Essays and Commentaries

Vol. 36, No.5 363

Is It Time for a4-year Family Medicine Residency ?

John W. Saultz, MD; Alan K. David, MD

Changes in the practice environ-
ment, the aging population, and
limitations on resident work hours
are areding unprecedented pressure
onthe traditional 3-year resdency
curriculum in family medicine. We
are now in the sxth consecutive
year of declining numbers of US
medical school seniors entering
family medicine resdencies. It is
time for a nationd debate to con-
sder lengthening thefamily medi-
cineresdencyto 4 years. Doing so
might improve the quality of train-
ing and would not necessarily re-
quire additional graduate medicd
education positions.

Since family medicine wasestab-
lished as the 20th specialty in
American medicine in 1969, our
discipline has created several ma-
jor innovations.! Family medicine
created a multidisciplinary educa-
tiond model requiring experience
on rotations in multiple areas of
medicine. Continuity ambulatory
training in family medicine centers
wasreguiredtoaugment experience
obtained on these hospital-based
specialty rotations. The biopsycho-
social modd was used to build the
foundation of the new discipline on
a philosophy of holigtic, patient-
centered care. Continuing medicd
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education and recertification were
required for family physcians to
maintain board certification over
the course of ther careers?

The credive force behind these
innovations has always been the
best interestsof patientswho entrust
their care to board-certified, res-
dency-trained family physicians.
Takentogether, thismodel of train-
ing family physiciansestablisheda
creative and bold tradition for our
specialty, a tradition that attracted
many of us to the field. We em-
braced community-based training,
a concept now being adopted by
othe, more-traditional disciplines
such asinternal medicine® and gen-
eral surgery.’

Over the past 34 years, family
medicine has grown into the sec-
ond largest specialty training sys
tem in American medicine? From
15 reddencies in 1969, we have
now grown to more than 450 pro-
grams, and our graduates havees
tablished practices acrossAmerica
in rough proportion to the distribu-
tion of the country’s population.®
All of thishas been accomplished
using thebasic model of resdency
education developed by the
founders of the specialty. That
model isa3-year residency curricu-
lum characterized by required ro-
tationd training in the major spe-
ciaties of medicine, with alongi-
tudinal component featuring conti-
nuity and behavioral training in
model family medicinecentes.

In spite of these accomplish-
ments, it iswidely recognized tha
family medicine now facessubstan-

tial challenges tha impeil its fu-
ture2®’ The organizations of fam-
ily medicine have recently spon-
sored a comprehensive evaludion
of the discipline to address these
challenges® With the advent, and
ultimate failure of, managed care,
the world in which we work has
changed subgtantially since family
medicine was created. Today, high
tech and subspecialty medicine plus
chronic disease management arethe
foci of most academic health cen-
ters and large hospital systems,
whileprimary care, includingfam-
ily medicine, oftenisnot consdered
akey component of medical care.
Addressing these challenges will
require anexamination of the health
care economy, our training model,
our basic principles, and our modd
of care delivery. This paper’s pur-
pose is to focus on one aspect of
this process, reform of the educa-
tiond model by which family phy-
dciansaretrained for clinical prac-
tice.

What’sWrong With
the Current Resdency
Traning Model?

There are three basic reasons
why now isthe timeto address the
residency training model. First,
therehave been important changes
inthe practice environment that our
graduatesenter after completingthe
resdency. Asthe American popu-
lation ages, our graduates now en-
counter a growing number of pa-
tients with chronic diseases and
functional impairments. Our tradi-
tiond modd of training focuseson
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office and hospital vistsastheba-
sc units of care. But, more and
more of the care needed by our pa-
tientsoccursin thehome, thenurs-
ing home, and other venuesof care.

Second, there are growing new
demands on the residency training
environment. Patient care now de-
mands greater mastery of medica
information, even as the complex-
ity of that information grows from
day to day. There are now educa-
tional imperatives to teach evi-
dence-based medicine, continuous
qudity improvement, population-
based medicine, medical ethics,
HIV-AIDS care, geriatrics, and
sportsmedicine. None of these cur-
ricular areas were included in the
original resdency model. In addi-
tion, there are now rigid limits on
resdent work hours and a growing
list of prescribed curricular areas
from the Accreditation Council for
Graduate Medica Education.®
Thereismoretoteachandlesstime
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,asagroup, older and nearly half
arewomen® A significant percent-
age of them plan to practice part-
time, and a majority of them will
livein familieswith morethanone
careq. They are dill attrectedtothe
comprehensveness and continuity
offered by family medidne, butin-
creasingly they are concer ned about
thechallenge of learning more and
learning faster, while balancing a
larger load of personal and profes-
sonal damands. The problemsfac-
ing us are complex and are not
likely to be corrected by smplistic
solutions.

