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OBJECTIVE: To assess the perceived preparedness of residents in

adult primary care specialties to counsel patients about preventive

care and psychosocial issues.

DESIGN: Cross-sectional national mail survey of residents (63%

response rate).

PARTICIPANTS: Nine hundred twenty-eight final-year primary care

residents in Internal Medicine (IM), family practice (FP), and Obstet-

rics/Gynecology (OB/GYN) at 162 U.S. academic health centers.

MEASUREMENTS: Residents self-rated preparedness to counsel pa-

tients about smoking, diet and exercise, substance abuse, domestic

violence, and depression.

RESULTS: Residents felt better prepared to counsel about smoking

(62%) and diet and exercise (53%) than about depression (37%), sub-

stance abuse (36%), or domestic violence (21%). In most areas, females

felt better prepared than males. Rates of counseling preparedness var-

ied significantly by specialty after adjustment for gender, race, medical

school location, and percent of training spent in ambulatory settings.

FP residents felt better prepared than OB/GYN residents to counsel

about smoking, diet and exercise, and depression, while OB/GYN res-

idents felt better prepared to address domestic violence than IM or FP

residents. IM residents’ perceptions of preparedness were between the

other 2 specialties. Proportion of training spent in ambulatory settings

was not associated with residents’ perceived preparedness.

CONCLUSIONS: Physicians completing residencies in adult primary

care did not feel very well prepared to counsel patients about preventive

and psychosocial issues. Significant differences exist among special-

ties, even after adjusting for differences in time spent in ambulatory

settings. Increasing residency time in ambulatory settings may not

alone be sufficient to ensure that residents emerge with adequate coun-

seling skills.
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P hysicians have a key role to play in helping to achieve

national health goals as outlined in Healthy

People 2010.1 For 2010, the Healthy People goals call

for ncreasing to 85% the proportion of physicians who coun-

sel their patients about smoking and physical activity and

increasing overall the percentage of patients who get counsel-

ed about health behaviors (e.g., nutrition and alcohol use).

Healthy People goals also include reducing the harm due

to domestic violence and increasing the identification

and treatment of adults with depression. Although the major-

ity of physicians endorse their role in educating patients

about preventive care,2 primary care physicians often

fail to use their opportunity to counsel patients about

smoking,3–8 substance use,9–13 and nutrition and physical

activity.14–18 Primary care physicians also do not rout-

inely screen or counsel for depression19–22 or domestic

violence.23–25

One strategy for addressing these deficits is to ensure

that medical training prepares all new physicians entering

practice to address these issues. The ability to provide

comprehensive preventive and psychosocial care was includ-

ed in a landmark compilation of requisite residency training

components published in 1994.26 Current program require-

ments for residencies in the 3 specialties that train physicians

to deliver adult primary care include nearly all of the training

components recommended in the 1994 document.27–30

The Accreditation Council on Graduate Medical Education’s

(ACGME) required curriculum for family practice training

targets training in human behavior and mental health,

and Obstetrics/Gynecology and Internal Medicine also include

targeted training in preventive care and psychosocial

issues.28–30 ACGME training programs’ requirements also set

minimum standards for training in outpatient settings as a

way to achieve these goals. The required curriculum for

family practice emphasizes training in outpatient settings.28

Internal Medicine residents must spend at least one third

of their training, and Obstetrics/Gynecology residents

must spend at least 10% of their training in ambulatory care

settings.29,30

Despite the ACGME primary care training standards

in preventive care and counseling, deficits continue to be seen

in physicians’ counseling behaviors. In 1998, a national

survey of residents in their final year of training assessed res-

idents’ perceptions of their preparedness to provide a wide

array of common clinical services,31 and residents rated them-

selves as prepared to manage most common clinical condi-

tions. This paper focuses on residents’ perceived preparedness

to counsel patients about preventive and psychosocial

issues and explores the variability in residents’ perceptions

among the 3 specialties that provide adult primary care (In-

ternal Medicine, family practice, and Obstetrics and Gynecol-

ogy). We hypothesized that family practice residents,

compared to Internal Medicine and Obstetrics/Gynecology

residents, would feel better prepared to counsel for preventive

health and psychosocial issues because family practice pro-

grams have historically emphasized ambulatory care, and

training in an ambulatory environment is believed to promote

skills in primary and preventive care. We also hypothesized

that, regardless of specialty, residents who spent a greater

proportion of their training in ambulatory care settings would

feel better prepared to address preventive and psychosocial

care. Finally, we hypothesized that female residents would feel
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better prepared to counsel their patients than male residents,

