
Making the Case for an
X þ Y Scheduling Model
in Preliminary Internal
Medicine Residency
Training

T
he traditional construct of simultaneous
attendance of both inpatient and outpa-
tient responsibilities has created a frag-

mented system of care, which bore grave
consequences and implications in patient safety
and continuity. The resultant ambulatory experi-
ences often created a stressful environment of
competing obligations. This may potentially dis-
suade learners from pursuing careers in primary
care in the midst of a growing shortage.1,2

Motivated by these challenges, calls for a redesign
have emerged. An Accreditation Council for Grad-
uate Medical Education mandate requires programs
to develop models to minimize conflicting inpatient
and outpatient responsibilities.3

One solution is a model of long, inpatient blocks,
coupled with short, outpatient blocks to enable
division of clinical duties while enhancing the
ambulatory experience. This system is known broadly
as an ‘‘X þ Y’’ model, with X weeks dedicated to
uninterrupted inpatient training, interspersed with Y
weeks of outpatient ambulatory experiences.1,2 This
novel template enabled fewer inpatient handoffs,
fewer delays in providing outpatient care because of
inpatient responsibilities, fewer interruptions in a
typical clinic afternoon to attend to inpatient respon-
sibilities, and an overall lesser degree of fragmenta-
tion in inpatient care.2 With individualized weeks
committed to ambulatory time, there was greater
satisfaction in education given the slower pace and
the additional time for focused ambulatory curricu-
lum.1,2 From an ambulatory experience, patients also
saw their resident physician a significantly greater
percentage of time and vice versa.2 Given the benefits
of this structural reform, many internal medicine
residency programs were quick to adopt the novel
scheduling system.

While the weeklong ambulatory block leaves room
for a continuous, focused curriculum, such as quality
improvement, it is typically reserved only for the
categorical residents. Thus, while the competing
inpatient and outpatient demands were remedied

for categorical residents, the X þ Y model exacer-
bates an existing problem—inequity between cate-
gorical and preliminary trainees. Although the new
approach introduces a break between heavy inpa-
tient service rotations for categorical residents, it
does not extend the same approach to preliminary
residents. In addition, to ensure a consistent resident
presence during ambulatory blocks, categorical
residents are typically staggered into cohorts of
smaller communities within the residency, further
alienating preliminary residents. The downstream
implications are numerous, affecting both morale
and the perception of the role of preliminary
residents. Given the recent awareness of the need
to address resident wellness, it is astounding that this
issue has still not been raised.
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