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Chapter 34
Veterans Affairs Continuity Clinics

Rebekah Kaplowitz and Himabindu Kadiyala

 Introduction

Outpatient primary care clinics in the Veterans Affairs (VA) Healthcare System pro-
vide a learning environment where medicine residents can train using a multidisci-
plinary team-based structure. Medicine residents with VA continuity clinics can 
establish longitudinal relationships with staff and patients, as well as utilize the data 
analysis resources of the VA to monitor and improve quality of care. This chapter 
describes the structure of VA continuity clinics within many graduate medical edu-
cation training models and suggests strategies to ensure educational rigor while 
providing primary care for male and female military veterans with many physical 
and mental health challenges.
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• Patient care between clinic sessions
• Patient and resident engagement with the APACT
• Demographic and clinical differences between VA and continuity clinic 

populations
• Primary care-mental health integration in the educational setting
• Care in resident continuity clinic for women veterans
• General considerations when establishing a resident clinic in the VA
• Maintaining educational quality
• Conclusion

 Background

Since 1946, the Department of Veterans Affairs (VA) has partnered with US medical 
and allied health professional schools in its mission to train generations of health 
professionals [1]. A key requirement for residency training in internal medicine is 
the continuity clinic [2], and the VA academic medical center provides opportunities 
for this outpatient experience. In VA primary care clinics, residents are embedded 
within an interdisciplinary team of health-care professionals such as nurses, clinical 
pharmacists, social workers, dietitians, nurse practitioners, and physician assistants 
to meet the needs of a demographically and clinically unique population of patients. 
The VA has a distinctive organizational structure as a publicly funded health main-
tenance organization for a patient population limited to US military veterans and in 
rare cases their non-veteran spouses [3–5]. Residents who are trained in VA clinics 
must still obtain adequate case mix for gender, age, and comorbidities in order to 
receive high-quality medical training as defined by the Accreditation Council for 
Graduate Medical Education (ACGME). This chapter will explore strategies to 
leverage the resources of the VA primary care clinics to improve graduate medical 
education and the quality of patient care, including discussion of different schedul-
ing models for integration of residents within the primary care team [6].

 PACT and Academic PACT

The health-care team in academic as well as nonacademic VA primary care settings 
is aligned according to patient-centered medical home principles called the Patient 
Aligned Care Team (PACT) [7]. The model has an emphasis on multidisciplinary 
care, care coordination, nontraditional encounters such as tele-health monitoring 
and group visits, and patient-centered communication [8–10]. Since the PACT mod-
el’s national implementation in 2010, there is evidence that it reduces the number of 
emergency room visits and hospital admissions secondary to ambulatory care sensi-
tive conditions [8, 11].
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The PACT model is based on assigning veterans eligible for primary care to a 
team consisting of an attending physician, registered nurse care manager (RNCM), 
medical assistant (licensed practical nurse, licensed vocational nurse, or health tech-
nician depending on the facility’s staffing preferences), and clerk [12]. A fully 
developed PACT will also have psychologists, pharmacists, social workers, and 
dieticians who are integrated into the PACT and primary care setting. VA attending 
physicians are employed by the VA but hold volunteer or paid appointments at affili-
ated medical schools and residency programs. The VA residency continuity clinic 
strives to incorporate features of the PACT to assist with communication between 
the patient and teamlet members [13]. Each VA academic medical center has inte-
grated its residents into the PACT system in its own way, but there is an influential 
PACT variation that incorporates training environments from several disciplines of 
internal medicine and allied health care, called the Interprofessional Academic 
PACT (iAPACT). The iAPACT leverages the clinical expertise of all VA staff with 
teaching appointments at their health science affiliate to improve trainee education 
as well as patient care [14–16].

 Maintaining Continuity for the Resident and the Patient

Given that longitudinal continuity of patient care is a critical aspect of resident 
clinics, the PACT system optimizes continuity when assigning patients to teams 
[17]. Once an unassigned patient has an encounter with a resident, that patient is 
assigned to the panel of the resident’s supervising attending. In this system, the 
attending becomes the “primary care provider” and the resident is identified as the 
“associate provider” [18]. Some VA hospitals have groups of associate providers 
who share responsibility for a panel of patients, while others consolidate responsi-
bility to individual resident-attending dyads. The former program design may be 
most useful for a rotating block schedule (e.g., X weeks inpatient block alternating 
with Y weeks in the outpatient setting, or “X + Y”) (Table 34.1), while the latter 
may be most practical when the continuity clinic schedule is one session per week 
regardless of the clinical rotation. Both the block schedule model and the weekly 
clinic model can generate continuity of resident–patient care when all staff are 
mindful of the return scheduling interval. Whether weekly or monthly, resident 
schedules are made well in advance by residency programs to plan leave and 
should be referenced by both the resident who is advising the patient on a return 
visit and the clerk who is scheduling that appointment. The reward of resident–
patient continuity builds over the course of the training process as residents have 
more return visits with patients with whom they have established rapport and a 
clinical relationship over time.

Residents are expected to have a graduated level of responsibility in patient care 
as their training progresses to allow for a depth and breadth of clinical experience 
with the management of medical issues in the ambulatory setting. The patient may 
interact with the PACT by face-to-face encounter, telephone encounter, 
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Table 34.1 Example of continuity clinic scheduling model for X  +  Y.  Non-clinic blocks can 
include ambulatory experience such as quality improvement, specialty outpatient learning, 
research, and administrative follow-up time

Monday Tuesday Wednesday Thursday Friday

Inpatient block 
for X weeks

No clinic

Ambulatory 
AM

VA 
Women’s 
Clinic

Main VA 
campus 
clinic

Ambulatory 
lectures and 
asynchronous 
patient care

VA Women’s 
Clinic

Subspecialty 
outpatient clinic

Ambulatory 
PM

Subspecialty 
outpatient 
clinic

Main VA 
campus 
clinic

Main VA campus 
clinic

Quality 
improvement 
curriculum

Simulator 
training 
experience and 
board review

telemedicine device, or health portal (www.MyHealtheVet.gov). Whether the vet-
eran has VA insurance only, private insurance, Medicare, or Medicaid, in-person 
and electronic patient contact is coded per Medicare guidelines to track utilization 
of services [19, 20]. The intent of the PACT and iAPACT is full utilization of all 
team members in the care process, and Bowen et al. have written eloquently about 
the modalities needed to maintain continuity for best practices of patient care and 
medical education [21].

 Patient Care Between Clinic Sessions

As previously alluded to, the structure of resident continuity clinic affects the logis-
tics of patient care within the APACT or iAPACT. For example, the VA requirement 
to notify patients of all laboratory and imaging results in a specified time frame 
demands that the ordering resident and the veteran’s team account for all pending 
labs [22]. Ordering tests and arranging follow-up is an opportunity to develop a 
team approach for the patient’s care. Planning lab testing for chronic disease man-
agement prior to the appointment is an efficient method of having lab information 
available to discuss at the visit. There is no one-size-fits-all strategy for communi-
cating lab results and clinical information to patients between visits. Patients can be 
notified of results by phone, letter, or health portal. Residents are expected to follow 
up on the tests they order, whether at the next clinic session or by arranging appro-
priate time-sensitive follow up with the help of their PACT. The default recipient of 
lab results is to the clinician (attending or resident) who ordered the test, so if the 
resident will not be available to review results (on vacation, night float, ICU), then 
alternative arrangements utilizing the electronic medical record are available. For 
example, labs ordered by the resident can be routed back to a coresident, the attend-
ing, or the team nurse if the ordering resident will be unavailable to follow up within 
the mandated period [23]. In the X + Y system, where the resident may be off-site 
from the VA for weeks, establishing an effective system of communication and 
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hand-off about pending labs to co-residents and other PACT members is critical for 
patient safety.

 Patient and Resident Engagement with the APACT

Patient education is a crucial feature of participation with the APACT or iAPACT to 
inform the veteran of the array of their clinical resources for care of acute and 
chronic issues [24–27]. Resident patients may call the team directly or send an 
encrypted email message through www.MyHealtheVet.gov for clinical concerns or 
medication refills. The PACT RNCM can triage the clinical concern or place a med-
ication renewal order for the attending’s (or covering resident’s) signature. If the 
clinical concern is nonurgent, the team clerk may be alerted to schedule the patient 
at the next available clinic opening for the resident provider. A complaint that 
requires a same-day appointment when the resident is not available should be 
addressed within the PACT structure (e.g., a nurse assessment in conjunction with 
the attending, or an overbooked appointment into a collaborating resident’s clinic).

The PACT experience is designed to maintain as much continuity between 
patient, Primary Care Provider, Associate Provider, and ancillary team members as 
possible to provide coordinated multidisciplinary care [26, 27]. All members of the 
core PACT “teamlet” of Primary Care Provider, RNCM, clinical associate, and 
clerk are responsible for delivery of evidence-based clinical preventive measures 
(according to the US Preventive Services Task Force recommendations [28]). When 
patients are assigned to individual residents as Associate Providers, resident-level 
quality of care data can be extracted and used to develop quality improvement proj-
ects. When patients are assigned to multiple residents (as in the X + Y system), 
individual residents are encouraged to monitor quality of care for the patients that 
they see over time, and to take up team-level projects. The attending is ultimately 
responsible for the clinical care provided by the residents, but the VA system pro-
vides numerous resources to assist the whole team.

 Demographic and Clinical Differences Between VA 
and Continuity Clinic Populations

The population that uses VA primary care services is overwhelmingly male and has 
a high burden of chronic mental and physical illness [29]. Residents assigned to a 
VA continuity clinic will develop a fund of knowledge regarding medical and men-
tal health risks specific to veterans of different periods of service. For instance, 
certain health issues are associated with Agent Orange exposure, and others more 
commonly in the Iraq and Afghanistan conflicts [30, 31]. All women and men 
should be screened for military sexual trauma (MST) given its prevalence and the 
availability of patient-centered trauma recovery services [32, 33]. Attendings who 
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have specific expertise caring for veterans with service-related injury can offer 
invaluable training to residents who may not have had exposure to these conditions 
and are not aware of the VA’s substantial resources to assist in evaluation and man-
agement. Regardless of a resident’s ultimate career goal, awareness and appropriate 
management of health sequelae related to military service will be essential, and a 
strong outpatient experience can be invaluable in that training [34].

 Primary Care–Mental Health Integration 
in the Educational Setting

According to the National Institute of Mental Health, about one in five US adults 
live with a mental illness. As many mental health illnesses are diagnosed in primary 
care and patients are reluctant to see mental health specialists, there was an immi-
nent need to integrate primary care and mental health services. In 2007, VA began 
nationwide implementation of Primary Care–Mental Health Integration (PCMHI) 
in all VA facilities [35]. The goals of PCMHI involve supporting primary care clini-
cians in identifying patients with mental health diagnoses, promoting effective 
treatment of subclinical and moderate mental health conditions, and improving 
access and quality of care for patients across the spectrum of illness severity. PCMHI 
is considered population-based mental health clinical care where service delivery is 
simultaneously colocated, collaborative, and integrated within the primary care 
clinic. PCMHI colocated behavioral health clinicians are typically psychologists, 
psychiatrists, clinical social workers, physician assistants, and RN Care Managers. 
Each member of the PCMHI team utilizes evidence-based protocols to treat com-
mon mental health conditions such as depression, anxiety, trauma, alcohol misuse, 
and other substance use disorders. As PCMHI visits are provided in the primary 
care clinic, patients are encouraged to consider meeting with a behavioral health 
clinician as part of their routine primary care visit. The holistic nature and coordi-
nated approach help patients overcome the stigma associated with seeking care for 
behavioral health disorders conditions and also increases patient engagement and 
compliance to treatment plans [36]. PCMHI visits are generally brief, usually last-
ing 20–30 min, and may be limited to 1–6 visits [37]. When extended behavioral 
health care is needed or patients require specialized services for diagnoses such as 
bipolar disorder or schizophrenia, a referral is made to specialty mental health care.

VA policy requires annual screening for depression, post-traumatic stress disor-
der, alcohol use disorder, and suicide risk assessment. Patients who need to see a 
behavioral health clinician are referred to PCMHI and are usually seen on the same 
day, except when patients prefer to come back on another day. The same-day access 
is a key factor of successful PCMHI. One of VA’s top priorities is preventing suicide 
among all veterans. When patients have a positive suicide screen or exhibit suicide 
warning signs, a warm hand off is given to the mental health clinician to ensure 
safety and continuity of patient care.

During their continuity clinic experience, residents develop a toolbox of skills 
for managing behavioral health issues, utilizing all the resources available to PACTs 
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and care coordination with PCMHI team member. The educational benefit from a 
colocated care model like PCMHI is invaluable. Hemming et  al. reported that 
comanagement in behavioral health integration improved residents’ confidence in 
providing care for patients with behavioral health conditions [38].

 Care in Resident Continuity Clinic for Women Veterans

Although women veterans are a distinct minority within the VA system, the percentage 
of enrollment is increasing steadily [39, 40]. Design of a continuity experience to include 
the care of women veterans must take into account the veteran’s need for a consistent 
locus of care, such as in a PACT with an attending who is a designated women’s health 
provider [41]. Most VA Medical Centers have a Women Veterans Program Director or 
Women’s Program Medical Director who can assist the residency program in achieving 
appropriate clinical care along with the educational goals of ambulatory training, thus 
establishing a clinic structure with gender balance in mind [42–44].

Because the gender balance in the VA setting is still highly skewed toward the 
care of male patients, an educational structure must be in place to develop an ade-
quate case mix of female and male patients that is more reflective of the general 
population. The particular construct used will vary depending on the existing frame-
work in each VA location but must be addressed for certification by the Residency 
Review Committee of the ACGME [2]. Both VA academic and nonacademic medi-
cal centers facilitate health-care access for women veterans by identifying clinicians 
with special training and experience in women’s health care, specifically by com-
prehensive women’s health centers and designated women’s health providers [41]. 
Possible mechanisms for obtaining a case mix balanced for gender include integra-
tion of residents into VA Comprehensive Women’s Health Centers and ensuring that 
several attendings are designated women’s health providers [45, 46]. For example, 
a resident’s regular attending can be a designated women’s provider who has a sub-
stantial empaneled proportion of women veterans. Similarly, clinic weeks can alter-
nate between the traditional VA clinic with a predominantly male population and a 
different clinic setting that has most or all female patients, such as a VA 
Comprehensive Women’s Clinic. Literature on the gender-specific and general 
health needs of women veterans continues to develop [47, 48].

 General Considerations When Establishing a Resident Clinic 
in the VA

Whether the resident continuity clinic is being newly established or has been in 
practice for a substantial time, the involvement of highly engaged attendings pro-
vides both essential supervision for patient care and resident experience in primary 
care. The number of preceptors recruited should be more than sufficient to staff the 
number of residents in the clinic at any given time in accordance with the maximum 
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ratio of one preceptor for every four trainees as prescribed by the ACGME. In addi-
tion, a contingency plan for faculty absence should be in place to allow for adequate 
coverage of resident clinic for both planned and emergency absences. Significant 
advance notice is required for routine cancellation of both faculty and resident clin-
ics. Advance agreement with the residency program regarding who is responsible 
for submitting and following up on leave requests for vacation and other planned 
and unplanned resident absences will improve work functioning in the future.

 Maintaining Educational Quality

Ultimately, residents with VA clinic are still accountable to the same graduate med-
ical education standards as their peers at other clinic sites. It is expected that resi-
dents with continuity clinic at a VA medical center will have the same didactic 
curriculum as the rest of the training program’s residents. Attendings, residents, 
and residency leadership can routinely review performance measures and consider 
performance improvement projects or PDSA (Plan-Do-Study-Act) process cycles 
[49–51]. Attendings and clinical supervisors have access to clinician- and patient-
specific data for hypothesis development and testing. VA electronic data also offers 
a robust source for monitoring quality of care in the residents’ clinic patient 
population.

 Conclusion

Given the vast nature of the Veterans Administration and its network of medical 
centers, outpatient centers, and large and small clinics, no summary can address 
every educator’s personal and professional experience with a VA clinic. However, 
the technical and systemic challenges that are posed by the VA setting are offset by 
the tremendous opportunity for offering high-quality care to a population with sub-
stantial medical and mental health risk factors. The VA experience can provide in- 
depth exposure to high-value, cost-effective care that demonstrates an alternative to 
the fee-for-service model seen by trainees in many other venues. It is not only verti-
cally integrated and team-based at each site but also fully integrated across the 
United States [52]. The resident continuity experience in VA clinic provides new 
opportunities to study systems of care and how they affect care delivery.

