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Duration of rural training during residency
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ABSTRACT

OBJECTIVE To determine whether rural family physicians thought they had received enough months of rural exposure 
during family medicine residency, how many months of rural exposure those who were satisfi ed with their training 
had had, and how many months of rural exposure those who were not satisfi ed with their training wanted.
DESIGN Mailed survey.
SETTING Rural Canada.
PARTICIPANTS Rural family physicians who had graduated between 1991 and 2000 from a Canadian medical school.
MAIN OUTCOME MEASURES Respondents’ opinions about whether their exposure to rural medicine during training 
had been adequate.
RESULTS Response rate was 59% (382/651). After excluding physicians who had not had Canadian family medicine 
residency training, 348 physicians remained, and of those, 58% thought they had had adequate rural exposure 
during residency. Median duration of rural training among those who thought they had had enough rural exposure 
was 6 months; median duration of rural exposure among those who thought they had not had enough was 2 
months. Median duration of rural exposure desired by those who thought they had not had enough rural training 
was 6 months. Some physicians wanted much more than 6 months of rural training; for example, one quarter of 
those satisfi ed with their rural training had had 10 or more months of rural rotations. Fewer than 1% of respondents 
thought they had received too much rural training. There was no signifi cant diff erence in number of months of rural 
training preferred by men and women (P = .94). One third of respondents had graduated from rural-focused family 
practice residency programs. Rural program graduates were more likely than non–rural program graduates to report 
that the duration of their rural training was adequate (84% vs 46%, P < .0001) and to report more mean months of 
rural exposure (8.9 vs 3.4; P < .0001).
CONCLUSION Typical rural family physicians prefer to have 6 months of rural exposure during residency. This fi nding 
is consistent with the recommendation of a College of Family Physicians of Canada committee that rural family 
medicine training programs off er at least 6 months of rural rotations. Almost half of rural family physicians wished 
they had had more rural training. Both rural-focused and 
non–rural-focused programs should consider providing 
opportunities for pursuing elective rotations in rural areas 
in addition to mandatory rotations if they want to respond 
to these preferences for training.
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EDITOR’S KEY POINTS

• Rural areas in Canada suffer from a chronic shortage of physi-
cians. One key strategy employed in Canada, the United States, and 
Australia to address this problem has been to establish rural-focused 
training programs, particularly at the postgraduate level.

• This study examines whether rural physicians thought they had had 
suffi  cient exposure to rural medicine during residency.

• Six months was the median duration of rural training of those who 
thought they had had enough rural exposure, and was also the 
median length of rural training desired by those who thought they 
had not had enough rural exposure.
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anada suffers from a chronic rural-urban 
maldistribution of physicians.1 One key 
strategy employed in Canada,2-4 the United 

States,5,6 and Australia7 to address this problem has 
been to establish rural-focused training programs, 
particularly at the postgraduate level. These pro-
grams conduct a portion of residency training in 
rural communities and have relatively high rates of 
placement of graduates into rural areas.8,9

Questions remain, however, about the ideal 
duration of rural exposure during training. Our 
previous research in 2002 demonstrated wide vari-
ation among the 12 rural residency programs in 
Canada in minimum standards for duration of rural 
training, from 4 to 12 months within the 2-year 
curriculum.4 The advantage of rural rotations is 
that prospective physicians can gain clinical expe-
rience in environments with little or no immedi-
ate specialist backup, meet rural mentors, develop 
rural social networks, visit communities where 
they might want to work in the future, and gain 
an appreciation of rural lifestyles. Urban rotations, 
on the other hand, offer more intense exposure 
to specialty medicine, advanced diagnostic equip-
ment, and rare pathologies; provide opportunities 

for developing links with specialists; and allow resi-
dents to observe the care given to rural patients 
who are referred to large urban centres.