because previous work demonstrates that female physicians

are more likely to counsel patients about behavioral and men-

tal health issues.32–35

METHODS

Sample Selection

The sampling and survey methods for this study have been

described in previous publications.31 The study population

was a stratified sample of residents from 8 specialties (an-

esthesiology, psychiatry, Obstetrics/Gynecology, pediatrics,

general surgery, orthopedic surgery, family practice, Internal

Medicine) who were in their final year of residency. The sample

was obtained by a 3-step process: selection of hospitals, res-

idency programs, and residents (see Fig. 1). The 162 hospitals

were selected by combining 1) a list of integrated academic

medical center hospitals from the Association of American

Medical Colleges; 2) a list of the major teaching hospitals that

were most closely affiliated with U.S. medical schools; and 3) a

list of the 100 hospitals with the largest numbers of residents

based on Medicare cost reports. The final list of academic

health centers included 162 U.S. hospitals that had trained

40,000 of the 98,000 residents in 1998.36

In each hospital, all training programs in the 8 selected

specialties were identified using the American Medical Associ-

ates Graduate Medical Education database. Additionally, hos-

pitals were stratified by competitiveness of market using the

University Health System Consortium’s market evolution

model (1/2=none or little competition, 3=some competition,

4=very competitive). Finally, for each specialty, programs

were randomly selected within each market stage, and all res-

idents from the selected programs were chosen until we met

the quota for that stage.

Although this survey was given to 8 different specialties,

the focus of this paper is on the 928 residents who provided

adult primary care. This included 279 Internal Medicine (IM)

residents in 25 programs, 326 family practice (FP) residents in

75 programs, and 323 Obstetrics/Gynecology (OB/GYN) res-

idents in 114 programs. The overall adjusted response rate for

primary care residents was 63% (n=928; 59% IM, 68% FP,

and 63% OB/GYN).

Survey Design and Administration

Based on focus groups, a literature review, a review of the

ACGME policies, and expert opinions, a survey was developed

and pilot tested. The survey took approximately 15 minutes to

complete. The protocol was approved by the Massachusetts

General Hospital Institutional Review Board. The survey was

administered by Datastat, Inc. (Ann Arbor, MI). Surveys were

administered in the spring of 1998.

Residents received advance notification about the survey

and multiple survey mailings. To enhance survey completion,

strategies included telephone follow-up, flexible scheduling,

cash prizes, and payments. Telephone administration of the

surveys was conducted for individuals who had not completed

the mailed survey.

Measures

The outcome measure was perceived preparedness to counsel

patients about preventive care and psychosocial issues. Res-

idents were asked to ‘‘rate the extent to which you feel pre-

pared to counsel patients about. . .‘‘ smoking, diet and

exercise, substance abuse, depression, and domestic violence,

using a 4-point scale ranging from very unprepared to very

prepared. Because final-year residents are expected to be very

prepared to counsel patients in these areas, the 5 outcome

measures were dichotomized for analysis into 2 categories:

very prepared or not very prepared (very unprepared, some-

what unprepared, somewhat prepared).

Background information collected included gender, race/

ethnicity (white non-Hispanic, black non-Hispanic, Hispanic,

Asian, or Alaska Native/American Indian), medical school lo-

cation (U.S. medical school graduate vs international medical

school graduate), and medical specialty (FP, IM, OB/GYN).

Residents were also asked to report the percentage of training

time they had spent in ambulatory settings. For analysis, ra-

cial and ethnic variables were collapsed into white non-His-

panic, Asian, and underrepresented minorities.

Data Analysis

Analyses were conducted using SUDAAN software (version

7.5.1, specialized software which controls for clustering and

complex sample design; Research Triangle Institute, Research

Triangle Park, NC) and SAS software (version 8.2; SAS Insti-

tute, Cary, NC). Analyses were weighted to adjust for differ-

ences in sampling and response rates within each stratum

(specialty/market stage/program). Bivariate analyses com-

pared the outcome variable, preparedness to counsel, by each

background variable, using the w2 test to assess statistical sig-

nificance. Multivariate analyses were adjusted to account for

the multistage sampling design. Logistic regression models

were constructed to examine the relationship between each

preventive counseling behavior and each specialty, adjusting

for the effects of gender, race/ethnicity, medical school loca-

tion (United States vs international), and percentage of resi-

dency training time spent in ambulatory settings (continuous

variable); variables were selected on an a priori basis.