Disclaimer Opinions expressed herein are the sole opinion of the authors and not of the 
Department of Veterans Affairs.
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Chapter 35
Crisis Management: The Pandemic

Leslie Harris Jr, Juhee C. McDougal, and Louisa Whitesides

Introduction

Pandemics cause major disruptions to clinic structure, program administration, and 
resident education. Institutions must be flexible to adjust to the rapidly changing 
and inherently unpredictable circumstances that pandemics bring; there are specific 
approaches that residency programs can use to adapt. First, it is crucial to follow 
public health recommendations, identify a pandemic director, and create a structure 
of remote administration and virtual meetings while maintaining patient and pro-
vider safety in the clinic. Second, it is essential to maintain the integrity of residency 
education, training, and wellness at pre-pandemic levels. Third, programs must be 
prepared to make accommodations for staffing shortages caused by illness or remote 
work. Although pandemics create numerous challenges, they may also provide the 
impetus for innovations that transform the delivery of patient care and residency 
education.
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 Clinic Structure and Administration

 Public Health Recommendations

Pandemics create an urgent need to follow state public health, Centers for Disease 
Control and Prevention (CDC), and World Health Organization (WHO) guidelines. 
To successfully navigate a pandemic, providers, institutions, and individuals must 
recognize the need for following properly resourced guidelines and recommenda-
tions [1].

Due to the sizable impact of pandemic-level threats to the public at large, early 
involvement of public health officials is an essential part of disease containment. 
At the state level, public health officials can assist by promulgating pandemic-
specific instructions to prevent or mitigate the spread of communicable disease. 
Importantly, public health departments have access to resources, data, experts, 
and infrastructure for rapid and accurate dissemination of information. Residency 
programs should reference the public health department guidance when generat-
ing new protocols.

At the national level, the CDC actively communicates the latest guidelines 
for disease management in the form of frequent press releases, distribution of 
public health officials, and up-to-date evidence-based recommendations. 
Government recommendations have the advantage of access to both national 
and state data to guide the best course of action [2]. Depending on the structure 
or type of therapy available for the disease (oral/parenteral medications, vac-
cine) and the need for equipment (respirators, protective equipment, etc.), the 
State Department may be the local point of contact to access government cre-
ated or stockpiled supplies [3].
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 Pandemic Director

Residency programs require successful integration of administrative, clinical, and edu-
cational functions. Although each of these components has discrete responsibilities, 
many components are interdependent and require organized collaboration, especially in 
a pandemic setting. Proper management of a pandemic requires early recognition of the 
scope of the problem followed by rapid selection of a leadership committee or a 
Pandemic Director/Manager. Duties of the pandemic director may include:

• Utilizing official guidelines to create residency-specific protocols
• Coordinating between different residency departments
• Communicating with the Institutional Graduate Medical Education (GME) 

office to align policies
• Developing contingency plans for personnel shortages
• Overseeing trainee/patient/employee safety
• Establishing clear, simple lines of communication
• Maintaining order during the frenetic phase of pandemic management

An appointed pandemic director with dedicated time will allow for a focused 
response to salient matters. This will improve organization, situational reaction 
time, facility preparedness, and allocation of resources. A central individual respon-
sible for pandemic oversight also creates an opportunity to manage programs cre-
ated for staff safety, stress management, and wellness. The authority and confidence 
in this director by program leadership can induce trust in employees, directly 
improving the communication and acceptance of recommended policies. A key 
function of this leader is to build community, transparency, stability, and positivity 
in the face of crisis [4, 5].

 Patient and Provider Safety

One of the primary tasks of the Pandemic Director is to ensure the safety of patients, 
staff, and providers. It is of utmost importance that government agency guidelines 
are followed, including all risk mitigation procedures, such as proper use of protec-
tive equipment. Appropriate surveillance testing, early detection, risk assessment, 
and quarantine and isolation protocols are important for outbreak management. In 
addition, pathogen-specific evidence-based sanitization/cleaning protocols must be 
initiated [6–8].

 Managing the Pandemic in Clinic

In the midst of a pandemic, clinics must prioritize safety protocols to effectively 
care for contagious patients (Table 35.1). Clinic visits create many points of contact 
and thus multiple opportunities for transmission to employees and other patients. 

35 Crisis Management: The Pandemic
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Table 35.1 Examples of clinic safety techniques used in the COVID-19 pandemic

Affected area Safety technique

In-person clinic 
visits

• Increase appointment intervals (decreases clinic population density)
• Use telemedicine for nonurgent patients
• Closure or redesign of waiting room layout
• Decrease elevator capacity

Providers • Appropriate spacing in charting areas
• Surveillance testing
• Sanitization/cleaning protocols

Other clinical staff • Shift to remote work where possible
•  Utilize messaging service/video/phone to limit unnecessary patient 

contact

Clinics may mitigate these risks in several ways. Depending on the spreading patho-
gen, offices may implement a screening questionnaire with specific questions 
regarding current symptoms, travel history (if applicable), and personal contact with 
positive cases. Those that answer the questions affirmative may be directed to an 
alternative path for “sick” patients to prevent transmission to other visitors [9].

Staff should plan for the possibility of suspected contagious individuals arriving 
at the clinic, and it is important that action plans are initiated quickly and followed 
accordingly. Resident physicians and clinical staff should be briefed on location and 
proper use of personal protective equipment (PPE) and be notified of a suspected 
case with ample time to prepare. Protocols should be set in place for rapid testing 
and results reporting. Finally, patients with suspected disease need to be able to 
leave the clinic safely with minimal collateral exposures [9].

Next, clinics need to develop workflows that ensure patients are notified of 
results in a timely manner after testing. One option is creating a specific team dedi-
cated to following up on results. These team members can also serve as educators 
on the isolation/quarantine guidelines if necessary; these dedicated individuals are 
better positioned to stay up to date on the latest national recommendations. Clinics 
also need to be prepared to provide treatments as they become available, or to 
develop a process to direct patients efficiently to sites of therapy [9].

Finally, clinics must find ways to ensure the health and well-being of their front-
line employees while delivering medical care. It may also be helpful to suggest or 
require surveillance testing of employees if there is asymptomatic spread of disease. 
If surveillance testing is required, then the infrastructure should be developed to 
optimize testing (i.e., test locations or on-site testing) and ensure that appropriate 
protocols are followed [6, 10]. Further, in order to reduce the risk of workforce dis-
solution if quarantine were required, programs may consider dividing residents into 
cohorts [11].

 Telemedicine

Telemedicine is a safe and effective method to deliver or augment health care pro-
vided during a pandemic. In addition to increased convenience and access, remote 
care allows continued high-quality patient contact while decreasing risk of exposure 
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for patients and providers. The standard of care provided remotely has been shown 
to equal in-person care delivery across many specialties, making this a highly attrac-
tive option during times when health- care crises necessitate physical distancing [12].

 Clinic Staffing and Human Resource Challenges

Clinic staffing shortages can present a significant problem in the midst of a pan-
demic. In the setting of staffing challenges, it is vital that the essential functions of 
the residency practice are covered. This requires (1) identifying essential roles and 
functions, (2) taking stock of existing resources and personnel, (3) ensuring vital 
roles are covered, including possible reassignment of personnel. The communica-
tion between the pandemic director and medical director are vital in addressing 
these issues.

Employee safety and wellness is also a serious human resource concern. Staff 
who become ill are unavailable to the workforce, and exposures to illness may result 
in imposed quarantines. Early in a pandemic, entire departments may be impacted 
before appropriate measures are defined. Mitigation of negative effects can be facil-
itated by:

• Early recognition of a pending pandemic threat,
• Selection of Pandemic Director,
• Review of current evidence-based management strategies, and
• Appropriate flexing of staff scheduling

 Remote Administration

In the midst of a pandemic, it may be necessary for administrative and academic- 
adjacent sections of the residency program to work remotely. Successful continua-
tion of essential duties while working remotely requires careful planning and 
preparation. Above all, clear pathways of reliable communication beyond solely 
email must be established. Modes of communication may include virtual meetings 
using video platforms, scheduled phone calls, business messaging applications or 
group chats. This is essential for schedule coordination, as flex type scheduling 
means a number of staff/faculty/residents will be away from the hub of the program 
for extended periods.

 Virtual Meetings

Virtual platforms are an essential tool in the struggle to continue operations. These 
meetings share many similarities with in-person meetings, with several important  
challenges outlined in Table 35.2.
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Table 35.2 Virtual meeting challenges and solutions

Challenges Possible solutions

Decreased audience engagement due to 
multitasking, which may increase speaker 
isolation and dissatisfaction

•  Set expectations to activate video except in 
extenuating circumstances

•  Create intentional interactive opportunities 
(polls, breakout rooms)

Technical issues—Audio/visual equipment, 
connection, or network failure

• Designate real-time technical support staff

Background interference (people, pets, 
ambient noise, etc.)

•  Encourage participants to use appropriate 
environment

• Use virtual backgrounds or blurring
•  Set expectations to mute oneself except when 

speaking
Virtual fatigue (more meetings than usual, 
many new protocols/new issues)

•  Meeting planner should be mindful of 
duration/number of meetings and to only 
invite people essential to the meeting

Distribution of material, especially large files • Utilize file-sharing cloud platforms

 Dissemination of Ever-changing Information

Early in a pandemic, information on novel pathogens is frequently not available, 
forcing health-care providers, patients, and government entities to act without the 
benefit of well-established research. In the internet and social media age, misinfor-
mation can spread quickly. Distributed information may range from unvalidated and 
inaccurate to false, which can have a harmful impact on public health. It is impor-
tant for each clinician not only to stay up to date, but also to help patients understand 
messages from local, regional, and national public health authorities. Patients often 
cite their primary care physician as a credible source and authority of health infor-
mation, and this relationship may facilitate helping patients sift through the volumi-
nous amount of public information.

As new data evolve, public health recommendations will also naturally evolve. It 
is important that physicians are prepared to acknowledge these new data and help 
patients understand the changes. Patients actively and passively consume informa-
tion and misinformation from a variety of sources. These include credible sources 
like health care providers and health officials as well as those likely to be less accu-
rate—social media and untrained family or friends. Social media does have advan-
tages such as rapid dissemination of information, but it also raises the potential risk 
that the information is not current, has not been peer reviewed, or is false.

Furthermore, uptake of pandemic-related information may not be uniform. 
During the COVID-19 pandemic, a study found that participants 55 years and older 
and those with higher educational background reported a higher average COVD-19 
knowledge score. Black/African American and Native American/Alaska Native par-
ticipants reported a lower average COVID-19 knowledge score than white partici-
pants. This underscores the need to reach all communities utilizing different 
strategies, especially segments of the population with lower uptake [1].
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Table 35.3 Categories of pandemic data

Pandemic data Description

Safety data Information regarding individual and population safety is rapidly generated 
during a pandemic. Initial information is likely to be more conservative, with 
refinement occurring as new data becomes available

Clinical data As the pandemic progresses, ponderous amounts of clinical information will be 
generated regarding all aspects of the condition—causative agent/s, possible 
treatments, and quarantine recommendations. This information may change 
significantly over time. Clinical leadership in residency programs will play a 
significant role in creating pandemic-specific educational materials and 
ensuring sharing of valid protocols

Administrative 
data

For a variety of reasons, schedules are dramatically affected in a pandemic—ill 
clinicians, staff, and flex coverage lend to this. Programs must establish a 
mechanism to quickly share updates and communicate changes to all staff and 
providers

Organizational 
data

Pandemics are extraordinarily stressful situations. Leadership of residency 
programs are responsible for providing frequent accurate updates. Program- 
wide communications provide an opportunity to share policies, clarify clinical 
recommendations, address wellness of providers and staff, and express 
appreciation for performance and resilience during difficult times. Sharing of 
this type of information needs to be consistent, appropriate, frequent, and 
accurate

One possible method of organizing the available data is by using categories, for 
example safety, clinical, administrative, and organizational. Rapid dissemination of 
information in each of the following categories is essential to an academic medical 
practice (Table 35.3).

 Communication Methods

Email: Programs frequently use email to communicate on a day-to-day basis. Email 
is especially useful for large, detailed, comprehensive, or specialized organizational 
messages.

Messaging: Due to the ubiquitous nature of mobile devices, messaging is the 
most efficient means of rapid communication. Messaging applications, such as 
WhatsApp, allow for the creation of multiple types of groups in a much more effi-
cient manner than traditional SMS text messaging.

Forum: For town-hall or state-of-the-program type communication, program 
leadership may elect to speak in open forum or lecture type settings. This method is 
useful for addressing high level topics, large policy changes, particularly critical 
news, or important facility changes. As the ability to mobilize and gather staff dur-
ing a pandemic is compromised, this method of communication has limited applica-
tion [13].
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 Residency Education and Training

Through a pandemic, it is critical to maintain the integrity, quality, and mission of 
residency educational programs. In order to preserve these elements, programs may 
need to design and manage a new virtual curriculum, create protocols for workforce 
quarantine and isolation, implement more robust wellness programs, and provide 
further education on patient care and telemedicine.

 Changes to Patient Care in Residency Training

Residents should be involved in the care of patients during a pandemic; however, it 
is important to balance these learning opportunities with safety. While the focus 
may shift to the sickest patients in the middle of a pandemic, it is important that all 
physicians continue chronic disease management and routine health maintenance—
both fundamental to our health care system and paramount to resident learning. To 
maintain accessibility for established patients, clinics must be able to provide a 
myriad of contact options, including in-person and telehealth visits [14]. While 
much of chronic care management can be performed through telehealth, some 
patients need to be seen in person. Residents need to be able to manage their panels, 
identify patients that are more appropriate for in-person visits, and ensure safety 
when those patients come to clinic.

 Educational Challenges and Strategies

Maintaining resident educational experiences during a pandemic is essential but 
requires thoughtful planning to address the many challenges. These challenges 
include absent learners (illness, quarantine, flex schedule coverage, overwhelming 
numbers of ill patients, sick family members, infrastructure failure, provider 
fatigue), absent presenters/facilitators, absent administrators/schedulers, lack of 
materials due to supply line interruption, and loss of conference space.

Resident education requires a broad complement of educational experiences 
geared toward learners at different levels. Multiple factors determine the optimal 
education formats used during a pandemic, including presenter preference, type of 
information, learner proficiency, and availability of technology. Educational experi-
ences can be broadly categorized by type: teacher-centered or learner-centered.

Teacher-centered experiences: In teacher-centered forums, knowledge is shared 
by an experienced presenter and learning generally happens in a unidirectional 
manner, such as a traditional didactic lecture. Large lectures and didactic education 
are typically the least interactive of the experience types, but lend themselves well 
to virtual education. When virtual educational sessional are held, learners should be 
encouraged or required to maintain camera activation during live conferences. In 
addition, participants should be encouraged to actively participate, when 
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appropriate, but should mute devices when not talking. For large groups, an admin-
istrator or other individual should be designated to monitor the chat stream.

Learner-centered experiences: In learner-centered experiences, learning happens 
in multiple directions between all participants, with more experienced members 
functioning as facilitators. Virtual platforms work well for case-based and didactic 
presentations but are less effective for hands-on work. One option for virtual hands-
 on and practical training is distributing equipment to learners prior to the session to 
use remotely while the speaker demonstrates. Another option is a one-to-one ses-
sion with a learner and trainer. Individual training during a pandemic is attractive 
due to the low number of people making contact but will be limited by instructor 
time available to hold individual sessions [15].

 Resident Health

Quarantine and isolation: Resident health is a priority for all programs during a 
pandemic. Residents who are sick should be provided medical leave without 
required responsibilities. There may be times, however, when residents must quar-
antine due to exposure or isolate with asymptomatic illness and should have the 
opportunity to learn while at home. In these circumstances, programs should 
develop ways for residents to participate in virtual learning or virtual patient care. 
Similarly, residency programs should anticipate and plan for resident quarantine 
and isolation. This planning may include flexibility in residents’ schedules to cover 
for peers and/or non-patient facing electives to reduce exposure risk [16].

