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positions for odequate N 1964, THE CANADIAN MEDICAL  rectors receive constant requests ffom spe-
training in primary care. Association Task Force on cialists arguing for inclusion of their partic-
Respondents offered Education for the Provision ular subject areas in the basic 2-year
suggestions on tailoring of Primary Care Services program. All of the programs are built
strategies in view of the recommended that “suffi- around core family medicine training (at
educational, political, and cient extra residency training positions be  least 8 months). Beyond this family medi-
economic climate. funded to allow some family physicians to  cine training, curricula have many varia-
REsumi develop areas of special competence.”! In  tions. For example, some programs provide
Dans une enquéte effectuée the same report, the Task Force examined  specific surgical rotations, while others do
auprés des 16 directeurs de the length of training for family physicians  not. Some programs have 3 months of ob-
programmes de médecine and stated that, “given the professional goals  stetrical training and others less. Only some
familiale, on a questionné les we have assumed for the family physician, programs have geriatric rotations.
répondants sur le nombre et we cannot defend the disparity of training ef- It is increasingly difficult to design a

les divers types de postes de forts expended on the generalist and the spe- ~ 2-year program that meets all the demands.

résidence de froisiéme année cialist. Either the generalist is under-trained  These demands arise not only from our
qu'ils offraient. Puisque les

or the specialist is over-trained.” specialist colleagues, but also from the ac-

programmes éducatifs . .. . Lo ..
fiens s’orienfent vers At present, family medicine programs are  creditation and licensing authorities. As
implantation ov F'expansion 2 years long. In the next few years all prov-  well, residents are demanding more and
de programmes de devx ans inces will require a minimum of 2 years of  more flexibility to shape their programs to
avant I'obtention du permis prelicensure training for all postgraduates, meet their individual interests and needs.
d’exercice, de nombreux be they generalists or specialists. It is recog- In this environment, family medicine
directeurs explorent la nized that family medicine training is the  educators are concerned that a 2-year pro-
nécessité d’ajouter des preferred prelicensure route to general prac-  gram is not long enough. Currently, pro-

P""f:“?':“"‘fm“h’ pour tice. These programs are currently expand-  gram directors are working within the con-
satistaire les exigences d'une ing and trying to meet the increasing re-  straints of a 2-year program and arguing

'°f"""| ihnd?;’m?ﬁw. quests of medical students for admission. for selective third-year positions (R3) in ad-
Les répondants ont offert des However, the core curriculum in family ~ dition. These positions can be used to pro-
suggestions sur les stratégies medicine is exceedingly full. Program di- vide additional skills for rural and remote
Ol'gﬂIliS(I“MIIOI'OSQIIi P R P P P R P practice, to train teachers and researchers,
fiennent compte du dimat Dr Busing, a Fellow of the College, is Assistant and to achieve special competence in
éducatif, économique et Professor and Director of Postgraduate Education in emerging disciplines.

ique. the Department of Family Medicine, University of Unfortunately, few studies in the Cana-
Can Fom Physician 1992:38:1393-1396. Ottawa, Ont. dian literature analyze the length of train-
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Figure 1. POSITIONS AVAILABLE IN SPECIALIST DISCIPLINES
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ing required for family physicians to meet
the community need. In 1984, Drs Curry
and Woodward undertook a survey of Cana-
dian primary care physicians for the CMA
Task Force on Education for the Provision
of Primary Care Services.? In their survey,
graduates from family medicine programs,
rotating internships, and mixed internships
were surveyed. They were asked to describe
their programs and to comment on changes
they would have made to their programs.
Most of the respondents (62%) would choose
the same training route, if they had the op-
portunity to do it again. However, among
the respondents who said they would change
their programs if they were to repeat their
education, 20% would change to a 3-year
family medicine program.
In a survey by Ferentz and colleagues,
.50% of recent graduates surveyed who
practise in rural areas in the United States

favored longer training than the basic
3-year family medicine residency currently
offered in the United States.®

In order to respond to the proposals that
there be more R3 positions available in
family medicine, it is essential to begin with
an analysis of the current situation. A data-
base of current R3 positions is necessary.
Attempts to describe the need for R3 posi-
tions in the future precisely are required;
only then can rational training programs be
undertaken.

In the fall of 1989, I undertook a
cross-Canada survey of all family medicine
residency training programs to determine
the current number of and perceived need
for R3 positions in family medicine. In Oc-
tober of that year, I mailed a questionnaire
to all program directors and followed up
with a reminder and a repeat questionnaire
to non-responders several months later.
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RESULTS

The survey included eight questions and
could be completed in less than 0.5 hours.
All 16 of the program directors (100%) re-
sponded to my questionnaire.

Third-year positions available
Program directors were asked whether they
had any R3 positions in their family medi-
cine programs. Six programs (38%) had no
R3 positions. Three programs (19%) had
R3 positions in emergency medicine only.
The remaining seven programs (43%) had
positions available in a variety of disciplines
or in mixed training. Of the seven, three
universities had positions available in anes-
thesia. Four programs had positions for ge-
riatric training. Two programs had posi-
tions for a third year in obstetrics and
gynecology. In all, eight programs had
emergency medicine training positions.

