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Is It Time for a 4-year Family Medicine Residency?
John W. Saultz, MD; Alan K. David, MD

Changes in the practice environment, the aging population, and
limitations on resident work hours
are creating unprecedented pressure
on the traditional 3-year residency
curriculum in family medicine. We
are now in the sixth consecutive
year of declining numbers of US
medical school seniors entering
family medicine residencies. It is
time for a national debate to consider lengthening the family medicine residency to 4 years. Doing so
might improve the quality of training and would not necessarily require additional graduate medical
education positions.
Since family medicine was established as the 20th specialty in
American medicine in 1969, our
discipline has created several major innovations.1 Family medicine
created a multidisciplinary educational model requiring experience
on rotations in multiple areas of
medicine. Continuity ambulatory
training in family medicine centers
was required to augment experience
obtained on these hospital-based
specialty rotations. The biopsychosocial model was used to build the
foundation of the new discipline on
a philosophy of holistic, patientcentered care. Continuing medical
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education and recertification were
required for family physicians to
maintain board certification over
the course of their careers.2
The creative force behind these
innovations has always been the
best interests of patients who entrust
their care to board-certified, residency-trained family physicians.
Taken together, this model of training family physicians established a
creative and bold tradition for our
specialty, a tradition that attracted
many of us to the field. We embraced community-based training,
a concept now being adopted by
other, more-traditional disciplines
such as internal medicine3 and general surgery.4
Over the past 34 years, family
medicine has grown into the second largest specialty training system in American medicine.2 From
15 residencies in 1969, we have
now grown to more than 450 programs, and our graduates have established practices across America
in rough proportion to the distribution of the country’s population.5
All of this has been accomplished
using the basic model of residency
e duc a tion de ve lope d by the
founders of the specialty. That
model is a 3-year residency curriculum characterized by required rotational training in the major specialties of medicine, with a longitudinal component featuring continuity and behavioral training in
model family medicine centers.
In spite of these accomplishments, it is widely recognized that
family medicine now faces substan-

tial challenges that imperil its future.2,6,7 The organizations of family medicine have recently sponsored a comprehensive evaluation
of the discipline to address these
challenges.8 With the advent, and
ultimate failure of, managed care,
the world in which we work has
changed substantially since family
medicine was created. Today, high
tech and subspecialty medicine plus
chronic disease management are the
foci of most academic health centers and large hospital systems,
while primary care, including family medicine, often is not considered
a key component of medical care.
Addressing these challenges will
require an examination of the health
care economy, our training model,
our basic principles, and our model
of care delivery. This paper’s purpose is to focus on one aspect of
this process, reform of the educational model by which family physicians are trained for clinical practice.
What’s Wrong With
the Current Residency
Training Model?
There are three basic reasons
why now is the time to address the
residency tra ining model. First,
there have been important changes
in the practice environment that our
graduates enter after completing the
residency. As the American population ages, our graduates now encounter a growing number of patients with chronic diseases and
functional impairments. Our traditional model of training focuses on
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office and hospital visits as the basic units of care. But, more and
more of the care needed by our patients occurs in the home, the nursing home, and other venues of care.
Second, there are growing new
demands on the residency training
environment. Patient care now demands greater mastery of medical
information, even as the complexity of that information grows from
day to day. There are now educational impera tives to te ach e vidence-based medicine, continuous
quality improvement, populationbased medicine, medic al e thics,
HIV-AIDS care, geriatric s, and
sports medicine. None of these curricular areas were included in the
original residency model. In addition, there are now rigid limits on
resident work hours and a growing
list of prescribed curricular areas
from the Accreditation Council for
Gra dua te Medic al Educ ation.9
There is more to teach and less time
to do the teaching.
Third, the population of residents
in our programs is fundamentally
different now than at any time in
the past. American medical students
are, as a group, older and nearly half
are women.10 A significant percentage of them plan to practice parttime, and a majority of them will
live in families with more than one
career. They are still attracted to the
comprehensiveness and continuity
offered by family medicine, but increasingly they are concerned about
the challenge of learning more and
learning faster, while balancing a
larger load of personal and professional demands. The problems facing us are c omplex and are not
likely to be corrected by simplistic
solutions.
Need for Change
In the past year, the Future of
Family Medicine Project, the Association of Family Practice Residency Directors, the Residency Assistance Program, and the Family
Practice Residency Review Committee (RRC) have all begun to ad-
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dress the issue of how the family
me dic ine re side nc y should be
changed. Most of these discussions
have focused on what should be
added to the curriculum or how it
should be reorganized. But the “elephant in the living room” during
these discussions is the need to seriously debate whether or not the
goals of a family medicine residency can be accomplished in the
traditional 36-month curriculum.
Discussions of lengthening the residency have usually been brief due
to concerns about the substantial
logistical challenges involved if we
were to actually do this. Nevertheless, we believe that a serious discussion of lengthening the residency to 4 years should be undertaken immediately and that the future of our discipline could depend
on the outcome of such a debate.
Consider the following reasons
for a 4-year residency: First, there
is more to teach now than ever before if our specialty wants to continue to be comprehensive in its
scope of practice. Each new iteration of our program requirements
precipitates a cacophony of demands for more curricular focus on
a growing laundry list of areas that
we address only superficially. Our
residencies struggle to address the
aging population, the growing number of people with chronic illnesses
and disability, challenges in medical ethics, practice quality improvement, hospice care, medical economics, research skills, and behavioral counseling techniques to promote behavior change to name a
few.
Entire fields of study have been
created since the first 3-year family medicine curricula were developed. In 1969, there were no American textbooks of geriatrics or sports
medicine. HIV-AIDS did not exist.
The only way to include these issues in the residency curriculum
now is to spend less time on other
things. We have increasingly heard
calls to reduce hospital or obstetric
training. Although a persuasive case