Resident wellness: Promoting resident wellness in a time of potential social iso-
lation and fear of morbidity and mortality from occupational exposure is of utmost 
importance. There are numerous ways to promote resident wellness. Strategies 
include:

• Regularly scheduled small group discussions held online between program fac-
ulty and residents including stress management, mental health, or resident-led 
well-being topics.

• Frequent reminders of institutional resources for well-being and stress manage-
ment [16].

• Dedicated, predictable times for decompression. This may include protected 
times when residents are assured that they will not be pulled for “surge” teams or 
clinical responsibilities.

 Conclusion: Returning to a New Normal

Pandemics require a shift in the ways academic clinics are managed. To navigate the 
rapid changes, academic centers must analyze clinic structure and administrative 
duties to best serve their patients and learners. Programs must identify clear leader-
ship, allocate resources appropriately, disseminate properly vetted information in 
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effective ways, and potentially move patient care and learning to virtual platforms. 
During this transition, patient, learner, and employee safety must remain a priority. 
Additionally, clinical educators may need to explore new methods of remote learn-
ing while maintaining the integrity of the training program and paying specific 
attention to resident health and well-being.
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Chapter 36
Managing Patients in Crisis in 
the Outpatient Medical Setting

Kimberly Parks, Joslyn Fisher, and Elizabeth McCord

 Introduction

Health-care professionals face multiple challenges treating patients in crisis in the 
outpatient setting. Primary care clinicians may not be comfortable assessing and 
addressing social and mental health crises in clinic. This chapter serves as an over-
view of mental health and social crises that clinicians are likely to encounter while 
in clinic and provides strategies on how these may be addressed through prepara-
tion, identification, intervention, and post-event debriefing.

Outline
• Background

 – Challenges addressing crises in clinic
 – Crises in clinic presentation, prevalence, and risk factors
 – Epidemiology
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• Preparation: before the crisis

 – Establishing a trauma-informed care setting
 – Protocol development and training
 – Training the interdisciplinary team on trauma-informed care practices and 

responding to crises

• Addressing the crisis

 – Screening and risk assessment
 – Action plan
 – Collaborative team resources

• After the crisis

 – Post-event debriefing
 – Performance improvement
 – Prevention

• Conclusion

 Background

 Challenges Addressing Crises in Clinic

Within the outpatient setting, health-care professionals face multiple challenges 
treating patients in crisis including limited time, resources, knowledge, and experi-
ence. Primary care physicians may encounter many different psychiatric and social 
crises during their practice. The aim of this chapter is to provide an overview of 
crises stemming from mental health and social issues and how these may be 
addressed in the academic outpatient setting through preparation, identification, 
intervention, and post-event debriefing.

 Crises in Clinic: Presentation, Prevalence, and Risk Factors

Mental health and social crises may require urgent or emergent intervention. This 
chapter focuses on guidance for the most likely scenarios that may arise in an out-
patient setting. Specifically, it is common for clinicians to encounter mental health 
crises such as suicidal ideation, homicidal ideation, severe post-traumatic stress dis-
order (PTSD), and acute psychosis. Health-care teams must also be prepared to 
address patients requiring urgent intervention related to the social issues of interper-
sonal violence (abuse of child, elderly, disabled, or intimate partner violence) or 
human trafficking (see Tables 36.1 and 36.2 for definitions).
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Table 36.1 Adapted definitions of mental health crises

Suicidal 
ideation

Suicidal ideation refers to thoughts about attempting suicide. It may or may not 
come with plans or intent to perform the suicide and die. Plans would include 
details such as the mechanism someone would use to kill themselves, the 
timing, and the location. Intent refers to the urge to act on these thoughts and 
plans [1]

Homicidal 
ideation

Homicidal ideation refers to thoughts about killing another, which can also 
coincide with plans or intent. Similar to suicide, homicidal plans may include a 
time, place, and mechanism to kill another person or multiple other people but 
will further include either a specific or general target. Homicidal intent would 
refer to the urge to follow through with these plans

Post-traumatic 
stress disorder 
(PTSD)

PTSD is a disorder (defined by DSM-5 Diagnostic Criteria) [2] that develops in 
some people who have experienced, witnessed, or learned of a shocking, 
frightening, or dangerous traumatic event. PTSD is characterized by a set of 
symptoms that most commonly include high levels of anxiety, hypervigilance, 
re-living/re-experiencing past trauma, nightmares about past traumatic events, 
and even dissociation [3]

Psychosis Psychosis refers to psychotic symptoms such as hallucinations, delusions, or 
disorganized thought processes. These may be part of a larger disorder such as 
schizophrenia, or may be related to another issue such as substance intoxication 
or a mood episode [4]

Table 36.2 Social issues that may contribute to crises in the outpatient settinga

Child abuse and 
neglect

Abuse and/or neglect of a child under the age of 18 includes acts by a parent, 
caregiver, or another person in a custodial role (such as a religious leader, a 
coach, a teacher) that results in harm, the potential for harm, or threat of 
harm to a child

Abuse and 
neglect of elder 
adults or of 
persons with 
disabilities

Elder abuse is an intentional act or failure to act that causes or creates a risk 
of harm to an older adult. An older adult is someone age 60 or older. The 
abuse occurs at the hands of a caregiver or a person the elder trusts. Elder 
abuse may include physical, sexual, emotional, psychological, or financial 
abuse

Intimate partner 
violence (IPV)

Intimate partner violence is an act or threat of violence that occurs in a 
current or former intimate relationship (dating or spouse). It may include 
physical, sexual, emotional, or psychological abuse as well as stalking

Human 
trafficking

Human trafficking is an umbrella term for many types of crimes. These can 
be split into both sex and labor trafficking, but a victim of human trafficking 
may experience both. Within sex trafficking, someone may be forced to 
perform sex acts of various types, such as forced participation in escort 
services, pornography, brothels, and massage businesses. Labor trafficking 
can include being forced to work in various industries such as agriculture, 
domestic work, restaurants, cleaning services, or carnivals [5]

a Definitions/descriptions adapted from the CDC: https://www.cdc.gov/violenceprevention/
index.html

 Epidemiology

Suicide is the tenth leading cause of death in the United States [1]. Luoma et al. 
found that approximately 75% of those who completed suicide had been to an 
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outpatient visit within a year before they died and almost half had seen their primary 
care clinician within a month of their death [6]. However, studies suggest that most 
patients do not discuss suicidal ideation with their primary care physician, even 
when seen within a month of their death [7].

As homicide is 2.5 times less common than suicide in the United States [1], 
encountering a patient with homicidal ideation in the academic medical clinic will 
occur much less frequently than suicidal ideation. One review found that the most 
commonly associated mental illnesses with homicide are schizophrenia, antisocial 
personality disorder, and substance use disorders [8].

PTSD has a lifetime prevalence of 6.8%, with annual prevalence between 3 and 
4% [9]. Prevalence of PTSD within primary care clinic patients varies widely, with 
studies reporting anywhere from 2 to 39% of the population carrying the diagnosis 
and the diagnosis often goes unrecognized [10, 11]. These patients may be at 
increased risk for suicide or homicide.

Psychosis and psychotic disorders such as schizophrenia are less common than 
mood disorders or PTSD. Studies place lifetime prevalence of psychosis at roughly 
1.5% of the population [9]. We also know that a psychotic episode is more common 
in men than women, with an earlier onset of late teens to early 20s for men [4].

Interpersonal violence is common and can impact health. The prevalence of child 
abuse in the United States varies greatly with 12.5% of children by 18 years old in 
one study, and up to 37.4% of all children having a Child Protective Services (CPS) 
investigation in another [12, 13]. Roughly, a third of women and a fourth of all men 
experience a form of intimate partner violence during their lives. The highest risk 
group is the 18–24-year olds, but any age, gender, race, socioeconomic status can 
experience domestic violence [14]. Elder abuse (including neglect and exploitation) 
may be experienced by one in ten adults over the age of 70 years [15].

Human trafficking prevalence is also difficult to calculate. It is estimated that 2.5 
million people worldwide have been trafficked [16]. It can be difficult to recognize 
human trafficking victims in outpatient care although many do receive some kind of 
health-care treatment [17].

Compared to those who have not experienced trauma, survivors of trauma are at 
increased risk for experiencing anxiety, depression, PTSD, and fearfulness of medi-
cal care and health-care systems.

 Preparation: Before the Crisis

 Establishing a Trauma-Informed Care Setting

As noted above, trauma is a common experience among patients and can adversely 
impact health. The first step in addressing (and preventing) crises in the ambulatory 
clinical setting is by establishing trauma-informed care practices. Systems to sup-
port trauma-informed care should be universally implemented.

K. Parks et al.



539

The U.S.  Substance Abuse and Mental Health Services Administration’s 
(SAMHSA) trauma-informed approach can guide system-wide practices as well as 
individual clinical management. A trauma-informed approach can reduce triggers 
that might precipitate a patient crisis, mitigate barriers to patients’ accessing care, 
and aid health-care team members in responding when crises do arise.

SAMHSA’s trauma-informed approach includes four components relevant for 
health-care teams in the outpatient setting:

 1. Realization of trauma’s widespread impact on patients, families, and staff
 2. Recognition of trauma’s signs and symptoms
 3. Response—institutional and interpersonal
 4. Resist re-traumatization

Ambulatory clinical settings approach assessment of the patient’s social history 
and mental health in a variety of ways. Some clinics request completion of a paper 
or electronic health questionnaire prior to the visit. Other clinics have developed a 
protocol where a medical assistant or nurse completes aspects of the patient assess-
ment prior to the clinician’s exam. Ultimately, in academic medical practices, the 
physician or advanced practice professional will be primarily responsible for obtain-
ing the social and mental health history and ideally in a trauma-informed manner. 
Learners in an academic medical clinic can be reminded that adverse childhood 
experiences are common, and that this past social history can impact health.

A trauma-informed response incorporates traditional good clinical practices 
such as maintaining confidentiality, ensuring privacy, and demonstrating compas-
sion and culturally competent care. Any assessment of social history or mental 
health symptoms should be done in private where others cannot see or hear the 
patient’s response. Confidentiality should be explicitly written on any forms or 
clinic signage and/or stated by health-care team members.

In addition, patients can be empowered when clinical team members collaborate, 
embrace shared-decision-making, and ask permission. For example, always ask the 
patient before bringing an additional person into the room including family mem-
ber, friend, staff, or trainee. In-person or video interpreters are ideal, when possible, 
to avoid the uncertainty and anxiety-provoking aspect of not knowing who is inter-
preting via the telephone.

When a patient discloses mental health symptoms or a history of trauma, provide 
an attentive and non-judgmental response while avoiding pity or blame. It can be a 
challenge in the age of electronic health records to maintain consistent eye contact. 
If the listener is not attentive, there is risk that a patient will feel dismissed and 
therefore not return for care or feel the need to be louder and more aggressive to 
be heard.

It is equally important for clinical team members to have an awareness of how 
they are feeling when caring for a patient in crisis. The ability to calm oneself such 
as through deep breathing can also help with promoting calmness for the patient.

Providing education about their specific condition, local and online resources, 
and referrals to trauma-specific care without requiring extensive disclosure of 
trauma details may help avoid emotionally overwhelming the clinician or the 

36 Managing Patients in Crisis in the Outpatient Medical Setting



540

patient. Trauma-informed care also means being aware of factors external to the 
immediate clinical setting. For example, with federal legislation regulating elec-
tronic health records, clinicians should be mindful of what the patient can read in 
the clinical note and, sometimes more importantly, who else may be able to access 
the medical record or peer over the patient’s shoulder when the patient is reading the 
medical chart or the printed “After Visit Summary.” In select situations, the clinician 
may choose to block patient access to view the electronic note if there is a concern 
for harm to the patient.

Procedures, certain aspects of the physical exam, and even the clinical environ-
ment itself can be triggering for some patients. Patients may feel a loss of control 
during procedures. Strict policies (such as cancellation for late arrival) in clinic may 
present an overwhelming barrier for patients. Clinical leaders should review poli-
cies and procedures to address the need for modifications or exceptions in cases of 
potential crisis. Health-care team members must be mindful that the presence of 
security officers can be frightening and, in turn, provoke patients. To avoid or mini-
mize re-traumatization, explain your plan, seek permission to proceed and collabo-
rate by offering choices and options.

Case Example Ms. Candid is a 32-year-old woman with no significant past medi-
cal history who reports palpitations, weight loss, and anxiety. You plan to examine 
her thyroid. For some patients, a thyroid exam may prompt a memory of strangula-
tion. One example of an approach, “You have mentioned some symptoms that might 
be related to your thyroid. In order for me to best help you, I would like to ask for 
your permission to examine your thyroid gland which is located on your neck. I will 
be placing my fingers on the front of your neck. If you are uncomfortable with this 
plan, we can discuss other options. If you feel any discomfort during the exam, 
please let me know—we can stop any time that you request it.”

 Protocol Development and Training

While system and individual practices may be optimized to reduce the likelihood 
that an in-clinic crisis might occur, it is an unpredictable reality that, at some point, 
a crisis will arise in an academic medical clinic.

To best prepare for crises such as acute interpersonal violence, suicidal ideation, 
or homicidal ideation (or even an active shooter), clinic protocols should be pre-
emptively established, and routine training should be developed and deployed.

National accreditation/regulatory bodies such as the Joint Commission and Det 
Norske Veritas (DNV) require health facilities to have emergency management pro-
tocols and for the health-care team to know how to access them. If a clinic is part of 
a larger health system, policies and procedures governing management of certain 
crises will usually be available. In smaller clinics and for some specific crises, 
health-care leadership should develop procedures for managing crises. It is impor-
tant to have protocols readily accessible in written (printed) as well as electronic 
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format. Clinical settings may have an emergency management handbook and/or an 
emergency management link on the organization’s website home page.

Key components for a crisis management protocol include:

• Criteria for initiating crisis management protocol
• Establishing who serves as crisis management team leader
• Designate team members and roles/responsibilities (security, police, mental 

health crisis team, nurse manager, social work, interpreter, etc.)
• Escalation plan (who calls whom)
• Checklist of “to-do’s”
• Incorporate relevant laws (such as reporting)
• Documentation standards (who documents which components of event; accurate 

concise synopsis)
• Relevant resources—such as local community, online—handouts, phone num-

bers, etc.
• Plan for debriefing after the event

See Fig. 36.1 for crisis assessment algorithm.

 Training the Interdisciplinary Team on Trauma-Informed Care 
Practices and Responding to Crises

While the Joint Commission requires regular ongoing training for health-care set-
tings for workplace violence, the authors are not aware of specific recommendations 
for training to manage other crises in outpatient clinical settings. The authors sug-
gest crisis training for health-care team members should occur at least annually—
particularly for the nurses, medical assistants, and attending physicians who are 
present longitudinally since trainees often rotate through different sites in academic 
medical centers. For all learners, part of clinic orientation should involve raising 
awareness of available crisis protocols, how to access them, and location of 
resources.

Training for crisis management can include crisis-specific education (e.g., sui-
cidal ideation or active shooter) or more general crisis intervention techniques. 
Training options include watching a video, didactic presentation, and simulations. 
Tabletop exercises where health-care team members meet and review processes for 
managing example scenarios can be a cost-effective strategy.
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Pa�ent has acute mental health concern or social crisis

Is the situa�on 
emergent? 

(ac�ve danger)

Is the pa�ent 
interested in 

referrals/ 
resources?

Is the situa�on 
urgent or 
subacute? 

Ini�ate clinic 
safety protocol

• Referral to 
behavioral health, 
psychiatry, other 
health resources

• Referral to 
community 
resources, hotline, 
integra�ve/ 
complementary 
approaches 
(mindfulness, yoga, 
etc)

YES

YES

NO

NO • Weigh
risks/benefits of 
crisis interven�on 
team involvement

• Warm handoff to 
mental health 
professional, social 
worker, community 
advocate/organiza�
on

• Facilitate phone call 
to relevant services 
(hotline, other 
professional)

NO

Schedule follow up with trusted health 
professional

YES

Fig. 36.1 Crisis intervention protocol in clinic

 Addressing the Crisis

 Screening and Risk Assessment

To identify patients in crisis, we recommend utilizing effective screening tools and 
conducting a robust clinical interview. The following discussion reviews recom-
mendations for screening for depression and suicidality, homicidal ideation, and 
interpersonal violence (see Table 36.3 for example tools).