In four programs, R3 positions could be
individually tailored for rural practice,
emerging disciplines (eg, palliative care),
specialty substitution skills (eg, surgery),
and academic family medicine. Figure 1
shows the number of positions available in
specific disciplines. Unfortunately, in many
instances the respondents indicated that
they had positions available in a number of
disciplines but did not indicate how many
in each one. These numbers are included
in the “mixed” category.

Positions lost

The program directors were asked whether
they had lost any third-year positions in re-
cent years. One program indicated that
such a position had been lost.

Positions from other

university departments

Some speciality departments had made po-
sitions available for training of family medi-
cine residents. Nine program directors re-
ported that they might have positions
available to them. In five programs a total
of eight positions were available for anes-
thesia training. Ten positions were avail-
able in programs for training in an individ-
ually designed third-year program. These
positions were available on a case-by-case
request. In addition, family medicine pro-
gram directors can occasionally obtain an

extra position for third-year training from
the university pool of positions that would
go unfilled.

Defining the need

Program directors were asked to speculate
about the need for R3 positions and to
estimate the numbers needed. Thirteen
programs identified a definite nced for R3
positions. Most respondents suggested posi-
tions were needed for training to provide
additional skills for rural and remote prac-
tice. Training in obstetrics, ancsthesia, and
geriatrics was specifically mentioned in
some replies.

Regarding the numbers of R3 positions
needed, five program directors did not give
an estimate. The program directors from
the Ontario Departments of Family Medi-
cine suggested that at least 40% of sec-
ond-year residents should have access to
R3 positions. Other program directors’ es-
timates of the numbers required ranged
from 18% to 80% of the graduating classes
of second-year residents.

Educational, political,

and economic climate

Program directors were asked to describe
the educational, political, and economic cli-
mate in which requests are being made for
R3 positions. Some directors responded
that universities and government are recep-
tive to requests for positions when a specific
need is identified or when the additional
training is for graduates going into rural
practice. Most respondents, however, be-
lieved the climate was generally poor for
seeking additional positions. Some direc-
tors believed that, with the expansion of
2-year training programs, there would be
little likelihood of getting additional R3 po-
sitions.

How to demonstrate the need

The program directors were asked for sug-
gestions that would better demonstrate the
need for R3 positions when speaking to uni-
versity colleagues and governments. A
range of opinions was offered. Some sug-
gested that all graduates entering a rural or
remote practice should have a third year of
training. It was suggested that, the better
trained a family physician is, the more cost
effective he or she is to the system. It was
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pointed out that keeping a resident in train-
ing for an additional year will provide a sig-
nificant savings to the government, because
a salary for a third-year resident is far less
than the average family physician bills in
1 year of practice.

A number of directors suggested that
any requests for R3 positions should be tai-
lored to the obvious needs, such as for gen-
eral practitioner anesthetists. It was also
suggested that a survey of second-year resi-
dents could help to define the need for ad-
ditional training more clearly.

DISCUSSION

The nine programs in which the program
directors gave a specific estimate of the
numbers of R3 positions required were
analyzed. When compared with the cur-
rent second-year resident population in
these nine schools, the program directors,
on average, suggested that 46% of the gra-
duating class should have training opportu-
nities in R3 positions. Extrapolating this
percentage across the country, that creates
a need for 256 R3 positions when com-
pared with the current second-year resi-
dency population of 640. This study identi-
fied 66 R3 family medicine positions
currently available in the country, clearly
inadequate when compared with the need
described in this survey.

Currently the fewest R3 positions are in
eastern Canada and in the far west. The re-
spondents from these areas suggested that
financial constraints and the political cli-
mate had a lot to do with the lack of addi-
tional training positions.

Quebec has enlarged its complement of
second-year positions dramatically. The
rest of the provinces in Canada are moving
toward a 2-year prelicensure requirement
and the accompanying expansion of family
medicine residency training positions at
this level. The program directors appear to
be concerned that there is resistance to
adding even more positions for a third year
of training. However, the program direc-
tors have also identified a clear need for
these positions, and some have pointed out
that 2 years of training is a minimum and
that optimally all family medicine trainees
should have a 3-year program. In the
United States, the American Board of Fam-

ily Practice requires 3 years of training for
eligibility to write the examinations; the
Royal College of General Practitioners in
the United Kingdom requires 4 years; and
the Royal Australian College requires
5 years.

Recognizing that a 3-year program is
likely not yet achievable, there should be a
hard push to gain more R3 positions based
on very specific and identified needs. These
needs include general practitioner anesthe-
tists, specialty substitution skills for physi-
cians going into rural areas, more teachers
in family medicine, and more expertise in
the emerging disciplines, such as palliative
care, occupational health, and geriatrics.

Community-based training programs be-
gan during 1991 in Thunder Bay and Sudbu-
ry, Ont. Graduates will need additional skills
to branch out into smaller remote communi-
ties where there is less speciality backup.

CONCLUSION

Dialogue should be broadened with man-
power planners but is equally important
with Royal College specialists. Our job as
family physicians is to provide high-quality
primary care to the people we serve. This
requires appropriately trained physicians,
whose needs could be different depending
on the location and type of practice.

This survey described the current R3
residency population in family medicine
and demonstrated that program directors
believe there is a real need for additional
training positions for many family medicine
residency graduates. Respondents sug-
gested some strategies for obtaining more
positions. [ ]
Requests for reprints to: Dr Nick Busing,
Family Medicine Centre, 210 Melrose Ave, Ottawa,
ON K1Y 4K7
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