In 1999, the College of Family Physicians of 
Canada (CFPC) sponsored a consensus panel on 
rural education that recommended a minimum of 6 
months’ rural exposure during residency.10 Th is rec-
ommendation was based on the expert opinion of 
panel members and not on any empirical evidence. 
Th e eff ect of this recommendation appears to be 
limited. Our 2002 review of rural training programs 
3 years after the recommendation4 showed that the 
CFPC guidelines had not led to consensus on mini-
mum rural training requirements for Canadian resi-
dency programs. Further, Canadian guidelines diff er 
from those of the American Academy of Family 
Physicians where a program with as few as 3 rurally 
located block months can qualify for designation as 
a “rural training program in family medicine.”11

This study examines whether rural physicians 
thought they had had suffi  cient exposure to rural 
medicine during residency, and whether recently 
graduated rural physicians’ self-reported pref-
erences for duration of rural exposure during 
postgraduate training are consistent with CFPC 
guidelines and with the amount of rural training 
actually offered by residency programs. A mis-
match between preferences for duration of rural 
training and either the expert recommendations or 
the actual training off ered would suggest that cur-
rent recommended or actual rural training times 
need to be modifi ed.

METHODS

We surveyed all Canadian family physicians and 
general practitioners who had graduated between 
1991 and 2000 from Canadian medical schools 
and were practising in 2002 in rural areas or small 
towns, as defined by Statistics Canada.12 This 
includes towns with populations of up to 10 000 
people that are outside the commuting zone of 
larger urban centres. Potential respondents were 
identifi ed from the Southam Medical Database and 
were sent the questionnaire. A French version of 
the questionnaire was sent to physicians in Quebec 
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and Francophone physicians in New Brunswick. 
Physicians received two mailings and a reminder 
card in between. A third mailing was sent to regions 
where the response rate remained below 50% after 
the initial mailings.

Questions of interest included the following.
• How many months did you spend doing rural 

rotations during your 2-year residency?
• Do you think that this was the right amount of 

exposure to make you feel comfortable practising 
in rural areas?

• How many months of rural rotations 
do you believe is ideal? (Respondents 
answered this question only if they 
thought they had not received the 
right amount of rural exposure.)
The study received ethics approval 

from Sunnybrook and Women’s College 
Health Sciences Centre.

In the analysis, we excluded physi-
cians who had not completed a 2-year 
family medicine residency in Canada. 
We used bivariate analytic methods 
(t tests and continuity-adjusted chi-
square tests) to examine differences 
in responses to these questions by whether or not 
respondents attended rural-focused family med-
icine residency programs. These programs were 
identifi ed through a separate telephone survey of 
family medicine residency program directors.4

RESULTS

Of the 784 physicians surveyed, 133 were ineligi-
ble for various reasons (eg, invalid address or not 
in rural family medicine). Completed and eligible 
questionnaires made up an eff ective response rate of 
59% (382/651). After excluding physicians who had 
not had Canadian family medicine residency train-
ing, 348 physicians (91% of respondents) remained. 
Mean age of physicians in the fi nal sample was 34 
years; 61% were female. Respondents had, on aver-
age, 5.3 months of rural rotations.

Overall, 58% of respondents thought they had 
had the right amount of rural exposure during resi-
dency training. Th ose who thought they had had 

enough rural exposure had spent a median of 6 
months in rural training; 6 months was also the 
median duration of rural training desired by those 
who thought they had not had enough exposure. 
Distributions of both responses were skewed to the 
right; mean preferred training times were greater 
than median preferred times (Table 1). Fewer than 
1% of respondents reported that they had received 
too much rural training. Th ere was no signifi cant 
diff erence in number of months of rural training 
preferred by men and women (P = .94).

Overall, 33% of respondents had graduated from 
rural-focused family practice residency programs. 
Of those who reported having had adequate rural 
exposure, 47% had graduated from rural-focused 
programs; of those reporting having had inade-
quate rural exposure, only 13% had graduated from 
rural-focused programs. Rural program graduates 
were more likely than non–rural program gradu-
ates to report that the amount of rural training they 
had received was adequate (84% vs 46%, P < .0001) 
and that they had had more mean months of rural 
exposure (8.9 vs 3.4, P < .0001).

DISCUSSION

Th is study suggests that 6 months of a 2-year fam-
ily medicine residency program is the preferred 
duration of rural exposure for typical rural family 
physicians. Th is is precisely the minimum length 
of time recommended by the CFPC’s consensus 
panel10 based on expert opinion. Th is study now 

How many months of rural rotations 
do you believe is ideal? (Respondents 
answered this question only if they 
thought they had not received the 
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In the analysis, we excluded physi-
cians who had not completed a 2-year 
family medicine residency in Canada. 
We used bivariate analytic methods 

 tests and continuity-adjusted chi-
square tests) to examine differences 

Table 1. Number of months of rural training preferred and undertaken by rural 
family physicians: Fifteen physicians did not respond to the question on months of rural training, 
and an additional 13 physicians who thought they had had the wrong amount of exposure did not 
report their preferred duration of rural training.