The United States Preventive Services Task Force (USPSTF) recommends 
screening for depression in adults over age 18 years and should be implemented 
with adequate systems in place to ensure accurate diagnosis, effective treatment, 
and appropriate follow-up [18]. However, the USPSTF noted insufficient evidence 
for routine screening for suicide in the general population, especially if mental 
health resources are limited or unavailable for at-risk patients [19, 20]. Although the 
USPSTF acknowledges more research must be done on screening for suicide in the 
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Table 36.3 Examples of online screening tools

Depression
PHQ-9 (PHQ-2) https://www.hrsa.gov/behavioral- health/

patient- health- questionnaire- phq- screeners
WHO-5 Regional Office for Europe WHO. Use of Well-Being Measures in Primary 

Health Care—The DepCare Project. Health for All, Target 12, 1998
https://www.euro.who.int/__data/assets/pdf_file/0016/130750/E60246.pdf

Geriatric 
depression scale

https://geriatrictoolkit.missouri.edu/cog/GDS_SHORT_FORM.PDF

Intimate partner violence
https://www.ahrq.gov/ncepcr/tools/healthier- pregnancy/fact- sheets/partner- violence.html
(this sheet includes links to several validated tools)

general population, the authors recommend consistent screening for at-risk indi-
viduals seen in the primary care clinic.

There is no universally accepted screening tool to assess a patient for suicidality. 
However, one of the most common screening tools utilized in the primary care 
clinic, the Patient Health Questionnaire (PHQ), is a well-validated tool used to 
screen for depressive symptoms [21]. The questionnaire asks patients to describe 
how bothered they have been by their symptoms in the last 2 weeks, with response 
options of “not at all,” “several days,” “more than half the days,” and “nearly every 
day.” The PHQ-2 consists of the first two questions of the PHQ 9-point question-
naire, inquiring about anhedonia and overall depressed state. If the patient screens 
positive by answering yes to the above questions, this will trigger the health profes-
sional to follow-up with the remaining seven items of the PHQ-9 [22]. Some 
research suggests, that the PHQ-2 may not be adequate alone to identify suicidal 
ideation [23].

The 15-item Geriatric Depression Scale (GDS) and the 5-item subset of the GDS 
are additional rating scales used in primary care settings that are sensitive and spe-
cific in identifying patients judged to be suicidal via semi-structured clinical inter-
view [24]. While the GDS-15 is historically a screening tool for the elderly, studies 
support its clinical use in adults aged 18 and older [25].

Although depression is a major risk factor for suicidality, suicidal ideation 
can be present in nondepressed patients. Clinicians are encouraged to ask about 
specific thoughts of self-harm, particularly in patients with risk factors such as 
prior suicide attempt, substance use/dependence, other mental health comor-
bidities, and social stressors. Merely asking patients about thoughts of death or 
suicide has not been linked to an increase in suicide attempts [22]. If a patient 
has shared thoughts of wanting to die, it is the health professional’s responsibil-
ity to determine whether these thoughts are passive or if they are indicative of 
active suicidal ideation and intent. If an individual expresses imminent intent to 
harm themselves or others, the clinician should initiate the appropriate safety 
protocol.

For patients presenting with acute decompensated psychosis, the mental status 
exam is a pivotal tool in organizing their presentation, creating a differential, and 
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communicating the patient’s condition to peers. It examines the patient’s thought 
content, cognitive ability, and perceptual disturbances (among other things), all of 
which are important when deciding next steps. It is important to keep in mind that 
patients may still be a danger to themselves, even without suicidal thoughts.

While more is known about risk factors for suicide, both suicide and homicide 
share similar risk factors including comorbid mental health diagnoses (such as 
mood disorders, PTSD, and active psychosis), male gender, prior suicide or homi-
cide attempts, access to weapons, and intoxication or withdrawal from substances. 
Social stressors such as housing instability, financial stressors, or legal trouble can 
contribute to either condition as well. Prior experience of interpersonal violence or 
human trafficking can confer an elevated risk for suicide [26, 27].

Clinicians routinely explore a patient’s social history to identify risk factors that 
can contribute to adverse health outcomes. While it is beyond the scope of this chap-
ter, health professionals should be attentive to signs and symptoms of abuse or 
neglect in all patients. In addition, the USPSTF recommends screening for intimate 
partner violence (IPV) in women of reproductive age and offers several evidence- 
based tools to aid in identification of current or past survivors of IPV [28]. Once 
clinicians have identified an adult experiencing IPV, a response should include non- 
judgmental validation and supportive listening. While IPV is common, most patients 
who disclose IPV exposure will not be in an immediate crisis and thus it would be 
appropriate to provide resources such as a hotline number or referral to social work. 
In the situation where someone is in immediate danger (abuser threatening in clinic) 
or the patient does not feel safe to return home, then the clinical team can contact 
security and/or facilitate a call to a crisis IPV service for shelter.

Case Continued You realize that Ms. Candid is of reproductive age and you forgot 
to screen her for intimate partner violence earlier in your exam. You preface your 
privately conducted screening questions with the comment that intimate partner 
violence is common, can affect one’s health, and you ask all of your patients whether 
they are experiencing violence. The patient discloses that she is in an increasingly 
violent relationship and she is actually scared to go home, she fears for her life.

You clarify that her abusive partner is not in the clinic and you facilitate a phone 
call to a local hotline from an available (empty) exam room. She speaks to the coun-
selor and they plan to provide a taxi to pick the patient up from clinic to bring her to 
the shelter. You offer and she agrees to allow you to make a follow-up appointment 
to see you as well as a referral for behavioral health services.

It is important to note that screening tools will never take the place of an effective 
clinical interview, though they are helpful in identifying level of risk. Each level of 
risk, whether it be from suicidality, psychosis, or other safety concern, will require 
a different immediate response and ongoing management plan.
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 Action Plan

After identifying a patient in crisis, the authors recommend following an action plan 
that focuses on patient and staff safety. Patients in crisis will fall into one of three 
categories: subacute, acute/urgent, and emergent (Fig.  36.1). Learners in clinic 
should discuss all cases of crisis with their faculty preceptor. If it is potentially 
unsafe to leave the patient alone in the room, the learner can call or page a supervis-
ing clinician and/or open the exam room door to call for another nearby health-care 
team member.

Patients who have been identified as at-risk but not in acute danger can be made 
aware of and provided with resources and appropriate follow-up. For example: a 
patient mentions that he had thought about hurting himself last week. However, 
today he is feeling ok and not actively suicidal. In this case, the clinician can review 
a safety plan, provide mental health resources, and aid in securing a close mental 
health appointment. Another example: an elderly patient discloses that she is being 
neglected on occasion by her caregiver who does not change her soiled clothes 
within the hour but overall the patient has been doing “ok” and does not feel unsafe. 
In this case, the clinician can consider contacting a clinic social worker and/or adult 
protective services, conducting a house call visit if available and arrange for close 
follow-up with the primary care team (see Table 36.4 for resources).

For patients who disclose they are in distress and in need of more urgent help, it 
may be appropriate to secure a same-day or next-day mental health appointment 
with the caveat that the patient may choose to voluntarily go to an emergency room. 
Another example: if a patient discloses that they are experiencing intimate partner 
violence and do not feel safe going home, the health-care team can facilitate the 
patient contacting a shelter or domestic violence hotline.

Once a patient has been identified as having a high-risk emergency, the clinician 
should notify the care team and follow proper clinic safety protocols. Clinicians 
should ensure constant observation and monitoring of the patient until a plan is 
formulated. Having a limited number of staff available to monitor a patient in an 
exam room can be a significant barrier for the clinic. It may be necessary to recruit 

Table 36.4 Crisis resources

Organization/resource Contact # Website

Crisis Text Line Text HOME to 
741741

https://www.crisistextline.org/

National Suicide and Crisis Lifeline 988 https://988lifeline.org/
Veterans Crisis Line 988, then PRESS 1 

or Text 838255
https://veteranscrisisline.net/

Substance Abuse and Mental Health 
Services Administration National 
Helpline

(800) 662-4357 
(HELP)

https://www.samhsa.gov/
find- help/national- helpline

National Domestic Violence Hotline (800) 799-7233 https://www.thehotline.org/
National Sexual Assault Hotline (800) 656-4673 https://www.rainn.org/resources
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staff from another area to assist with patient monitoring. For clinics with integrated 
or onsite behavioral health, the behavioral health specialist may be one of the key 
responders.

Case Continued Ms. Candid is waiting in an exam room until the taxi to the shelter 
arrives when she exits the room and starts pacing the hallways, wringing her hands, 
and states that she cannot go to a shelter, she will never feel safe, and she thinks she 
would be better off dead. You approach the patient and gently encourage her to 
return to the exam room. You explore her statement that she would be “better off 
dead” and learn that she has thought about suicide frequently recently and she plans 
to take every pill “I can get my hand on so that I can go painlessly out of this world.” 
You are startled but recognize she cannot be left alone in the room. You contact your 
attending in clinic and activate the clinic’s crisis intervention protocol.

Patients in crisis are often experiencing severe psychic distress and anxiety. It is 
best to match a patient to a professional who can sit with the individual and make 
them feel “heard.” These individuals can add important support for the patient in 
crisis [29]. Patients in crisis can often act impulsively, especially if there is a per-
ceived threat. It is important to place them in a safe area where there is little to no 
access to medical equipment that could be used for self-harm (intravenous tubing, 
scalpels, needles, etc.) [22]. Security personnel can assist with removing the 
patient’s belongings to avoid the risk of overdosing on home medications or access-
ing a personal weapon. Immediate safety should be prioritized while next steps are 
being arranged.

For patients presenting with decompensated psychosis, antipsychotic medica-
tions or anxiolytics may be given if they are easily accessible in the clinic. In 
instances where verbal de-escalation is appropriate, the clinician can redirect the 
situation by demonstrating a willingness to compromise with the patient and vali-
date their concerns. Anger or aggression can manifest as anxiety, guilt, or perceived 
invalidation; thus, allowing a patient to express their concerns in a nonjudgmental 
environment may help de-escalate the encounter [30]. Restraints should be used in 
situations when verbal de-escalation has failed and patients are physically violent 
(hitting, punching, spitting). The concern of damaging a patient–clinician therapeu-
tic alliance should never interfere with ensuring the patient’s or care team’s safety 
in an acute crisis.

In situations where the patient is an imminent risk to self or others, we recom-
mend seeking expert consultation with a mental health professional. Studies show 
that having access to psychiatric support when managing a patient in crisis reduces 
clinician anxiety and results in better patient outcomes [31]. Protocols for involun-
tary psychiatric assessments vary from state to state; thus, it is imperative that clini-
cians familiarize themselves with local safety protocols for patients needing 
emergent psychiatric stabilization.

The primary care clinician (or team) should focus on ensuring the safe transpor-
tation of the individual to an emergency department if further psychiatric work up is 
warranted. For nonhospital-based settings, the authors recommend calling emer-
gency services or 911 to safely transport the patient to an emergency department. 
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Some jurisdictions have a special behavioral health crisis intervention team avail-
able to intervene. For others, evaluation and transport might be via an ambulance or 
regular law enforcement. For patients experiencing an emergent mental health crisis 
in clinic, the patient’s family or friends should not transport the patient. Patients 
should be transferred using trained personnel following clinic protocols. Law 
enforcement is usually contacted if the patient has been placed on an involuntary 
psychiatric hold. Law enforcement can also help ensure the safety of staff and 
patients during a crisis encounter [32]. If a patient is identified as being in crisis 
during a telehealth visit, clinicians should contact emergency services to perform a 
wellness check to assess the need for transfer of the patient to the nearest emergency 
department.

 Collaborative Team Responses

The collaborative care model is an important resource in the primary care clinic that 
helps engage patients with behavioral health [33]. Collaborative care involves a 
multidisciplinary approach to treating patients by working with mental health 
experts, peer support individuals, care managers, nurses, and social workers who 
are trained in the management of depression and other psychiatric illnesses. Care 
managers can assist the primary care clinician in monitoring patient outcomes, pro-
viding patient education and facilitating communication with patients and their 
mental health team. Data shows that individuals enrolled in collaborative care have 
higher rates of remission of major depression as well as decreased suicidality after 
24 months of treatment [32]. This data is further supported by the PROSPECT trial, 
which show that implementing a collaborative care model results in reducing 
depression rates and suicidal ideations in the primary care clinic [34].

For clinics that do not have access to collaborative, multidisciplinary care, clini-
cians are encouraged to use local and community psychiatric referrals to manage 
patients with non-life-threatening mental illness. We recommend close follow-up 
and frequent visits with the clinical team to assess safety. Patients should be screened 
for depression and suicide at each follow-up appointment. If a patient was referred 
to the emergency room for psychiatric stabilization during a previous visit, they 
should be followed by a mental health specialist for ongoing treatment [32]. We 
recommend giving patients the National Suicide Prevention Lifeline (1-800-273- 
TALK or more recently shortened to 988), which is a toll-free crisis line available 
24/7. We also encourage outreach from clinical social workers, chaplains, and peer 
support specialists to help alleviate the burden on the clinician and provide addi-
tional support to patients in need.
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 After the Crisis

 Post-event Debriefing

Managing a psychiatric or social crisis in the primary care clinic is not only stressful 
for the patient and family, but for the health-care professionals as well. Being mind-
ful of one’s own well-being when caring for others in distress can aid in reducing 
clinician burn out and anxiety [29]. Taking a moment to practice deep breathing can 
be an effective strategy in reducing stress that arises during a crisis. Based on expe-
rience and review of online (unpublished) available best practices, the authors 
encourage clinics to hold a debriefing session to review events that occurred during 
and after the crisis encounter. This type of forum can help the care team process the 
challenging and often disturbing nature of the event. Clinic leadership should pro-
vide the health-care team members with information on local mental health 
resources and employee assistance programs offered through their institutions.

 Performance Improvement

Clinic leadership should solicit (in both an anonymous and open format) feedback 
from all team members involved in managing the crisis to improve clinic perfor-
mance. Team member input can inform specific recommendations on how to 
improve safety protocols and also highlight what went well during the encounter. 
The goal of feedback is to improve clinical confidence of the staff as well as trouble-
shoot issues that may arise in future crisis situations. Standardized evaluation tools 
can help identify specific areas that require improvement, such as efficient transpor-
tation of patients to an emergency department or the absence of appropriate screen-
ing techniques [35].

 Prevention

Family members and loved ones play a key role in crisis prevention for patients suf-
fering with mental illness and should be engaged on a regular basis as permitted by 
the patient. The authors recommend counseling the patient and the family/loved 
ones to foster a safe home environment by removing firearms, medications that can 
be used in lethal amounts, and other obvious means of self-harm [32]. Families 
should be encouraged to use the suicide prevention hotline as well as emergency 
services/911 in the event of a future crisis.

For patients experiencing interpersonal violence or human trafficking, the pri-
mary clinical team, the health-care system, as well as local, regional, and national 
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organizations can provide invaluable support. These resources can, in turn, serve to 
prevent future crises from developing.

Case Continued Ms. Candid returns to clinic. She was hospitalized for a short 
period to stabilize her mood, after which she was discharged to a women’s shelter 
where she is getting ongoing counseling and support to secure safe long-term hous-
ing. You reassure her that her thyroid studies are normal and also assess safety, 
ensure she has the supportive counseling she wants, and make plans to follow-up 
with her again for her health maintenance/prevention needs in 3 months.

 Conclusion

While crises in the clinic do not happen frequently, health-care team members are 
encouraged to participate in pre-event preparation, creation of an action plan, and 
post-event debriefing. Effective teamwork and communication play an integral role 
in ensuring the safety of patients as well as staff members. With appropriate screen-
ing and identification of risk factors, clinicians can feel more empowered to manage 
a crisis if one should arise.
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Chapter 37
Addressing Disruptive Patient Encounters: 
A Trauma-Informed, Equity-Focused 
Approach

Stacie Schmidt, Elizabeth Norian, and Stan Sonu

 Introduction

Understanding the link between psychosocial trauma and poor physical, mental, 
and social consequences is essential for successfully navigating difficult patient 
encounters. A growing body of evidence has consistently found that psychosocial 
adversity has wide ranging and multifaceted effects on health. Toxic stress can 
embed itself in long-term processes such as behavioral adaptations (e.g., attempts to 
cope or self-sooth via addiction), chronic low-grade inflammation (a common and 
shared process in multiple chronic diseases), and a variety of psychiatric distur-
bances throughout the life course, especially if experienced during the sensitive 
early years of life. 

