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T

he College of Family Physicians of Canada (CFPC)
has endorsed the recommendation from the Section
of Teachers’ Working Group on Postgraduate
Curriculum Review that residency training programs
develop and implement a competency-based curriculum
that is
• comprehensive,
• focused on continuity of education and patient care, and
• centred in family medicine.
Together, these recommendations form the Triple C
Competency-based Curriculum (Triple C).1 This article
is the fifth in a series explaining the Triple C initiative2-4
and highlights the last C: the curriculum must be centred
in family medicine.
The term family medicine–centred is new; the
description and the definition relate to the focus of
the experience, the primary setting, the teachers for training, the amount of time spent in
individual clinical settings, and the learning processes that are emphasized. If family medicine is
to meet the expectations inherent in competencybased education—that is, to graduate physicians who can
provide expert care for all Canadians in diverse settings,
adapt to dynamic and complex practice environments,
and develop the skills for maintaining competence—the
curriculum must be centred in family medicine.

Family medicine–centred curriculum
In a family medicine–centred curriculum, family medicine
is the focus of and is central to learning. Residents view
themselves and function primarily as family physicians
continuously taking responsibility for a panel of patients
during residency.5 The goals and curricular elements are
fully planned and controlled by family medicine educators, and education occurs predominantly within a comprehensive family practice setting. This is complemented
by specialized or focused experiences designed to provide specific competencies, such as more intense exposure to procedural skills or obstetrics. Residents then
have opportunities to apply this knowledge and skill
within the family medicine context under the supervision of family physician teachers. In a family medicine–centred curriculum the primary teachers are family
physicians, who serve as role models and demonstrate
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not only the learning processes of family medicine but
also the integration of knowledge, skills, and attitudes
across disciplines and contexts, as well as the application of this learning to individual patients. Family physician teachers are the knowledgeable assessors of the
CanMEDS–Family Medicine competencies that residents
must dem-onstrate.6 Consulting specialist teachers are
also valued educators but they must have a clear understanding of the role of the family physician in the community and a demonstrated respect for the discipline.
To accomplish the goals of Triple C and to provide a
family medicine–centred approach, residency training
programs will need to complete their evolution away
from the traditional rotating internship model with its
sequential, discipline-specific “block” experiences. In
this block or rotational structure of training, residents
attempt to develop expertise in successive disciplines,
believing that family physicians need to know “a little
bit about everything.” This model fails to recognize the
unique expertise of our discipline, which must simultaneously manage complexity and uncertainty within
multiple dimensions in the context of an ongoing relationship with the patient. From a pedagogical perspective, if residents are to develop this unique expertise,
they must have opportunities for deliberate practice
(practice plus expert feedback).7 Residents must therefore have repeated opportunities to be coached by experienced teachers in the coordinated performance of
family medicine skills.8
In terms of curricular design, this deliberate practice and promotion of competency integration in family
medicine is more easily served by a longitudinal curriculum structure. In such a model, most of the resident’s
time is spent in the same family practice environment
supervised by family medicine faculty.9 This structure is
ideally suited to the promotion of the second C, continuity, which includes continuity of care, supervision, and
the learning environment. Continuity of care is essential for the development of ongoing patient-physician
relationships; it is the cornerstone of our profession.
Continuity of supervision, evaluation, and role modeling are complementary teaching and learning strategies
that arise from time spent in a longitudinal placement.4
Within a longitudinal family medicine–centred curriculum, some block rotations and specialized or focused
learning experiences can be retained and might be
required to meet specific competencies depending on
the context of training and available local resources.
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Rationale for a family medicine–
centred approach
Substantial resource implications are anticipated with
the shift to a family medicine–centred approach. A
sound rationale must therefore be established for moving to this curricular model.
The recommendation to move toward a curriculum
in which most training occurs within the context of family medicine is neither new nor unique. The CFPC initially espoused such an approach in the 1995 report, The
Postgraduate Family Medicine Curriculum: An Integrated
Approach.10 In addition, position papers from Australia,
the United Kingdom, and the United States have all
emphasized the importance of this educational focus.6,11-13
By comparison, in all other Canadian training programs,
residents spend most of their training time in the context of their own specialties.
Evaluations of longitudinal curricula at the undergraduate level suggest improved humanism, patientcentredness, and professionalism. 14-16 Limited literature at the family medicine postgraduate level shows
improvement in continuity and opportunities for developing strong patient-physician relationships.5,17
The important role served by residency training in the
establishment of a physician’s professional identity provides further rationale for a family medicine–centred curriculum. Professionals need a clear sense of their identity
and their area of expertise if they are to function effectively.18 Our goal is to have residents develop an understanding of and identification with the specific profession
of family medicine: its expertise, values, cultural aspects
(eg, commitment to the community), and rewards. In a
family medicine–centred curriculum, where most of the
training time is spent with family physicians, there is considerable exposure to role models who demonstrate their
beliefs and values, problem-solving processes, and reflective stances.19 Repeated exposure to these family physician role models will allow the time needed to develop
an understanding of our profession, and the development
of a positive professional identity.
Issues of educational efficiency also support the
family medicine–centred approach of Triple C. If residents are to acquire the expected educational outcomes within a 2-year time frame, they must be
primarily engaged in activities with high relevance to
overall objectives. Clinical service requirements need
to be connected to the educational experience. The resident must be performing tasks consistent with future
practice within an authentic environment. Integrated
learning in specialized and diverse family medicine
settings (office, hospital, home, and rural and urban
settings) provides the most appropriate learning in the
resident‘s chosen specialty.
Residents themselves recognize the importance of a
training program that is centred in family medicine. In