can be made that these skills are as
important as ever, particularly for
rural and small-town practice, fewer
family physicians are doing obstetrics, and many are doing less hospital medicine. Some family physicians do a lot of obstetrics, sports
medicine, or geriatrics, sometimes
to the exclusion of other components of family medicine. A 4-year
curriculum would allow better attention to all aspects of family
medicine, but it might also permit
greater depth of training in particular areas of practice focus.
Second, the 3-year duration of
training is not as long as it used to
be. As residents in the 1970s, we
averaged 10 hours per day for 5
days each week and were on overnight call at the hospital every third
night. The average work week for
family medicine residents often exceeded 100 hours. While few would
seriously argue that this intensity of
training was a good idea overall, it
did allow as much experience as
possible to be crammed into the 36month program. The ACGME now
limits resident work hours to 80 per
week,11 and night call is often covered by “night-float residents” who
go home during the day. When fully
implemented, the re striction on
work hours will reduce the available
hours for training by at least 20%.
As a result, there already has been
a drop in the number of office visits, hospital procedures, and obstetric deliveries done by family medicine residents. Low visit volume in
the family medicine center and insufficient obstetric deliveries are
now the two most common citations
from the RRC when residencies are
reviewed.12 The reduction in work
intensity is a positive change for
residents and for their patients, but
it is surely eroding the quantity of
experience in a 3-year program.
Third, a significant minority, and
now perhaps a majority, of our faculty and residents may favor such a
change. A survey of residency directors, residents, and practicing
family physicians in 2000 found
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that 27%, 32%, and 28% respectively favored changing to a 4-year
residency model.13 This survey was
done before the recent downturn in
student interest in family medicine
had become a clear trend. It was
done before the collapse of managed care and before the Future of
Family Medicine Project had been
undertaken. Were this survey to be
repeated today, it is hard to imagine that these percentages wouldn’t
be higher. There have always been
a few people in our field who have
advocated for a longer residency.
But today, the number of people
favoring such a change may be at
an all-time high.
Fourth, our specialty is failing to
attract sufficient students into our
residency programs. The declining
fill rate of family medicine residencies is now a clear 5-year trend.14
In the 2003 Match, only 2,239 of
2,940 positions were filled in the
Match (76.2%), and only 1,234 of
these positions (42%) were filled
with gradua tes of US medical
schools. Foreign medical graduates
now comprise a majority of entering family medicine residents.
Many of these residents are well
prepared to enter residency training,
but many more require remediation
of basic skills before they can be
successful family physicians. This
increases the pressure on our residency programs to ensure that all
of our graduates have the necessary
skills to excel in practice.
Fifth, quality of care and quality
of service are both lacking in
American health care systems, and
family medicine is the foundation
of the system. Reports from the Institute of Medicine have defined a
significant gap between the kind of
care we are capable of providing in
American medicine and the quality
of care the American people actually receive.15,16 Closing this “quality c ha sm” will re quire us to
reengineer models of care delivery,
but few family physicians have
been trained to address this level of
practice reorganization. Family