Trauma-informed care (TIC) employs a preventative, capacity-building approach 
to improve the quality of clinician–patient communication, foster trust, support 
patient autonomy, and reduce re-traumatization. TIC provides a series of universal 
conceptual guardrails that promote patient-centered, humanistic treatment regard-
less of the patient’s personal background. In this chapter, we introduce TIC con-
cepts as a critical perspective for successfully navigating challenging patient 
encounters. Additionally, a trauma-informed approach includes consideration of 
how the physical space of the clinic may exacerbate stressful situations.

Finally, there may be circumstances when attempts to integrate TIC and promote 
a physically safe clinic environment do not prevent or mitigate disruptive behavior. 
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In this chapter, we describe a three-tiered approach for making such an assessment, 
as well as a committee-based approach by which action plans are documented and 
implemented.

Outline
• Overview of the effects of psychosocial trauma on health and well-being
• Understanding and implementing trauma-informed primary care

 – Components of adverse childhood events and trauma-informed care
 – Six principles of trauma-informed patient care delivery

• Assessing and mitigating factors that contribute to difficult encounters
• Proactive planning for challenging encounters
• Techniques for identifying the agitated patient during a clinic encounter
• Strategies for determining when and how a patient should be discharged from the 

academic primary care clinic setting
• Conclusion

 Overview of the Effects of Psychosocial Trauma on Health 
and Well-being

Successfully navigating challenging patient encounters begins with having a robust 
understanding of the link between exposure to psychosocial trauma and poor physi-
cal, mental, and social outcomes. Mounting evidence spanning at least three decades 
of research has consistently observed wide-ranging and multifaceted consequences 
of trauma on health. A framework that translates this understanding to guide clinical 
encounters is trauma-informed care (TIC), which maintains perspectives of empa-
thy and compassion during challenging or emotionally charged encounters with 
patients [1]. To date, however, knowledge of the link between trauma and health, 
including TIC, remains low among most graduate medical education programs in 
the United States [2, 3].

Perhaps the most well-known and seminal work that described the association 
between negative psychosocial experiences and poor health outcomes is the adverse 
childhood experiences (ACEs) study, published in the late 1990s [4]. Prior to this 
work, research on psychological trauma had focused on specific populations, such 
as combat veterans and survivors of intimate partner violence [5]. The ACE study 
called attention to the stark reality and multifaceted effect of traumatic experiences 
to a broader US demography. Individuals who participated in the ACE study were 
not a group stereotypically viewed as being highly traumatized. Of more than 
17,000 adults, 75% were white, with 11% Hispanic, 7% Asian, and 4.5% Black; 
75% were college-educated (over 90% graduated high school); and all were insured. 
Participants were asked about histories of ten categories of adverse experiences 
encountered within the home before the age of 18. ACE categories included abuse 
(physical, emotional, and sexual), neglect (physical and emotional), and five types 
of household stressors (mental health problems and/or substance use disorder in a 
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family member, intimate partner violence, incarceration, and parental separation or 
divorce). In quantifying the total number of ACEs for each participant, researchers 
found 64% had ≥1 ACE and 12.5% had ≥4 ACE.

More recent epidemiological work by Merrick et al. (2018), which included over 
200,000 participants from a nationally representative sample, found that ACEs were 
both universal (62% had ≥1, 25% had ≥3) and disproportionately common among 
historically marginalized and neglected groups, such as Black, Hispanic, and multi-
racial individuals, those with less than a high school education or currently unem-
ployed, and those identifying as lesbian, gay, or bisexual [6]. Additionally, the 
concept of ACEs itself, which in the original study was limited to adverse events 
inside the home, has been expanded in recent studies. Wade et al. (2016) surveyed 
participants from a diverse urban population on conventional ACEs as well as 
community- level adversities, such as witnessing violence in the community, experi-
encing discrimination, experiencing bullying, or ever living in foster care [7]. The 
associations between these expanded ACEs and poor health outcomes were similar 
to the original ACE study. Thus, over the past 20 years, general understanding of the 
prevalence and distribution of trauma has evolved. Trauma is no longer understood 
to be an experience limited to survivors of the most extreme situations or environ-
ments (e.g., combat veterans, victims of intimate partner violence or rape) or con-
sidered as events only occurring within the home; rather, trauma is both universal 
across all sociodemographic categories and also disproportionately prevalent 
among historically marginalized and neglected groups; it is a phenomenon of vary-
ing scale, occurring at interpersonal, community, and societal levels.

One of the most noteworthy findings from the ACE study was the robust dose- 
dependent association between the cumulative number of ACEs per individual 
and the risk of a wide array of undesirable health outcomes. After adjusting for 
age, sex, race (self-reported), and educational attainment, ACEs were observed to 
be associated with health risk behaviors (tobacco use, heavy alcohol consump-
tion, illicit substance use, high risk sexual activity), mental health problems 
(depression, anxiety, impulse control disorders, history of suicidality, post-trau-
matic stress disorder), and chronic disease (ischemic heart disease, stroke, COPD, 
diabetes, non-skin cancer, autoimmune disease, and liver disease) [8, 9]. 
Researchers also observed dose- dependent associations between ACEs and 
important social outcomes, such as job absenteeism, financial problems, and rela-
tional challenges [10]. These associations have been observed in both prospective 
[11, 12] and cross-sectional studies among participants of varying ages, socioeco-
nomic strata, and specific or unique shared experiences (e.g., incarcerated indi-
viduals, people living with HIV). Though causality cannot be determined from 
cross-sectional studies, the exposure variable of ACEs on poor health has been 
assessed to meet at least seven of nine Bradford-Hill criteria, suggesting the pos-
sibility of a causal relationship [13]. Finally, through follow-up assessments over 
a period of 10 years, ACE researchers observed an alarming disparity in mortality: 
individuals with ≥6 ACEs lived on average 20 years shorter than those without 
ACEs [14]. In sum, what is clear from this immense body of research is that psy-
chosocial trauma is inexorably linked with several health and social problems 
spanning multiple domains of well-being.
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The underlying pathophysiologic mechanisms on how psychosocial adversity 
and trauma promote poor health outcomes has been of increasing interest in recent 
decades. A convergence of research from neuroscience, medicine, psychology, and 
child development points to the overwhelmed brain’s inability to regulate its stress 
response system as the key process through which the multitude of physical, mental, 
behavioral, and social health problems arise. Building on a child’s genetic potential, 
brain development is fundamentally an experience-dependent process [15]. Positive 
experiences, such as a consistent and stable relationship with a safe, attuned, and 
nurturing caregiver, powerfully stimulate healthy brain development and formation 
of synaptic connections [16–18]. In contrast, adverse or traumatic experiences pre-
dictably disrupt or derail normal brain development; indeed, the earliest signs of 
adversity include developmental delays, such as speech/language delay in young 
children [19, 20]. Because the early childhood years (ages 0–6) are a period of rapid 
brain growth, these years are particularly vulnerable to the effects of trauma. In the 
absence of critical protective buffering relationships, ACEs can promote a dysregu-
lated and exaggerated stress response known as toxic stress [21]. Toxic stress dis-
rupts healthy neurodevelopment (altering brain architecture), dysregulates activity 
of the neuroendocrine and immune systems (often promoting states of chronic, low- 
grade inflammation), and can promote modifications to the epigenome, altering the 
expression of genes in the next generation and ultimately highlighting a pattern of 
intergenerational transmission of trauma. If experienced during the sensitive early 
years of life, the effects of toxic stress can become embedded into long-term pro-
cesses, such as behavioral adaptations (e.g., attempts to cope or self-sooth via addic-
tion), chronic low-grade inflammation (a common and shared process in multiple 
chronic diseases), and a range of psychiatric disturbances throughout the life course.

The psychological and cognitive manifestations of trauma are well described and 
consistent with the link between trauma, dysregulated activity of the stress response 
system, and biopsychosocial outputs [22]. In the mid-late twentieth century, post- 
traumatic stress disorder (PTSD) became a formally recognized condition repre-
senting a constellation of signs and symptoms following exposure to an extremely 
threatening event(s): intrusive reexperiencing of the event (flashbacks, nightmares), 
avoidant/numbing behaviors, and hypervigilance/hyperarousal [23]. Complex 
PTSD (cPTSD), a more recently recognized syndrome that was included in the most 
recent World Health Organization 11th International Classification of Diseases 
(ICD-11), incudes PTSD items as well as emotional/affect dysregulation, negative 
self-concept, and challenges in sustaining relationships and intimacy [22]. A recent 
systematic review including data from over seven million primary care patients esti-
mated the point prevalence of PTSD to be 12.5% [24]; among patients receiving 
care in urban primary care settings, the prevalence is over 20% [24, 25]. Yet even 
without formal PTSD diagnosis, the predictable behavioral and cognitive responses 
due to trauma, coined by the term post-traumatic stress symptoms (PTSS), are com-
mon among patients in primary care [26, 27]. One study found that despite only 5% 
of primary care patients having a formal diagnosis of PTSD, over 50% had ≥1 
traumatic stress symptom(s) (over 40% of all patients reported avoidance behaviors, 
35% reported hypervigilance, and 33% reported detachment/numbing) [26].
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Given the relationship between trauma exposure and PTSS, which itself remains 
vastly underrecognized and thus undertreated in adult primary care settings [26, 
28], it follows intuitively that patients with experiences of trauma are more likely to 
report negative interactions with health providers compared to those without [29]. 
Compounding this dynamic is the observation that individuals with high trauma 
exposure are more likely to engage with the health system in counterproductive 
ways (i.e., overutilization of acute care services, missed appointments, challenges 
with medication adherence) [30–32]. Lack of awareness of trauma and its effects 
increases the risk of misunderstanding and miscommunication. For example, a 
patient with a history of psychosocial trauma and chronic pain managed may 
express anger or mistrust upon the clinician’s suggestion to taper opioids; this 
behavior is best recharacterized as an adaptive or maladaptive stress response, not 
as a core personality trait or statement of values on the part of the individual. What 
underlies the patient’s reaction may be deep-seeded fear of uncontrolled pain that 
then triggers a hypervigilant response, which is an attempt at self-protection, albeit 
a counterproductive one. The task at hand then is to understand and address under-
lying fear(s) driving the behavior rather than approaching the issue from a strictly 
rational or logical point of view. Clinicians who develop the capacity to be receptive 
and attend to this dynamic can both prevent and mitigate many negative interper-
sonal interactions with patients. Therefore, it is in this context that the framework of 
trauma-informed care (TIC) can be a useful resource in challenging ambulatory 
encounters.

 Understanding and Implementing Trauma-Informed 
Care (TIC)

A trauma-informed care (TIC) framework can enhance the quality of interpersonal 
communication between clinicians and patients, cultivate trust, support patient 
autonomy, and mitigate re-traumatization. Centered on the healing potential of rela-
tionships and connection, TIC empowers clinicians to maintain a lens of empathy 
through a rationale grounded in scientific discovery, offering a set of interpersonal 
guardrails that facilitate patient-centered, humanistic care. Further, the utility of 
TIC goes well beyond the specific provider–patient dynamic. A trauma-informed 
perspective can be useful across a wide range of interpersonal relationships, such as 
with coworkers, supervisors, employees, family members, friends, and more [33].

The Substance Abuse and Mental Health Services Association (SAMHSA) has 
developed six key principles that are fundamental to a trauma-informed approach to 
care [34]. These include:

Safety: Safety includes physical, emotional, and cultural forms of safety. Feeling 
unsafe or vulnerable can promote activation of the stress response system, which 
can manifest in a wide range of undesired biopsychosocial effects. When a 
patient feels unsafe, the ability to integrate information shared during the encoun-
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ter is diminished—in a sense, the patient is in survival mode instead of learning 
mode. Avoiding re-traumatization is a critical component of implementing TIC; 
preventing situations that exacerbate stress for a trauma survivor is necessary to 
move a person through positive and effective medical care. Examples of this 
include asking permission to examine a patient and approaching care assuming a 
patient’s best intentions [34]. Ensuring a safe environment—whether through 
thoughtful design of the physical space, emotional safety in which all staff are 
trauma-informed, or cultural safety through inclusive imagery and shared values 
and standards in the clinic—is an essential priority in a trauma-informed 
organization.

Trustworthiness and transparency: Establishing trust is a key component of 
preventing and mitigating challenging interactions with patients. Individuals 
with substantial histories of trauma have often experienced broken trust or 
betrayal by the very people who were supposed to be trustworthy (e.g., primary 
relationships). This dynamic of fractured trust is not limited to only household 
members but also includes institutions. For example, the effects of the deeply 
unethical United States Public Health Service study of Syphilis among Black 
men in Tuskegee, Alabama, which took place from 1932 to 1972, continue to 
manifest in mistrust of the US health system and biomedical research to this 
day [35–37]. Instead of assuming trust is present de novo, clinicians should 
strive to earn and maintain the trust of patients. This can be better achieved 
through transparent, consistent, empathetic, and clear communication.

Peer support: Peer support is an effective way to promote the process of recovery, 
healing, and integration through community building among patients. Individuals 
with shared or similar experiences of trauma may find deeper understanding, 
acceptance, compassion, and meaningful connection among each other. Peer 
support is a powerful mechanism of post-traumatic growth, a process of reinte-
gration after trauma that confers benefits to an individual’s perception of self as 
well as within interpersonal relationships [38]. Opportunities for peer support in 
a primary care setting may include support groups for substance use disorders, 
community health workers, and patient advisory boards.

Collaboration and shared responsibility: In contrast to a paternalistic approach to 
medical decision-making, TIC emphasizes a process of shared decision-making 
with patients. The dehumanizing force of trauma is that it renders decisions onto 
survivors in the absence of assent/consent. Patients may experience re- 
aggravation of traumas in the health-care setting when preferences and values 
related to care plans are ignored, misunderstood, or overlooked by the clinician. 
In contrast, creating space for patients to participate in decisions about their care 
can be an effective way for patients to make positive, health-promoting, and 
sustainable decisions on their own terms. Further, emphasizing a sense of shared 
responsibility among clinic staff and medical providers to play an active role in 
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promoting a healing-centered environment is a key component of collaboration. 
Having a shared understanding of TIC promotes shared responsibility—thus it is 
imperative that all staff and faculty—such as administrative staff, security, ancil-
lary services—undergo TIC training, not merely care providers.

Empowerment, voice, and choice: Empowering patients, staff, and providers to 
voice needs and take a primary role in making decisions is an essential way of 
upholding a person-centered, relationally focused ethos of care. Through an 
attentive, compassionate, and shared decision-making approach, clinicians can 
help empower patients toward having agency and autonomy over their health, 
thereby cultivating resilience and hope that one can overcome future challenges. 
Encouraging patients to have a primary role in their care lends itself to the 
development of care plans that are congruent with the patient’s values and 
preferences.

Cultural, historical, and gender issues: Health-care organizations that maintain 
awareness and engagement with key cultural, historical, and gender issues 
actively support a trauma-informed culture. Explicit and implicit bias, stereotyp-
ing, and willful ignorance about these topics perpetuate dehumanization, frag-
mentation, and compound the risk of re-traumatization by the health system [39]. 
Acknowledging and honoring the unique backgrounds, histories, and norms of 
patients and their communities helps to deepen capacities for empathy and 
understanding, which can facilitate higher quality communication and care [40]. 
On a broader level, engagement with relevant social issues can prompt action by 
the health system to address historical traumas, engage social determinants of 
health (unmet social needs), and advance health equity.