RESULTS

Sample Characteristics

The respondents included 928 residents in Internal Medicine

(N=279), family practice (N=326), and Obstetrics/Gynecolo-

gy (N=323). The characteristics of the sample are displayed in

Table 1. Fifty-nine percent were male. Sixty-one percent of

residents were white and 29% Asian. Sixty-nine percent of

residents had completed medical school training in the United

States. Family practice residents spent approximately half of

their time in ambulatory settings; Internal Medicine residents

spent 27% and Obstetrics/Gynecology residents spent 22% of

their time in ambulatory settings. The 3 primary care special-

ties differed significantly in respondents’ gender, race/ethnic-

ity, likelihood of having graduated from a U.S. medical school,

and proportion of residency training time spent in an ambu-

latory setting.
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Preventive Counseling by Specialty

Residents’ perceived preparedness to counsel varied by the 5

preventive counseling behaviors. Residents felt best prepared

to counsel about smoking (62%) and diet and exercise (53%)

and less well prepared to counsel about depression (37%),

substance abuse (36%), and domestic violence (21%). Figure

2 displays residents’ perceived preparedness to deliver preven-

tive counseling by specialty.

Predictors of Preventive Counseling

Table 2 shows the relationship between each counseling

behavior and each specialty, after adjustment for gender,

Table 1. Characteristics of Respondents by Specialty

Characteristic All Adult-care
Residents

Internal Medicine
Residents

Family Practice
Residents

Obstetrics/Gynecology
Residents

P Value�

N Wgt % N Wgt % N Wgt % N Wgt %

Total 928 279 326 323
Personal characteristics
Gender

Male 473 59 176 64 173 54 124 38
Female 454 41 103 36 153 46 198 62 o.001

Race/ethnicity
White 629 61 156 55 234 71 239 75
Asian 178 29 94 36 46 15 38 12
URM 109 10 22 8 45 14 42 13 .001

Training characteristics
Graduate of U.S. medical school

Yes 747 69 185 61 258 78 304 94
No 181 31 94 39 68 22 19 6 o.001

Mean percentage of training time
based in the ambulatory setting 27 48 22

Training time in ambulatory setting, %
0 15 15 30
1–25 72 44 58
261 13 41 12

N=number of respondents. Data are missing for gender (n=1) and race/ethnicity (n=12).

Wgt %=sample size–adjusted percentage reflecting relative population and response bias.
�P value from w2analysis comparing Internal Medicine residents, family practice residents, and Obstetrics/Gynecology residents.

URM, underrepresented minorities (e.g., African Americans, Hispanics, Native Americans, Aleutian Natives).

162 HOSPITALS*Stratified programs by level
of market competition

Randomly selected programs
to achieve desired sample size
(~5000 residents)

Removed invalid
respondents† 

Total sample size = 2626 residents (928 residents in IM, FP & OB/GYN)

282 programs 
(1901 residents) 

250 programs 
(1911 residents) 

101 programs 
(1020 residents) 

None/little competition 

464 programs  

Some competition

425 programs 

Very competitive 

113 programs 

529 residents 1095 residents 1002 residents

FIGURE 1. Survey data collection diagram. �Hospitals were selected if they were one of the following: 1) an academic health center with a

medical school affiliation, 2) a major teaching hospital affiliated with a medical school, or 3) among the 100 hospitals with the largest number

of residents. All programs (anesthesiology, psychiatry, Obstetrics/Gynecology, pediatrics, general surgery, orthopedic surgery, family prac-

tice, Internal Medicine) at selected hospitals were included. wInvalid (e.g., not in final year of residency, incorrect information).
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race/ethnicity, training location, and percentage of training

time spent in hospital or community-based ambulatory set-

tings. Female residents felt better prepared than male resi-

dents to counsel about all topics except smoking, for which

both males and females felt well prepared. Residents’ race/

ethnicity affected only their perceived preparedness to counsel

about depression; Asians felt significantly less prepared to

counsel about depression than whites or underrepresented

minorities.