the CFPC Section of Residents‘ Guide for the Improvement
of Family Medicine Training, residents advocate repeatedly for experiences that are pertinent to the issues
encountered in primary care.20 The overarching theme
of their publication is the development of training experiences with high relevance to their eventual practice
that include opportunities to experience continuity of
patient care.
The burden of proof for the superiority of one curricular design over another rests with an examination of
the quality of graduates and their ability to meet community needs and achieve desired clinical outcomes
for their patients. It is anticipated that Triple C, with
its emphasis on a family medicine–centred educational
approach, will provide the best opportunity to graduate family physicians who have the unique expertise
required to provide care for all Canadians in diverse
settings; a clear understanding of the centrality of the
patient-physician relationship; a well-developed sense
of professional identity; and the ability to adapt, maintain, and develop new competencies as required by
their practices and communities.
Visit www.cfpc.ca/triple_C or contact triplec@cfpc.ca
for more information.
Dr Shaw is Associate Professor in the Department of Family Medicine at
McMaster University in Hamilton, Ont. Dr Walsh is Professor in the Department
of Family Medicine at McMaster University. Dr Saucier is Professor in the
Department of Family Medicine and Emergency Medicine at Laval University
in Quebec. Dr Tannenbaum is Family Physician-in-Chief at Mount Sinai
Hospital in Toronto, Ont, and Associate Professor in the Department of Family
and Community Medicine at the University of Toronto. Dr Kerr is Curriculum
Director in the Department of Family Medicine at Queen’s University in
Kingston, Ont, and Curriculum Lead at the Quinte-Belleville site in Ontario. Dr
Parsons is Associate Professor in the Discipline of Family Medicine at Memorial
University of Newfoundland in St John’s. Dr Konkin is Associate Professor in the
Department of Family Medicine and Associate Dean, Community Engagement
at the University of Alberta in Edmonton. Dr Organek is Lecturer in the
Department of Family and Community Medicine at the University of Toronto. Dr
Oandasan is Consulting Director: Academic Family Medicine for the College
of Family Physicians of Canada. Drs Shaw, Walsh, Saucier, Tannenbaum,
Kerr, Parsons, Konkin, and Organek are members of the Working Group on
Postgraduate Curriculum Review.
Competing interests
None declared
References
1. Tannenbaum D, Konkin J, Parsons E, Saucier D, Shaw L, Walsh A, et al. Triple
C competency-based curriculum. Report of the Working Group on Postgraduate
Curriculum Review—part 1. Mississauga, ON: College of Family Physicians of
Canada; 2011. Available from: www.cfpc.ca/uploadedFiles/Education/_PDFs/
WGCR_TripleC_Report_English_Final_18Mar11.pdf. Accessed 2011 Jul 22.
2. Oandasan I; Working Group on Postgraduate Curriculum Review. Advancing
Canada’s family medicine curriculum: Triple C. Can Fam Physician
2011;57:739-40 (Eng), e237-8 (Fr).
3. Kerr J, Walsh A, Konkin J, Tannenbaum D, Organek A, Parsons E, et al.
Renewing postgraduate family medicine education: the rationale for Triple C.
Can Fam Physician 2011;57:963-4 (Eng), e311-2 (Fr).
4. Kerr J, Walsh A, Konkin J, Tannenbaum D, Organek A, Parsons E, et al.
Continuity: middle C—a very good place to start. Can Fam Physician
2011;57:1353-6 (Eng), e457-9 (Fr).
5. Tannenbaum D. New “horizontal” curriculum in family medicine residency.
Can Fam Physician 1998;44:1669-75.
6. College of Family Physicians of Canada, Working Group on Curriculum
Review. CanMEDS-Family Medicine: a framework of competencies in family medicine. Mississauga, ON: College of Family Physicians of Canada; 2009.
Available from: www.cfpc.ca/uploadedFiles/Education/CanMeds%20
FM%20Eng.pdf. Accessed 2012 Jan 17.
7. Ericsson KA. Deliberate practice and the acquisition and maintenance of
expert performance in medicine and related domains. Acad Med 2004;79(10
Suppl):S70-81.