While by no means a panacea for all types of challenging encounters involving 
patients, TIC is nonetheless a paradigm-shifting, patient-centered framework that 
provides universal precautions for healthy interpersonal communication. At its core, 
TIC is derived from the understanding that psychosocial trauma is common in soci-
ety, associated with a wide array of undesired physical, mental, and social out-
comes, and is a predictable cause of negative cognitive-affective tendencies that 
promote miscommunication and misunderstanding. For all patient encounters, 
maintaining a frame of “What’s happened to you?” instead of assuming, “What’s 
wrong with you?” [33] can help anchor clinicians to perspectives of compassion and 
empathy. Asking “What’s happened?” nudges the provider to consider what could 
be occurring behind behavior that is challenging, disruptive, or counterproductive; 
it holds space for understanding while resisting judgement; it recognizes that trau-
matic stress reactions are not synonymous with an individual’s character or values. 
Ultimately, when considering effective approaches to navigating challenging patient 
encounters, integrating a trauma-informed perspective into the philosophy of care 
and communication is a critical, foundational step that can deepen and strengthen 
capacities for patience, empathy, and compassion.
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 Recognizing Health-care Settings at High Risk 
for Workplace Violence

 Patient and Clinician Factors that Contribute 
to Difficult Encounters

Patients may be perceived as difficult for many reasons, including perceptions by 
the clinician that they show no improvement in chronic disease outcomes despite 
repeated visits, feelings that the patient is disinterested in becoming well, the pres-
ence of power struggles during visits, or the sense that clinical visits focus on patient 
concerns that fall outside of their medical care [41]. The estimated prevalence of 
difficult patients who meet these descriptions is approximately 15% [41].

It is important, however, to note that labels such as difficult, disruptive, or chal-
lenging are derived from the perspective of the clinician’s feelings, which ascribe 
pathological attributes and/or character traits to patients. According to the AMA 
Journal of Ethics, focusing on these perspectives tends to represent patients 
adversely and can negatively affect their experiences receiving medical care [42]. 
Indeed, the very act of labeling patients may predict certain character traits, feel-
ings, and factors experienced by the clinician during the encounter [42, 43].

Patient factors that contribute to challenging and/or difficult encounters should 
be viewed though a trauma-informed lens. These patient factors might include: feel-
ing unwell, feeling self-conscious about substance use disorders, feeling anxious or 
distressed, having unrealistic expectations, feelings of guilt over delayed care for 
oneself or a loved one, or mistrust in the system due to previous encounters [44]. 
Recognizing and/or uncovering these issues as they affect patients may prove essen-
tial for navigating the visit in productive, affirming, and trust-building ways.

Physician factors that may contribute to difficult encounters include: (1) the cli-
nician’s age and experience, with younger age and/or inexperience being associated 
with more difficult encounters, (2) the perception by the physician that a patient will 
take up too much of their clinical time, (3) frustrations with managing psychosocial 
problems and/or substance abuse, (4) defensiveness or anger in response to a 
patient’s behavior, or (5) feelings of fatigue and of being harried [45–47]. Mitigation 
strategies for these physician factors include reflective learning exercises, and pro-
actively entering/addressing anticipated challenging encounters with courage and 
compassion, and an understanding that the only control clinicians may have in these 
scenarios is that of their own emotions, actions, and responses [42, 43].

 Achieving Physical Safety in the Academic Primary Care Setting

The most common health-care security challenge involves assault and battery 
toward medical staff. In health-care settings, 75% of violent incidents are 
caused by patients hitting, kicking, beating, and/or shoving health-care team 
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members [48]. In fact, health-care workers experience a 20% higher incidence 
of encountering workplace violence than counterparts in other work settings 
[49]. It is important to note, however, that workplace violence not only includes 
physical assault, but also threatening behavior and/or verbal abuse. The afore-
mentioned statistics are likely underestimated, as most reports of workplace 
violence are only made for physical injuries and not for verbal threats [50]. 
Many nurses and physicians admit to underreporting due to the presumption 
that patients with underlying mental health conditions are not to be held respon-
sible for their actions [51]. Indeed, most patients who cause physical injury to 
health-care workers exhibit “dementia, delirium, substance intoxication, or 
decompensated mental illness” [48]. That said, a culture of apathy toward ver-
bal abuse or verbal threats “creates an environment conducive to more serious, 
physical crimes” [48].

The 2018 Joint Commission Sentinel Event Alert states that “each episode of 
violence or credible threat to health care workers warrants notification to leader-
ship, to internal security, and, as needed, to law enforcement, as well as the cre-
ation of an incident report,” which can prompt a systematic root-cause analysis 
and steps that can be taken to prevent a similar incident from occurring in the 
future. An established timeline for reporting of safety incidents and subsequent 
root-cause analyses should also be implemented; ideally, workplace safety inci-
dents should be reported within 4  hours and a root-cause analysis completed 
within 7 days [52]. Such analyses and actionable steps by employers of health 
systems are imperative for improving health-care worker safety, in accordance 
with the General Duty Clause, Section 5(a)(1) of the Occupational Safety and 
Health Act of 1970 [53].

We suggest that, in these situations, a root-cause analysis should be per-
formed. The resulting action plan(s) to mitigate it from occurring again should be 
shared with the leadership team within the relevant department and/or leadership 
across the health system. This includes the formation and implementation of a 
workplace violence mitigation committee that reports to the executive quality or 
governance board, and/or the formation of “a centralized database that identifies 
new hazards, trends, and potential strategies for solutions” and is regularly dis-
tributed throughout the health system [54]. Health systems that have taken this 
approach and committed to a multidisciplinary action plan (involving environ-
mental, administrative, and behavioral approaches) to mitigate workplace vio-
lence have shown decreases in such work-related injuries approaching 50% [55, 
56]. Finally, ensuring appropriate well-being of the person(s) affected by work-
place violence is imperative; emotional support should be offered in the form of 
free and confidential services provided by licensed counselors and/or referral to 
community resources [52].

Strategies to reduce instances of violence and maintain safety in the health-care 
setting are outlined in Table 37.1.
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Table 37.1 Strategies to maintain safety in the clinic setting

Personal 
strategies for the 
clinician

Team-based strategies for 
health system

Physical environment 
strategies

Systems-level 
approaches and 
solutions

Clinician should 
be cognizant of 
the risks that 
necklaces, 
dangling 
earrings, 
lanyards, ties, 
and long hair/
long ponytails 
may impart

Communication regarding 
wait times and use of 
empathic statements by 
staff [44]

Consider installing deep 
surface counters or 
shatter-proof glass at 
check-in areas [52]
Arrange clinic exam 
rooms such that 
clinicians are placed 
closest to the exit. Avoid 
clutter

Establish a 
workplace violence 
mitigation 
committee that 
reports to the 
executive board

Ensure staff and 
clinicians have 
access to 
emergency exits 
[48]

Confer with the health 
system to ensure periodic 
rotation of security 
throughout the primary care 
center, recognizing that the 
aim in health-care settings 
is not to provoke anxiety by 
a forceful security presence

Ensure doors to exam 
rooms are sliding doors 
and/or open outwards

Establish “a 
centralized database 
that identifies new 
hazards, trends, and 
potential strategies 
for solutions” that is 
regularly distributed 
throughout the 
health system [54]

Advocate for continuity of 
scheduling, which allows 
trusting longitudinal 
relationships to develop, 
thereby enabling clinicians 
to anticipate patient needs 
and expectations

Consider the installation 
of a desktop app or call 
bell that can activate 
security from each exam 
room [48]
Perform user testing to 
ensure the app functions 
as designed, ideally on a 
biannual basis [52]
Train staff to only 
activate the icon when 
no other option is 
available (i.e., inability 
to exit a room)

Provide follow up, 
using trauma- 
informed care and 
behavioral health 
supports, for 
health-care workers 
who have been 
affected by 
workplace violence

Provide training to clinic 
staff on de-escalating 
disruptive behaviors and 
proactively identifying 
agitated patients

Ensure entrances to 
clinic exam areas have 
automated locks that can 
require card access for 
entry. This ensures that 
unknown persons cannot 
spontaneously enter 
areas where physicians 
are actively delivering 
care to patients

Improve crowding 
and wait times 
through adequate 
staffing. Establish 
regular patrols by 
security and/or 
behavioral health 
team members [57]
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Table 37.1 (continued)

Personal 
strategies for the 
clinician

Team-based strategies for 
health system

Physical environment 
strategies

Systems-level 
approaches and 
solutions

All health-care staff should 
be trained on the early 
identification of patients 
who appear agitated during 
the waiting period, rooming 
period, and/or triage 
process
If a patient appears agitated 
but is still amenable to 
health-care staff 
recommendations, a staff 
member should escort them 
to a room close to an exit 
and free from an audience 
as soon as possible [58]

Installing a panic button 
at check-in desks for 
clinic staff who register 
patients; they are the 
front-line team members 
most likely to first 
encounter a disgruntled 
patient. This button 
should not be visible to 
patients

Establish an ongoing 
safety program 
involving practice 
drills for a broad 
array of workplace 
violence scenarios, 
including active 
shooter situations 
and issues of patient 
agitation or verbal 
abuse [48]

Be aware of and/or limit 
environmental factors 
that can add to patient 
anxiety
Strive for environments 
with dimmer/natural 
lighting, limited noise, 
uncrowded waiting 
areas, and adequate 
personal space

Provide crisis 
prevention institute 
(CPI) training to 
clinical staff on an 
annual basis [52]

Ensure adequate security 
and mental health staff 
presence in the 
health-care setting

 Proactive Planning for Challenging Encounters Among 
Patients Who Have Shown Discontent or Agitation at Prior 
Clinic Visits

Pre-visit planning for an ambulatory clinic visit is a key part of any practice and a 
valuable tactic for resident learners to develop early in their careers. Pre-visit plan-
ning is especially important in preparation for an encounter with a patient who has 
previously exhibited discontent or agitation.

Pre-visit planning for a potentially challenging patient encounter entails six sug-
gested steps. These include: (1) discussing the case with an attending preceptor 
prior to the visit, (2) establishing time-specific boundaries, (3) negotiating the 
agenda, (4) developing a management plan with the attending preceptor, (5) estab-
lishing expectations for acceptable behavior and language, and (6) clear and patient- 
centered documentation that avoids labeling or stereotyping patients [41].
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Pre-visit discussion with a precepting faculty member is the first step in preparing 
for a potentially challenging visit. The resident and attending determine a pre-
liminary agenda that will be reviewed with the patient on the day of the visit; 
such planning can be particularly effective if sensitive topics are to be discussed. 
In some situations, role playing may be a helpful tool to review how questions or 
recommendations may be best articulated, anticipate patient responses, and pre-
emptively discuss strategies should challenging behavior arise.

Establishing time boundaries together with the patient is essential, particularly with 
patients who present with multiple topics to discuss with limited time available. 
In isolated cases, it may be helpful to modify a clinician’s schedule by increasing 
the length of the visit. Scheduling the visit either at the beginning or the end of a 
clinical session can also be effective. Assurance of frequent visits may alleviate 
a patient’s anxiety about not being able to cover all topics in one visit.

During shared agenda setting, clinicians elicit patient concerns and develop an 
agenda in a collaborative manner. The most urgent or acute patient and clini-
cian concerns should be prioritized first. Use of motivational interviewing and 
maintaining a trauma-informed lens while establishing the agenda can promote 
a sense of feeling heard for patients, while at the same time keeping space to 
address urgent clinician concerns. Creating a written list of topics helps to 
visualize shared expectations for the visit and can support better time manage-
ment [59].

When caring for challenging patients, it may be helpful for the resident and faculty 
preceptor to develop a management plan in concert. While conducting a clinic 
visit, if a resident prematurely conveys a plan that ultimately changes after dis-
cussion with the attending preceptor, this can erode trust and undercut the 
patient’s confidence in the clinic and providers. Asking residents to discuss the 
plan with the preceptor does not mean they cannot discuss potential management 
options with the patient; the request is simply to defer confirming the plan until 
the case has been discussed with the preceptor. Resident autonomy can still be 
encouraged as residents articulate preferred plans during sign-out.

Setting expectations for acceptable behavior is an imperative component in proac-
tive planning for a potentially challenging patient visit. Health-care facilities 
should have institution-wide guidelines that detail a code of conduct for both 
clinicians and patients. Use of foul language, raised voices, threats, physical 
harm, and other unacceptable behaviors should be clearly outlined. At times, 
providing a written summary of this discussion in the form of a note or a behav-
ioral agreement can be helpful for patients and future clinicians.

Documentation using non-judgmental language that avoids stereotyping is 
extremely important for several reasons. By framing the encounter in this man-
ner, the clinician is able to see the patient as a full person beyond labels and poor 
behaviors. Second, when other clinicians or clinical staff read notes that include 
pejorative language, it may influence their own care of the patient. With the 
advent of open notes, patients routinely read their records and documenting the 
clinical encounter in a compassionate and unprejudiced manner is essential to a 
continued positive clinical relationship.
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 Techniques for De-escalating the Agitated Patient During 
a Clinic Encounter

It is not always possible to prevent a patient from becoming agitated or upset in a visit. 
Prior experiences in health care, challenges in daily lives, or a host of other factors can 
contribute to tension spilling over into unacceptable behavior during a clinical visit. 
Approaching patients by first managing one’s own response to disruptive behaviors 
and using a trauma-informed care approach to responding can de- escalate a tense situ-
ation and ultimately provide a path to move beyond it. Indeed, clinicians react to all 
patient interactions, both pleasant and challenging. The clinical term for this reaction 
is countertransference. Countertransference is the complex feeling evoked by a patient 
and the patient’s response to a clinician. Clinicians can be aware or unaware of coun-
tertransference. Recognizing our reaction and understanding where it comes from is 
an important step in managing our reactions to challenging patients [41, 60].

A helpful model to use in managing our own reactions to patients is the CALMER 
model, first proposed in 2004 as a path to equanimity when managing difficult 
patient encounters. The CALMER model provides a framework to these encounters 
that minimizes clinician angst and modulates the clinician’s reactions when dealing 
with a challenging patient. The CALMER model reinforces the demarcation 
between what clinicians can control (their own feelings and actions) and what they 
cannot control (patient reaction and experiences outside the clinic). One of the most 
difficult yet essential trauma-informed practices is to not take a patient’s reaction 
personally. By listening non-judgmentally and then diagnosing, a clinician can 
focus on what the patient is telling them rather than jumping quickly to a diagnosis 
and risking early closure or missing essential details of a patient’s concern. Agreeing 
on a health improvement plan should be followed by education and outlining spe-
cific, actionable goals [62]. The CALMER model, outlined in Table 37.2, recom-
mends simple, concrete steps to manage our own emotions toward a patient.

Table 37.2 The CALMER approach: six steps to managing difficult clinical encounters [61]

Element Approach

Catalyst for change • Identify the patient’s progression in the stages of change model
• Recommend how the patient can advance to the next stagea

Alter thoughts to change 
feelings

•  Identify the negative feelings experienced by the clinician which 
are elicited by patient behaviors

•  Clarify how these feelings influence the clinician and the patient 
during an encounter

• Strategize how to reduce negativity and distress
Listen and then make 
diagnosis

• Remove or minimize barriers to communication
• Improve working relationships
• Enhance probability of accurate diagnoses

Make an agreement • Negotiate, agree on, and confirm a plan for health improvement
Education and follow-up • Set achievable goals and realistic time frames and ensure follow-up
Reach out and discuss 
feelings

• Ensure a strategy for your own self-care

a Stages of change include precontemplation, contemplation, preparation/determination, action, 
maintenance, and relapse
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It is important to remember that body language, vocal tone, and volume also act 
as significant cues to patients about how clinicians are feeling. The Behavioral 
Activity Rating Scale (BARS) is one example of a validated tool used to identify 
physical or verbal overactivity. Such scales can identify patient agitation that is 
responsive to direction, as compared to overactivity and agitation that continues 
despite de-escalation attempts. Strategies for de-escalation include:

 1. Keeping an open body posture and maintaining a kind and even tone demon-
strates respect.

 2. Active listening helps manage reactions by letting patient talk without 
interruption.

 3. Asking the patient to explain how they are feeling allows for a deeper under-
standing of the behavior. Anger and outbursts are usually a secondary emotion, 
not a primary driver of behavior.

 4. Validation and empathy toward a patient’s condition or experience aligns us with 
them as humans who experience suffering. Naming emotions validates how a 
patient feels and makes them feel understood.

When such attempts fail and continuous agitation persists, prudence in seeking 
additional support and alerting team members of the situation is paramount.

 System-based Strategies for Determining When and How 
a Patient Should Be Discharged from the Academic Primary 
Care Clinic Setting

Primary care clinicians and clinic staff often experience challenging patient encoun-
ters that leave all parties dissatisfied and distressed. These encounters may involve 
use of derogatory language and subtle and/or overt threats by patients. Such interac-
tions can take up a significant amount of clinic time and staff energy to resolve, 
leading to clinician/staff burnout and increased turnover, particularly among nurses 
and medical assistants who may work hard to protect clinicians from experiencing 
the brunt of these patient behaviors [52].