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medicine isn’t just any specialty. We
aspire to be the foundation on which
American health care is built. This
foundation will remain shaky at best
without a major reorganization of
the educational model of our residencies. Where will we find the
time to do this in the 3-year model?
Sixth, we are at risk of becoming a stagnant field, focused on our
past and on our traditions with insufficient innovation. The recently
completed study by the University
of Arizona has defined some of the
reasons why more US medical
school graduates don’t choose to
enter family medicine residencies.17
Among the most concerning findings of this study are the data suggesting that many students now
view family medicine as a throwback to the medicine of the past. We
justifiably counter these arguments
by focusing on the high job satisfaction of family physicians 18 or
that information technology at the
point of care brings us into the future.2 But will such satisfaction survive the rigors of a failing health
care economy? Our academic departments have failed to generate
the kind of practice innovation that
will attract the most creative students. These are precisely the students that family medicine will need
to thrive in the future as the health
care system is redesigned. But, this
innovation will not occur within the
constraints of an already crowded
3-year curriculum.
Barriers
What are the barriers to lengthening the family medicine residency to 4 years? A principal barrier is convincing our sponsoring
hospitals to do this, because of concerns about the added costs of training for an additional year. We believe, however, that a 4-year model
could be implemented with little
additional costs. If every family
medicine residenc y reduced its
class size by 25%, a 4-year curriculum could be instituted without additional residency positions. The
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typica l small community-based
residency would change from 4-44 to 3-3-3-3. The typical large program would go from 12-12-12 to
9-9-9-9. Making this change would
decrease the number of first-year
positions by 25% from 2,940 to
2,205. If we had this number of
first-year positions in the 2003
Match, our fill rate would have been
100%, and our fill rate with US seniors would have been 56%.
Would making this change further reduce the number of students
entering family medicine? It is reasonable to think that some of the
1,234 US seniors who chose family medicine might have chosen another field if the training took 4
years. But student interest is strong
in many fields that have even longer
residencies. It is also quite possible
that we would attract some of the
students who otherwise would enter other fields. A recent report from
the Society of Gene ral Internal
Medicine suggests that other disciplines are also considering the
change to a 4-year curriculum.3 It
seems likely to us that the other primary care fields would follow our
lead. But even if they didn’t, our
primary concern should be the quality of care offered by our graduates.
In our 34-year history, we have
never gone wrong basing our decisions on the best interests of our
patients. Family medicine has
achieved success thus far by leading, not by following. The best students will see the logic to this
change. Aren’t they the ones we
most want to attract anyway?
Conclusions
We believe that a public debate
should be held regarding the concept of lengthening the family
medicine residency to 4 years. The
decline in student interest and the
ACGME work hours restrictions
offer us an ideal opportunity to
make this change without requiring
additional residency positions. The
founders of our specialty were bold
leaders when they created model

366

May 2004

family medicine centers and the recertific ation process. We should
follow their example.
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