There was little difference between U.S. and foreign-

trained medical school graduates; foreign medical school grad-

uates felt better prepared to counsel about domestic violence

but less well prepared to counsel about depression than grad-

uates of U.S. medical schools. Internal Medicine and Obstet-

rics/Gynecology residents were less likely than family practice

residents to feel well prepared to counsel about depression.

Obstetrics/Gynecology residents also felt less prepared than

family practice residents to counsel about smoking and diet

and exercise, but they felt more prepared to counsel about do-

mestic violence than family practice or Internal Medicine res-

idents. There were no statistically significant differences by

specialty in preparedness to counsel for substance abuse. The

percentage of training that occurred in an ambulatory or com-

munity setting was not associated with greater perceived pre-

paredness to counsel, with the exception of counseling about

depression.

DISCUSSION

Using a national survey, we examined final-year residents’

perceived preparedness to counsel about preventive and psy-

chosocial issues. Ideally, all final-year residents in the special-

ties that provide adult primary care should feel well prepared

to address these topics, but this was not the case. Less than

half of respondents felt well prepared to counsel patients about

depression, substance abuse, and domestic violence, and less

than two thirds felt well prepared to counsel about tobacco use

or diet and exercise. It appears that the next generation of

physicians may not be well prepared to address these priority

national health promotion issues.

Residents’ perceived preparedness to counsel about pre-

ventive behaviors and psychosocial issues varied by specialty,

even after adjustment for other differences among specialties.

As hypothesized, family practice residents felt better prepared

than Obstetrics/Gynecology residents to address smoking, de-

pression, and diet and exercise, but the reverse was true for

counseling about domestic violence. No differences were seen

by specialty in preparedness to counsel about substance

abuse. Internal Medicine residents generally felt less prepared

than family practice residents, but the differences were statis-

tically significant only for depression and domestic violence

counseling.

Our finding that Obstetrics/Gynecology residents felt

best prepared to counsel about domestic violence echoes pre-

vious studies demonstrating that Obstetrics/Gynecology pro-

viders, compared to family practitioners and Internists, report

a higher level of domestic violence screening.24,37 So, although

ACGME guidelines for family practice and Internal Medicine

also require instruction in the recognition and management of

domestic violence, our findings suggest that Obstetrics/Gyn-

ecology programs place greater emphasis on domestic violence

training than the other primary care programs. In addition, it

is likely that Obstetrics/Gynecology residents have more op-

portunity to practice domestic violence counseling because all

of their patients are female. The low rates of Internal Medicine

and family practice residents’ perceived preparedness to ad-

dress domestic violence indicate a need for residency training

in these fields to improve training on this important topic.

Although the ACGME program requirements for the pri-

mary care specialties all state that instruction is required in

preventive and psychosocial counseling, there needs to be a

focus on assessing and evaluating these counseling compe-

tencies. Studies have shown that physicians’ self-assessment

skills tend to overestimate their actual skill level.38 Although

residents are more accurate at self-assessment than practicing

physicians, residents also report that their activity and skill

Table 2. Multivariate Analyses for Counseling Outcomes: % Reporting ‘‘Very Prepared’’ to Counsel

Characteristic Smoking Diet and Exercise Depression Substance Abuse Domestic Violence

% OR (CI) % OR (CI) % OR(CI) % OR (CI) % OR (CI)

Total 62 53 37 36 21
Personal characteristics
Gender

Male 59 – 47 – 31 – 30 – 15 –
Female 66 1.4 (0.9 to 2.3) 62 2.0 (1.4 to 2.9) 46 2.1 (1.4 to 3.1) 43 1.8 (1.2 to 2.6) 29 2.1 (1.5 to 2.9)

Race/ethnicity
White 63 – 51 – 42 – 38 – 21 –
Asian 60 1.0 (0.7 to 1.5) 57 1.1 (0.8 to 1.6) 22 0.4 (0.2 to 0.6) 29 0.7 (0.4 to 1.1) 22 1.0 (0.6 to 1.8)
URM 62 1.1 (0.6 to 2.1) 52 1.0 (0.5 to 1.8) 51 1.4 (0.6 to 3.4) 45 1.3 (0.7 to 2.5) 27 1.2 (0.5 to 3.0)