 When to Discharge a Patient from Clinic and How to Do 
So with Empathy

We suggest establishing a protocol for determining when a patient should be termi-
nated from a clinic setting and staying consistent to the protocol to prevent actions 
from being viewed as discriminatory [63]. Barring direct patient threats to staff, 
clinicians, or other patients, in which case security should be notified, we suggest 

S. Schmidt et al.



567

AAFP’s Managing Difficult Physician–Patient Relationships flowcharts, which fol-
low a three-tiered approach:

• Tier 1 behaviors pose minimal physical risk to staff and might involve a patient 
missing multiple successive appointments or using inappropriate language in the 
clinic setting.

• Tier 2 behaviors might involve a continuation of issues identified in tier 1, or any 
actions that staff perceived as threatening.

• Tier 3 behaviors constitute violent actions or direct threats made toward anyone 
in the clinic setting [64].

Tier 1 and 2 behaviors should be addressed using the following steps: Form a 
standing committee to assess and discuss a difficult patient interaction; consider 
including in the committee the following disciplines: ethics, compliance, psychia-
try/psychology, medical clinic leadership and ambulatory chief leadership, patent 
experience members, and case managers.

 1. Encourage resident primary care physicians (PCPs) and clinic staff to proac-
tively push forward cases where they are concerned about a patient’s behavior, 
ideally before the issue escalates to the point where the clinician no longer feels 
comfortable caring for the patient.

 2. Invite the resident PCP, faculty, or clinic staff team members to present their 
patient’s concerns at committee meetings, with the intent to proactively:

• Develop a strategy to support clinicians and staff in caring for the patient dur-
ing future visits;

• Empathically recognize and identify the mental, physical, and emotional 
issues the patient may be dealing with and bringing to the visit;

• Strategically think of ways to help the patient by enlisting support from 
behavioral health, ethics, patient experience, and psychology team members;

• Identify ethical issues for the patient and/or the clinician/team member in 
dealing with the situation at hand;

• Use a standard template note to document the patient’s actions, the commit-
tee’s discussion, and suggested plans for future care delivery. We suggest an 
iteration of the template shared in Fig. 37.1, which is designed to (i) avoid 
placing vague or judgmental statements about the patient in the documenta-
tion, (ii) consider implicit biases or attitudes by the staff or clinician, and (iii) 
encourage use of direct and factual statements. Documentation of specific 
statements and actions made by the patient, as well as specific attempts by the 
clinician to address and respond to them, should be noted [63]. To avoid per-
sonal bias, it may be helpful for the documentation (Fig. 37.1) to be placed by 
a member of the clinic’s leadership team trained in trauma-informed care. 
Ideally, this should be someone other than the team member experiencing 
direct action from the patient. Direct quotes are recommended whenever pos-
sible, in order to remain true to what was actually said. It is also important to 
include quotes that not only outline what was said, but also to add comments 
about any external circumstances leading up to the offensive statement or 
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listed below played a role in the clinician’s and/or staff’s attitude and behaviors at the time of the event. 

While the factors listed below may not need to be documented in the chart, taking pause to consider 

them should inform how you think about what may have contributed to the event you are planning to 

document:

● A busy, frazzled waiting room or clinical area, making it hard to focus and remain calm

● Clinicians or staff feeling tired/fatigued

● Clinicians or staff being pulled in many different directions

● Preconceived notions by clinicians and/or staff about the patient, based on the patient’s prior 

actions or based on prior documentation in the chart

● Feeling like the patient has already taken up a lot of our time and energy

● Feeling like the patient is making unreasonable requests of the clinicians and/or clinical staff

● Feeling like no matter what we have done as a healthcare team, the patient is never satisfied

● The clinicians and/or staff were already having a bad day and then this situation occurred

● Other:___________________________________________

Please note, patient is of concern for the following actions, dated _______, which occurred in 

____________________ department.

Behavioral Concerns

Choose ALL that qualify, as there may be multiple issues at play:

● Used profane language, including name calling and/or racial epitaphs, which responded to 

verbal de-escalation strategies employed by staff

● Made specific verbal threats of causing bodily harm or injury to healthcare personnel or their 

families/colleagues

● Attempted physical injury or other inappropriate actions (e.g. spitting) to healthcare personnel 

or another patient

● Made gestures or comments which felt subjectively threatening to the healthcare team and/or 

other patients

● Made continued unrealistic and time consuming requests of personnel that have been discussed 

and/or attempted to be resolved multiple times, to no avail

● Other: ___________________________________________

For the above, the direct quotes or exact descriptions of actions that occurred are as follows: 

Based on the above actions, we have discussed as a team the appropriate next steps. Our team members 

included:_____________________________________________________

Per the team meeting, the following action steps have been taken [Have a drop down with options to 

choose from, AND allow multiple options to be chosen]

● Patient should now be scheduled with specified clinicians (e.g. male clinicians only, female 

clinicians only, etc.) as follows:_____________________________

● We have scheduled a meeting with the patient to gain understanding of the situation (e.g. the 

patient’s perspective) and set expectations regarding behaviors/language that are not tolerated. 

In this meeting, the patient has/will be informed that should these actions reoccur, we will have 

to consider discharging them from our primary care clinic. This meeting will occur/has 

occurred on: ____________________________

● We have consulted with the following interprofessional team members (e.g. ethics, 

psychology):_____________________________________. Together, we developed the 

following action plan:_______________________

It is important as the documenting clinician or staff member to recognize how our own biases and/or 

the working environment may have impacted the events that transpired. Before moving forward with 

documenting the event that occurred, please take a moment to note which of the contributing factors 

Fig. 37.1 Sample template note for clinical documentation of a disruptive encounter

S. Schmidt et al.



569

● We have made referrals to the following services (these can be internal referrals and/or 

referrals to community resources):________________________ for the following 

reasons:_________________________

● We have negotiated a shared agenda with the patient to ensure that specific things occur at 

future visits. This shared plan involves: _____________________________

● The clinician team has identified one tangible action the clinician can do at future visits to help 

the patient feel heard and valued regarding their stated concerns:________________________

If behaviors are egregious and/or have persisted despite the above documented action steps, such that 

the patient must be discharged from the clinical setting, consider documenting the following:

After conferring with our clinic manager and/or the patient experience department, we have determined 

that the patient can no longer be seen for in-person visits within the Primary Care Center.

● Virtual visits may be considered, if this allows for care to be provided without concern for 

physical harm to staff or clinicians. Please note, virtual visits may be discontinued if verbal 

abuse continues during virtual sessions.

● The patient may continue receiving/seeking care within the Emergency Department and certain 

specialty clinics as outlined: _____________________________________

● Should the patient express a desire to return to the primary care clinical setting in the future, 

this might be reconsidered after a timeline of ____________ with input of the clinic medical 

director/clinic manager AND demonstrated steps by the patient to resolve the issue of concern 

(e.g. attendance to virtual visits with demonstrated mutual respect of staff and clinician).

Assuming no further issues after 2-3 years of the incidental behavior, OR if there has been a 

considerable change in the patient’s overall behavior/status (e.g. due to treatment, adherence, etc.), we 

suggest removing the behavior alert note from view, so as not to perpetuate perceptions of the patient 

based on remote behaviors that have since been resolved.

Fig. 37.1 (continued)

action, as these circumstances may lend context that better explains why the 
patient and/or team member may have been stressed or agitated.

• Contact the patient to make them aware of any future action plans and/or 
expectations moving forward, including a written letter that outlines the plan 
and that is reviewed/mailed to the patient.

• As themes/systems issues are identified, members of the committee should 
discuss these themes to their health system’s executive and/or ethics commit-
tee for further consideration, especially if the question of patient discharge 
from clinic has arisen.

If discharge is deemed necessary for repeated Tier 1 and 2 behaviors, it is important 
to consider the AMA Code of Medical Ethics suggesting to “terminate the patient- 
physician relationship only when the patient will not modify disrespectful, deroga-
tory or prejudiced behavior that is within the patient’s control, in keeping with 
ethics guidance” [65]. In Tier 2 situations, it is also necessary to “explore the rea-
sons for which a patient behaves in disrespectful, derogatory, or prejudiced ways, 
insofar as possible” and to treat and assist in identifying/managing the stressors, 
coping skills, and emotional issues underlying such behaviors [65].
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Tier 3 behaviors threatening the safety of staff or others require immediate actions 
to de-escalate the situation and/or remove the threat. In many situations, the behavior 
may warrant immediate consideration for discharge from the primary care clinic. It is 
important to note that some academic practices are not allowed to discharge patients 
without the involvement of higher executive leaders, administrators, and compliance 
team members connected with the health system. Other primary care practices make 
this decision at the discretion of the local team, which may involve the clinic medical 
director, practice manager, nurse director, and involved staff. In these scenarios, emer-
gency and behavioral health services should remain available to the patient as appli-
cable and to the degree these services are provided by the health system. The health 
system might also consider resuming primary care services after a considerable 
amount of time has elapsed, assuming demonstrable and sustained improvement in 
behaviors has occurred as observed and documented by the behavioral health team.

When discharge from the clinic is advised, clinicians should work with their 
leadership to standardize a letter that clearly states (1) the reason for termination, 
(2) what clinic(s) the discharge is occurring from, (3) what clinical department(s) 
remain available to the patient, e.g. emergency room, behavioral health clinics, etc., 
(4) the effective date of discharge, (5) an offer to provide medical records to the new 
clinician assuming care, and (6) a provision to refill necessary prescriptions for a 
30–90-day period post termination until new care is established. Of note, providing 
care and refills for a reasonable time period is absolutely necessary; in areas where 
another clinician is not available, there is some legal responsibility to provide care 
for a longer period of time. If providing care in a safety net setting, consider sug-
gesting nearby health systems available to the patient, taking into consideration 
their insurance status, financial status, and access to transportation. Legal claims of 
patient abandonment are becoming more common.

Copies of the letter should be included in the patient’s chart for future reference. 
It is also important to notify insurers if a patient has been discharged from the prac-
tice, as some insurers require this [63, 66]. In large health systems, it will be impor-
tant to establish a standard FYI system within the electronic health record, by which 
central and local scheduling teams can be easily notified of patients who have been 
discharged from the practice. Without a standard alert by which scheduling teams 
are made aware of the discharge decision, patients may try to reenter the system and 

may inadvertently be rescheduled.

Conclusion

Psychosocial trauma has wide ranging negative impacts on health, and trauma-
informed care is one approach that can mitigate its impact in patient encounters. By 
promoting a safe environment through efforts to enhance trustworthiness, transpar-
ency, peer support, collaboration, empowerment, and cultural sensitivity, the clini-
cian can enhance effective communication during otherwise challenging clinical 

S. Schmidt et al.



571

encounters. Even so, conflict and violence in the workplace can occur, so the wise 
medical director will anticipate and plan for an effective response. When these 
events require discharging the patient from the clinic, that process should be 
approached with thoughtful deliberation, in a standardized manner, and with atten-
tion to careful documentation
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Chapter 38
Burnout and Steps Toward Wellness

Amy Sheer, Nischal Narendra, and Sharon Aroda

 Introduction

Wellness and resilience are central to health care as physician burnout rises. 
Numerous publications have identified this “epidemic” of burnout [1]. Burnout was 
first published in medical literature in 1974, and since then, it has been identified in 
many professions. The Accreditation Council for Graduate Medical Education 
(ACGME) has partnered with the Association of American Medical Colleges 
(AAMC) and the  National Academy of Medicine (NAM) to create the Action 
Collaborative on Clinician Well-Being and Resilience. This network of more than 
60 organizations is committed to reversing trends in clinician burnout [2].

This chapter will define wellness and burnout and review the negative impact of 
burnout on healthcare professionals, specifically physicians, and physicians-in- 
training. Tools to assess burnout, well-being, and resilience will be discussed. These 
methods will be reviewed for efficiency and accessibility. The Liaison Committee 
for Medical Education (LCME) and the ACGME require all medical and residency 
programs to establish a framework to support trainee and faculty well-being. We 
will review individual and organizational initiatives and interventions to reduce 
burnout among physicians at all stages. 

Outline
• Defining the problem of burnout
• Tools to assess physician burnout, wellness, and resiliency
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• Mandatory requirements for internal medicine resident milestones

 – Liaison Committee for Medical Education (LCME)
 – Accreditation Council for Graduate Medical Education (ACGME)

• Interventions to reduce physician burnout and improve wellness
• Individual-focused, organizational, and systems approaches
• Trainee interventions
• Conclusion

 Burnout and Steps Toward Wellness: The Scope 
of the Problem

The World Health Organization (WHO) defined wellness as a “state of complete 
physical, mental and social well-being and not merely the absence of disease or 
infirmity” [3]. Wellness and burnout are two separate entities, and the absence of 
wellness does not imply the presence of burnout.

Burnout is a state of emotional fatigue or frustration secondary to increased 
stress from a mismatch of resources to the needs of patients [4]. Burnout is thought 
to consist of three main components: emotional exhaustion (individual stress 
response), depersonalization or cynicism (negative reaction to the job as well as 
others), and inefficacy (decreased sense of personal accomplishment) [4].

In a 2012 survey of more than 7000 physicians, over 45% reported at least one 
symptom of burnout, with the highest rates noted in front-line physicians (emer-
gency medicine, family medicine, general internal medicine) and only 49% reported 
satisfaction with their work–life balance [5]. Multiple studies show increased levels 
of distress among residents, including high levels of burnout [6] and depression dur-
ing internship [7] and residency [8]. The numbers have quickly worsened during the 
COVID-19 pandemic with over half of health-care workers surveyed reporting 
burnout [9].

Burnout in physicians has been associated with increased rates of alcohol 
abuse or dependence [10]. It also correlates with higher rates of suicidal ideation 
among medical students [11] and residents [12]. Burnout affects many patient-
centered outcomes [13] and has been associated with decreased patient satisfac-
tion and decreased quality of care, [14, 15] including higher rates of medical 
errors [16]. There is also an economic impact attributable to burnout as it leads to 
decreased clinical productivity, increased turnover [17], and cost to health-care 
systems [18].

During the COVID-19 pandemic, the term “moral injury” first described in 
military personnel, came into the context of front-line healthcare workers [19, 20]. 
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The term “burnout” can suggest that the issue lies with the individual and, there-
fore, it is the individual’s responsibility to find solutions. However, the term does 
not acknowledge the systemic issues that give rise to these symptoms. Moral injury 
acknowledges physicians’ competing responsibilities in treating patients, such as 
the insurers, hospitals, healthcare systems, and their own financial incentives [21].

Resilience has been described as the qualities that enable an individual to adapt 
or thrive in adversity [22]. In a recent study, resilience was inversely related to 
burnout, and physicians were noted to have higher resiliency scores than the gen-
eral population. However, even among the most resilient physicians, there was a 
substantially high burnout rate [23]. Interventions focused on individual measures 
to improve resilience have shown to be largely unsuccessful, with only a 10% 
reduction in overall burnout [24]. The introduction of wellness curricula in resi-
dency programs also proved ineffective, [25, 26] with only wellness group meet-
ings showing some benefit [26]. As we move forward, it has been proposed that we 
focus on models that address individual, organizational, and systemic resil-
ience [1].

 Requirements of Well-being in Physician Training: LCME 
and ACGME Guidelines

Recognizing the growing degree of trainee burnout, the LCME and ACGME issued 
requirements for all medical and residency programs to establish policies and pro-
grams supporting optimal trainee and faculty member well-being [27, 28]. The 
regulations specify ongoing assessments of learner burnout, easy access to mental 
health counseling, and duty-hour restrictions. Yet, the LCME and ACGME do not 
specify guidelines, nor do best practices exist in the literature on trainee or faculty 
burnout prevention and resiliency building.

There has been a call to action among the medical communities, including the 
American Medical Association Resident/Fellow Section and NAM, to improve phy-
sician wellness and resiliency. In 2014, the ACGME Council of Review Committee 
Residents made recommendations for a national academic policy on wellness to 
address several goals: (1) increasing awareness of the risk of depression during 
training and destigmatizing it; (2) building systems to identify and treat depression 
in trainees confidently; (3) establishing a more formal system of peer and faculty 
mentoring; (4) fostering efforts to learn more about trainee burnout and wellness 
[28]. The ACGME Common Program Requirements highlight the importance of 
building a positive culture of well-being through respect, accountability, support, 
and self-care, which is paramount to professionalism. This will provide trainees 
with the skills needed to thrive throughout their careers [29].
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 Tools to Assess Physician Burnout, Well-being, and Resiliency

For institutions to address physician and trainee burnout, they must first understand 
how to assess it. Only then can institutional stakeholders evaluate the efficacy of 
wellness interventions by using appropriate tools.