MEASURE

NO. OF MONTHS OF 
RURAL TRAINING AMONG 

PHYSICIANS WHO THOUGHT 
THEY HAD HAD THE RIGHT 

AMOUNT OF RURAL 
EXPOSURE

N = 193

NO. OF MONTHS OF 
RURAL TRAINING AMONG 

PHYSICIANS WHO THOUGHT 
THEY HAD HAD THE WRONG 

AMOUNT OF RURAL 
EXPOSURE

N = 140

NO. OF MONTHS OF RURAL 
TRAINING PREFERRED BY 

PHYSICIANS WHO THOUGHT 
THEY HAD HAD THE WRONG 

AMOUNT OF RURAL 
EXPOSURE

N = 127

Mean   7.1 2.8 6.8

Median   6.0 2.0 6.0

25th percentile   3.0 1.5 4.0

75th percentile 10.0 3.0 8.0
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provides evidence to support the recommendation. 
Six months is twice the minimum duration rec-
ommended by the American Academy of Family 
Physicians (AAFP). Further research is needed to 
confirm whether results of this study are gener-
alizable to the United States. If so, perhaps poli-
cies should reflect residents’ training preferences. 
In Canada, two of the 12 rural programs have a 
minimum duration of rural training of 4 months,4 
which is shorter than the stated preference for rural 
training. Results of this study suggest that program 
directors should consider adjusting the minimum 
duration of rural training in their programs to con-
form with the CFPC standard.

We found that the mean preferred duration of 
training is greater than the median preferred dura-
tion and that there was considerable variation in 
preference for duration of rural training. Nine of 
the 12 rural programs offered the option of com-
pleting at least 12 months of rural training in total. 
This option would appear to meet the demands of 
almost all rural physicians. Two of the 12 programs 
offered the option of completing 6 to 9 months of 
rural rotations. Given that one quarter of those 
who thought they had had adequate rural train-
ing did 10 or more months of rural rotations, these 
programs might wish to consider adjusting the total 
months of elective and mandatory rural rotations 
available.

Although this study demonstrates some room for 
improvement in rural-focused programs to meet 
rural physicians’ expectations for training, a greater 
problem exists in non–rural-focused programs. 
More than half of non–rural program graduates 
thought they had had inadequate rural training, 
compared with one in six rural program graduates. 
Although non–rural programs might not need to 
have stringent minimum standards for rural train-
ing, they might be able to accommodate the needs 
of rural physicians by offering greater flexibility 
to do rural electives. Among the eight non–rural 
programs, two offered a maximum of 4 months 
of rural training, two offered 5 months, and three 
offered 6 months.4 Because the number of rural 
training programs has increased in recent years,4 
physicians interested in rural medicine might not 
need to train in non–rural-focused programs to 

the extent they did in the past. Greater flexibility to 
do rural training in non–rural programs might still 
be beneficial, however, particularly for physicians 
who realize only in the midst of their postgraduate 
training that they wish to do rural medicine.

Limitations
This study has some important limitations. First, it 
surveyed physicians who graduated anywhere from 
2 to 11 years before so results might have been 
affected by recall bias. We found no notable dif-
ferences in preferences for duration of training by 
graduation year, however. Second, this study exam-
ines only rural physicians’ preferences for training 
and not whether clinical skills vary by length of 
rural training. Such a consideration might be more 
important than preferences when setting bench-
marks for length of training.

Conclusion
Typical rural family physicians prefer 6 months of 
rural rotations during residency. This finding is 
consistent with the current CFPC recommendation 
that rural family medicine training programs offer 
at least 6 months of rural rotations. There was wide 
variation in the number of months of rural rota-
tions preferred, and almost half the respondents 
wished they had had more rural training. Both 
rural-focused and non–rural-focused programs 
should consider providing adequate opportunities 
for pursuing elective rotations in rural areas if they 
want to respond to rural physicians’ preferences for 
duration of rural training. 
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