Training characteristics
Graduate of U.S. medical school

Yes 65 – 51 – 41 – 37 – 19 –
No 55 0.6 (0.4 to 1.0) 57 1.3 (0.8 to 2.2) 29 0.8 (0.5 to 1.3) 32 1.0 (0.7 to 1.5) 25 2.4 (1.4 to 4.2)

Specialty
Internal medicine 62 0.8 (0.5 to 1.4) 53 0.6 (0.4 to 1.1) 31 0.3 (0.2 to 0.5) 32 0.6 (0.3 to 1.2) 14 0.5 (0.3 to 0.9)
Family practice 71 – 64 – 70 – 43 – 30 –
Obstetrics/gynecology 49 0.4 (0.2 to 0.7) 41 0.4 (0.2 to 0.6) 23 0.1 (0.1 to 0.3) 42 0.8 (0.5 to 1.4) 41 2.2 (1.2 to 4.0)

Mean percentage of training time
based in an ambulatory setting 30 1.2 (0.3 to 4.9) 31 1.7 (0.5 to 5.9) 35 4.8 (1.4 to 16.8) 30 0.9 (0.3 to 2.9) 32 2.1 (0.3 to 14.4)

%=sample size–adjusted percentage reflecting relative population and response bias.

URM, underrepresented minorities (e.g., African Americans, Hispanics, Native Americans, Aleutian Natives).
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levels are higher than they actually are. Therefore, it is likely

that the residents’ self-perceived preparedness ratings in this

study are overly favorable and that there is a greater deficit in

preparedness than is actually reported.

Overall, residents’ perceived preparedness to counsel

about preventive and psychosocial issues was associated pri-

marily with medical specialty rather than with the proportion

of time a resident spent in ambulatory settings. Counter to our

hypothesis, the proportion of residency time spent in an am-

bulatory setting was only related to perceived preparedness to

counsel for depression. Increasing the amount of time spent in

ambulatory settings may be necessary but is not sufficient to

guarantee residents’ preparedness in the areas of smoking,

diet and exercise, substance abuse, and domestic violence.

The implication is that not only the amount but also the con-

tent of the ambulatory training matters.

We believe that the movement toward competency-based

assessment, with a focus on evaluating residents on the

ACGME Outcome Project’s 6 core competencies (patient care,

medical knowledge, communication skills, practice-based

learning and improvement, professionalism, and systems-

based practice),39,40 is needed. Each residency program

should evaluate whether or not its instruction in preventive

and psychosocial counseling is achieving needed outcomes

and also whether residents are being allocated time needed

for counseling activities. Many of our findings of residents’

perceived preparedness deficits are consistent with the litera-

ture on the counseling behaviors of physicians in prac-

tice.5,8,12,13,18,21,37,41–43 Variations by specialty are also

consistent with the literature on practicing physicians’ coun-

seling behaviors.3,24,37,44–47 Within each specialty, the deficits

in residents are similar to the deficits in practicing physicians,

indicating a need to improve residency training and faculty

development.

This study had several limitations. Our results are based

on self-reported preparedness, and it is unknown how this

subjective assessment relates to performance. However, re-

search on physician behavior change indicates that confidence

in one’s ability to make a change (e.g., self-efficacy) is related to

the likelihood of doing so.5,43,46 In addition, Internal Medicine

training is a common pathway for both primary care internists

and those who plan to specialize. Many Internal Medicine res-

idency programs have separate tracks for those individuals

who plan to go into primary care. Our survey did not differen-

tiate between these tracks. It is possible that residents in pri-

mary care Internal Medicine feel more prepared to counsel

about preventive and psychosocial issues than their specialty-

bound colleagues. Finally, the generalizability of our findings

is limited to residents at academic health centers in 1998;

these data will be an important basis for comparison with up-

coming data from the ACGME evaluation efforts.

In summary, the majority of adult primary care residents

do not feel very well prepared to counsel patients about pre-

ventive care and psychosocial issues, and extent of prepared-

ness varies by specialty. Identified strengths of family practice

and Obstetrics/Gynecology programs may serve as models to

direct future residency training in preventive counseling.

The authors greatly acknowledge the contributions of Eric G.
Campbell, PhD. Dr. Campbell oversaw all of the data collec-
tion and advised us on the survey design for the resident ac-
ademic health center survey. We also would like to thank the
Massachusetts General Hospital Multicultural Affairs Office’s
Summer Research Trainee Program for supporting this project.
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