 Tools to Assess Burnout

 Maslach Burnout Inventory (MBI)

This self-assessment questionnaire is the most widely used tool in assessing burnout 
[30]. The MBI has three distinct subsections: emotional exhaustion, depersonaliza-
tion, and a sense of personal accomplishment. It uses population norms as a bench-
mark to help compare scores. The most widely used version is the MBI-Human 
Services Survey (MBI-HSS). This tool has demonstrated high reliability and valid-
ity in the measuring burnout [31] and has been used in multiple studies with resi-
dents [32, 33]. There is no standard definition of exactly what score signifies the 
start of burnout. However, people are considered to have at least one symptom of 
burnout if they have high scores on the emotional exhaustion or depersonalization 
scales of the MBI-HSS. Higher scores on either of these scales correlate with clini-
cal burnout [34]. Disadvantages to the MBI are that it is expensive to administer, 
does not consider nonprofessional factors that may be contributors, and the absence 
of burnout does not necessarily indicate the presence of well-being.

 Copenhagen Burnout Inventory (CBI)

The CBI is reliable and valid [35] and has been studied in resident physicians [36]. 
The CBI has three distinct subsections: personal burnout, work-related burnout, and 
client-related burnout. The personal burnout section determines how tired or 
exhausted a person is on the physically and emotionally. The work-related burnout 
section determines what degree of physical and emotional fatigue is perceived to be 
attributable to their work. Comparing personal and work-related burnout scores can 
help identify to what extent nonwork factors are contributing to their exhaustion. 
The CBI is free to use and easy to access.

Other tools like the Oldenburg Burnout Inventory and the Stanford Professional 
Fulfillment Index have also been used widely across the healthcare profession. The 
Oldenburg Burnout Inventory is free to use and the Stanford Professional 
Fulfillment Index is free to nonprofit organizations for research and operational 
assessment [37].

The current tools represent an aggregate assessment of burnout that can be based 
on several external factors in addition to work-related burnout. This makes it 
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difficult to assess the efficacy and need for continued investment of specific inter-
ventions that address burnout [38]. It is important to find intermediate outcomes that 
can help assess specific interventions introduced in an institution. Examples could 
be surrogate outcomes such as a sense of physician community, decreased physician 
turnover, and perception of appreciation.

 Tools to Assess Well-being

Wellness is not merely the absence of burnout. The exact definition of wellness is 
ambiguous, but it can be conceptualized as a reservoir that, when replenished, can 
lead to better resilience and mental health and, when depleted, can manifest as burn-
out or depression. Wellness has many components, including work–life balance, 
resilience, mood, and mindfulness. Well-being is a state of mind, and a sense of 
well-being creates more wellness habits. Some of the tools used to assess wellness 
and well-being are discussed next.

 Physician Well-being Index (PWBI)

The Mayo Clinic School of Medicine developed this and has both validated resident 
and medical student versions [39]. The PBWI is a seven-item survey that examines 
six dimensions of psychological distress and well-being, including meaning in 
work, severe fatigue, quality of life, the likelihood of burnout, work–life integration, 
and suicidal ideation. It is quick to complete and provides immediate resources to 
participants as well as comprehensive reports to wellness leaders.

 Resident Wellness Scale

This is a 10-item scale covering six dimensions of well-being: meaningful work, 
personal growth, life security, institutional support, and social support. It can help 
measure individual resident well-being, evaluate the impact of specific burnout 
interventions, and track changes in resident wellness over time. It is free for institu-
tions to use through Wayne State University’s website.

There has been a recent shift to focus on wellness instead of burnout [40]. 
Wellness models can help individual physicians and academic programs develop 
wellness goals, but there are drawbacks. Various dimensions in a wellness model may 
conflict with each other and can change based on individual circumstances [1]. 
Residents struggle to balance different aspects of their lives and recognize that they 
may be investing in professional development at the expense of other aspects of 
their personal and family life [41]. They may not be able to focus on the physical, 
spiritual, and intellectual aspects of wellness. Overemphasis on a particular dimen-
sion of wellness, like physical activity, may worsen burnout given these constraints. 
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Micro-stresses arising from daily challenges while practicing can be especially 
stressful for residents and medical students and may contribute to more psychologi-
cal distress. Wellness models do not provide ways to reflect on these daily stressors 
or help one’s ability to deal with adversity.

 Tools to Assess Resilience

Given the inherent issues with wellness models, a focus is now on improving resil-
ience. Resilience acknowledges the presence of adversity and the conflict between 
different wellness dimensions. Data suggesting that low levels of resilience are 
related to higher levels of burnout and depression [42].

 Connor-Davidson Resilience Scale (CD-RISC)

This tool is a 25-item scale with each item rated on a five-point scale (0–4). It was 
thought to have three potential purposes: (1) to study the biological aspects of resil-
ience, (2) to assess the efficacy of interventions to improve resilience, and (3) to use 
as a screening tool for high-risk, high-stress occupations [22]. There are also modi-
fied 10-item and 2-item scales. All versions of the scale have demonstrated validity 
and reliability and have been used in various populations [43]. The tool was shown 
to have a possible “ceiling effect,” making it unreliable to measure higher levels of 
resilience [44]. This can limit its utility when assessing professions known for 
higher levels of resilience.

 Individual and Organizational Initiatives

Many interventions have been aimed at the individual to strengthen resilience and 
teach coping strategies such as positive psychology techniques; unfortunately, these 
have demonstrated only marginal benefit [45, 46]. Individual training typically 
includes group didactics on behavioral techniques such as adaptive coping skills, 
communication skills, mindfulness and stress reduction, psychotherapy, narrative 
medicine, and group support. Individual-focused initiatives show mixed results, 
likely due to difficulty in measuring benefits, and changing demands throughout the 
academic year. Mandatory training on these topics should be avoided, as it can fuel 
resentment and disengagement and lead to further distress [37]. Importantly, 
individual- focused initiatives and training do not address the problem of prevent-
able burnout caused by organizational and systems issues.

Organizational-focused approaches have demonstrated more benefit than 
individual- focused interventions and generally focus on physician empowerment 
through practice improvements in clinician workload, clinical workflow, and 
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healthcare team communication [47]. Examples include physician-driven commit-
tees to launch initiatives, and simple changes such as increasing patient visit time or 
adjusting physician clinical hours to meet their needs better. Interventions that com-
bined several approaches, such as improving healthcare team communication, cul-
tivating a sense of teamwork and job autonomy, have successfully reduced burnout 
[48]. The ability of organizations to carry out any specific intervention is likely to 
be limited by concerns regarding implementation and the incorrect assumption that 
initiatives to improve physician wellness conflict with other organizational objec-
tives [49].

Burnout is a problem of the entire healthcare system and requires an organiza-
tionally embedded approach [37, 49]. Much of the literature focuses on individual 
versus organizational interventions, with little data on system approaches. In its 
charter on Physician Well-being [50] and its Oath to Self-Care and Well-Being [51], 
the Collaborative for Healing and Renewal in Medicine calls for close partnerships 
between the individual clinician and the academic or community organization to 
create the culture of well-being. Combating physician burnout is a multifold process 
that involves mitigating organizational drivers of burnout and building individual 
and organizational resiliency.

In the Healthy Work Place Study, Linzer et al. [52] explored organizational inter-
ventions aimed at different work conditions to see which had the greatest impact on 
clinician stress and symptoms of burnout. In a cluster-randomized controlled trial in 
34 primary care clinics, interventions were grouped into three categories: improved 
communication, changes in workflow, and quality improvement. While the specific 
interventions and implementation of the interventions varied by the clinic, workflow 
interventions (such as changing call schedules and reassigning clinic staff) and tar-
geted quality improvement projects (such as automatic prescription renewal, estab-
lishing mechanisms to improve quality metrics) showed the most benefit in reduction 
of emotional exhaustion scores [52]. Interventions to improve communication 
among clinicians and staff resulted in improvements in clinician satisfaction. 
Addressing the work–system factors that contribute to burnout, such as in this inter-
vention, can lead to meaningful improvements in burnout and dissatisfaction.

The Listen-Act-Develop model implemented at the Mayo Clinic is an example 
of an organizational-sponsored systems improvement initiative [49]. The intention 
of this model is to identify drivers of burnout, foster healthy physician–organiza-
tional relationships, and alleviate burnout by improving system processes, facilitat-
ing teamwork, encouraging physician engagement, and supporting the development 
of physician leadership. This approach mitigates burnout by meeting the psycho-
logical needs of people. The steps in this intervention are: (1) acknowledge and 
assess the problem of burnout while listening to physician concerns; (2) identify 
physician leaders and champions, empower physicians to implement solutions; (3) 
develop physician leaders in the context of improvement work; and (4) commit to a 
continuous cycle of performance improvement. This approach uses the power of 
leadership, engagement, and professional relationships to improve systems and pro-
mote individual and organizational health. Having effective physician leadership 
alone is a protective factor against burnout [53].
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Initiatives that foster interprofessional relationships, work–life balance, engage-
ment, and build trust among team members have shown positive results. A 90-min 
group session utilizing the Stress Management and Resiliency Training (SMART) 
program with two follow-up phone interviews significantly improved in perceived 
stress, anxiety, quality of life, and mindfulness in radiology faculty after 12 weeks 
[54]. Similarly, internal medicine faculty who underwent the SMART program 
improved resiliency, perceived stress, anxiety, and overall quality of life after 
eight weeks [55].

Weill Cornell Medicine has implemented a Well-Being Taskforce to work with 
department leaders and creating focus groups to address burnout in their institution. 
Response was monitored with utilization of the Well-Being Index developed by 
Mayo Clinic, and Weill Cornell has seen an improvement in the overall mean dis-
tress score among physicians from 1.84 in June 2019 (above the national mean of 
1.57) to 1.08 in late 2019, 1.19 in 2020, and 1.22 as of June 2020 [56]. This example 
provides a method that could be implemented in more programs as the next step 
toward wellness and resilience for physicians and trainees.

Poor communication and strained interprofessional teams contribute to physi-
cian burnout. The CREW (Civility, Respect, and Engagement at Work) interven-
tion developed by the Veterans Health Administration works to improve social 
interactions between team members. Participants meet in their groups regularly 
with a trained facilitator to set goals and discuss shared experiences and ways to 
work better together. Outcomes in CREW research have shown higher overall sat-
isfaction, increased job satisfaction, reduced sick leave usage, fewer complaints, 
and better patient care outcomes [57–59]. The Schwartz Center Rounds are another 
example of an intervention meant to enhance communication and relationships 
among all members of a multidisciplinary healthcare team and create a supportive 
learning environment [60]. The rounds are 1-h, case-based, interactive discussions 
held monthly or biweekly. While there has been no research linking the rounds 
with a reduction in burnout, there is evidence that they improve teamwork, enhance 
communication and provider support [60], and improve psychological well-
being [61].

 Trainee Burnout and Wellness Interventions

In the health profession, trainees work in an amalgam of both nonclinical and clini-
cal settings. Within these different learning environments are complex social inter-
actions and organizational cultures that shape the training experience and 
professional development. It is here that high degrees of stress and burnout are 
cultivated [62]. Around 45–56% of medical students [33] and 45–60% of residents 
[63] report symptoms of burnout. Residents and students often care for the most 
vulnerable populations with healthcare disparities. Such challenges create a sense 
of powerlessness and burnout for physicians in training [64]. Several techniques to 
improve the learner’s learning environment, such as schedule flexibility, pass–fail 
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curriculum, and formal mentor–mentee programs, have shown positive outcomes in 
trainee well-being [41]. The ACGME has included wellness in the Common 
Program Requirement for residency and fellowship programs. The Action 
Collaborative on Clinician Well-Being and Resilience is an example program 
chaired by the ACGME, AAMC, NAM, and more organizations to create a national 
framework for all programs to share ideas and promote wellness.

Wellness curricula have been widely incorporated across medical school and 
residency programs [65]. These programs are aimed to encourage self-care, teach 
coping skills, and increase mindfulness-based stress reduction to learners to pro-
mote well-being. In a 2016 survey of select medical schools, over half had a well- 
being curriculum that offered a variety of emotional/spiritual, physical, financial, 
and social well-being activities [66]. The implementation and assessment of the 
curricula varied widely across programs. Several programs have published novel 
curricula incorporating both didactic and nondidactic components, but little is 
known about the efficacy of these programs. Williamson et  al. published a 
12-month multifaceted curriculum for emergency medicine residents based on six 
common dimensions of wellness, using interactive didactic sessions and extracur-
ricular activities, such as group yoga, group service project, and wellness champi-
ons [67]. Another study involving internal medicine residents compared 
resident-driven and formal resiliency curricula and found no improvement in resi-
dent burnout [26]. Several other studies using facilitated small group discussions 
and wellness and stress management courses have failed to show benefits [68, 69]. 
Studies on the efficacy of implemented curricula have significant limitations, such 
as small sample size, lack of control, volunteer bias, and varying levels of partici-
pation [14].

While evidence on effective well-being and resiliency curricula is sparse; there 
are data  showing that personal practices and institution-sponsored programs can 
have benefits. One such technique is mindfulness, which can be taught through vari-
ous methods, including Mindfulness-Based Stress Reduction (MBSR) and an 
Embodied Health program of yoga and meditation with a neuroscience didactic 
component. Multiple studies utilizing these techniques in medical schools have 
shown favorable results including decreases in perceived stress, and improvements 
in mindfulness, self-regulation, self-compassion, and empathy [70–72]. Relaxation 
techniques, including autogenic training, have also been studied in trainee popula-
tion and found favorable results, including burnout reduction [73, 74].

The bridge between narrative medicine, appreciative inquiry, and resiliency is an 
emerging pedagogy in medical education [75]. Narrative medicine is a powerful 
tool for learners to share their clinical work experiences while cultivating listening, 
empathizing, and reflecting  skills. Data supports narrative medicine, specifically 
Balint groups activities focusing on patient-centered management and strong 
patient–doctor relationships for reducing burnout, anxiety, and work-related exhaus-
tion. However, most improvements in learners’ stress and empathy occurred during 
the intervention and were not sustained after the intervention ended [76]. Other 
studies focusing on curriculum topics, including humanism [77] and health advo-
cacy [78, 79] have shown positive results on trainee well-being.
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 Conclusion

This chapter was written during a time of significant adversity, the rise of a global 
COVID-19 pandemic when physicians, physicians-in-training, and students are 
expending long hours toward providing health care. Front-line workers, in particu-
lar, are experiencing burnout, leading to a new term of moral injury.

Nationwide, academic institutions are recognizing moral injury in addition to 
burnout and wellness and opening communication with their physicians and train-
ees to shape the wellness of the individual and program overall. Vanguard institu-
tions have transitioned to Well-Being 2.0, a shift from awareness to action [80]. By 
creating an action plan, these organizations first seek out system factors, practice 
environment, and human factors that negatively impact physicians clinically and 
emotionally. A collaborative group of administrators and physicians then deliberate 
on solutions and follow through on implementation and response. This initiative 
focuses on remembering that physicians are human rather than hero.

The interventions to achieve and maintain resilience must be applied methodi-
cally and systemically to allow physicians and trainees to thrive during challenging 
times. Thus far, organizational-focused approaches have proven effective with a 
focus on physician/trainee empowerment as a driver of clinical systemic change. 
The awareness has provided insight into burnout and wellness, and now action 
should be taken toward physician/trainee self-care for work–life integration.

Next Steps
As noted, the increasing rates of burnout will lead more programs to implement 
interventions. A suggested method is first to choose a tool to measure the presence 
of burnout in your program. Once you measure the scope of the problem, identify 
the systemic, organizational, and individual factors contributing to burnout. Create 
an action plan to implement changes, include the leadership and physicians/trainees 
in the planning step, and assess the impact of change on wellness and resilience. 
Once, a successful approach/action plan is identified, programs can further incorpo-
rate a systematic process to evaluate burnout and wellness.
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