Vol 58: MARCH • MARS 2012

| Canadian Family Physician

•

Le Médecin de famille canadien

347

Triple C
8. Janssen-Noordman AM, Merriënboer JJ, van der
Vleuten CP, Scherpbier AJ. Design of integrated
practice for learning professional competences.
Med Teach 2006;28:447-52.
9. Reust CE. Longitudinal residency training: a survey
of family practice residency programs. Fam Med
2001;33:740-5.
10. College of Family Physicians of Canada. Section
of Teachers of Family Medicine, Committee on
Curriculum. The postgraduate family medicine curriculum: an integrated approach. Mississauga, ON:
College of Family Physicians of Canada; 1995.
11. Frank JR, editor. The CanMEDS 2005 physician
competency framework. Better standards. Better physicians. Better care. Ottawa, ON: Royal College of
Physicians and Surgeons of Canada; 2005.
12. Accreditation Council for Graduate Medical
Education. ACGME outcomes project. Chicago,
IL: Accreditation Council for Graduate Medical
Education; 2010.
13. Working Group on the Certification Process.
Defining competence for the purposes of Certification
by the College of Family Physicians of Canada:
the new evaluation objectives in family medicine.
Mississauga, ON: College of Family Physicians
of Canada; 2009. Available from: www.cfpc.ca/
uploadedFiles/Education/Definition%20of%20
Competence%20Complete%20Document%20
with%20skills%20and%20phases%20Jan%20
2011.pdf. Accessed 2012 Jan 17.
14. Norris TE, Schaad DC, DeWitt D, Ogur B, Hunt D.
Longitudinal integrated clerkships for medical students: an innovation adopted by medical schools
in Australia, Canada, South Africa, and the United
States. Acad Med 2009;84:902-7.
15. Ogrinc G, Mutha S, Irby DM. Evidence for longitudinal ambulatory care rotations: a review of the
literature. Acad Med 2002;77:688-93.
16. Ogur B, Hirsh D. Learning through longitudinal
patient care-narratives from the Harvard Medical
School-Cambridge integrated clerkship. Acad Med
2009;84:844-50.
17. Neher JO, Kelsberg G, Oliveira D. Improving continuity by increasing clinic frequency in a residency
setting. Fam Med 2001;33:751-5.
18. Beaulieu MD, Rioux M, Rocher G, Samson L,
Boucher L. Family practice: professional identity
in transition. A case study of family medicine in
Canada. Soc Sci Med 2008;67:1153-63.
19. McLellan H. Situated learning: multiple perspectives. In: McLellan H, editor. Situated learning perspectives. Englewood Cliffs, NJ: Educational
Technology Publications; 1996. p. 5-18.
20. College of Family Physicians of Canada, Section
of Residents. Guide for improvement of family medicine training (GIFT). Mississauga, ON: College of
Family Physicians of Canada; 2007.

348

Canadian Family Physician • Le Médecin de famille canadien

| Vol 58: MARCH • MARS 2012