Need for Change

In the pagt year, the Future of
Family Medicine Project, theAsso-
ciation of Family Practice Resi-
dency Directors, theResdency As-
sstance Program, and the Family
Practice Resdency Reviev Com-
mittee (RRC) haveall begunto ad-

dress the issue of how the family
medicine residency should be
changed. Most of thesediscussions
have focused on what should be
added to the curriculum or how it
should bereorganized. But the“ el-
ephant in the living room” during
these discussonsisthe need to se-
rioudy debate whether or not the
goals of a family medicine resi-
dency can be accomplished in the
traditional 36-month curriculum.
Discussonsof lengtheningtheres-
dency have usually been brief due
to concerns about the subgantial
logistical challengesinvolvedif we
were to actually do this. Neverthe-
less, we believe that a serious dis-
cussion of lengthening the resi-
dency to 4 years should be unde-
taken immediately and that the fu-
ture of our disciplinecould depend
on the outcome of such adebate.

Consgder the following reasons
for a4-year resdency: Fird, there
is more to teach now than ever be-
foreif our specialty wantsto con-
tinue to be comprehensdve in its
scope of prectice. Each new itera-
tion of our program requirements
precipitates a cacophony of de-
mandsfor more curricular focus on
agrowing laundry list of areas that
we address only supeficialy. Our
resdencies sruggle to address the
aging population, the growing num-
ber of peoplewithchronicillnesses
and disability, challengesin medi-
cal ethics, pradice quality improve-
ment, hospice care, medical eco-
nomics, research kills, and behav-
ioral counseling techniques to pro-
mote behavior change to name a
few.

Entire fields of sudy have been
created snce the firs 3-year fam-
ily medicinecurricula were devel-
oped. In1969, there were noAmeri-
cantextbooksaf geriatricsor sports
medicine. HIV-AIDSdidnot exigt.
The only way to indude these is-
suesin the resdency curriculum
now isto spend lesstime on other
things. Wehaveinaeasngly heard
callsto reduce hospital orobgtetric
training. Although a persuasive case
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can be made that these skillsareas
important as ever, particularly for
rural and small-town practice, fewer
family physciansare doing obstet-
rics, and many aredoing less hos-
pital medicine. Some family phy-
siciansdo alot of obgtetrics, sports
medicine, or geriatrics, sometimes
to the excluson of other compo-
nents of family medicine. A 4-year
curriculum would alow beter at-
tention to all aspects of family
medicine, but it might also permit
greder depth of trainingin particu-
lar areas of practice focus.
Second, the 3-year duration of
training isnot aslong asit used to
be. As resdents in the 1970s, we
averaged 10 hours per day for 5
days each week and were on ova-
night call at the hospital every third
night. The average work week for
family medicineresidentsoftenex-
ceeded 100 hours. Whilefewwould
serioudy arguethat thisintensity of
training was a good ideaoverall, it
did allow as much experience as
possibleto be crammedinto the 36-
month program. The ACGMEnow
limitsresident work hoursto 80 per
week," and night call is often cov-
ered by “ night-float residents” who
gohomeduring the day. Whenfully
implemented, the restriction on
work hourswill reducethe available
hoursfor training by at least 20%.
Asareault, there already has been
adrop in the number of office vis-
its, hospital procedures, and obstet-
ric deliveriesdone by family medi-
cineresidents. Low vistvolumein
the family medicine center and in-
sufficient obstetric deliveries are
now the two most common citations
from the RRC when residenciesare
reviewed.” The reduction in work
intendty is a podtive change for
resdents and for their patients, but
it issurely eroding the quartity of
experience in a 3-year program.
Third, asignificant minority, and
now perhapsamajority, of our fac-
ulty and resdentsmay favorsucha
change. A survey of resdency di-
rectors, resdents, and practicing
family physicians in 2000 found
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that 27%, 32%, and 28% respec-
tively favoredchangingto a4-year
residency model.®®* Thissurvey was
done beforetherecent downturnin
gudent interest in family medicine
had become a clear trend. It was
done before the collapse of man-
aged care and before the Future of
Family Medicine Project had been
underteken. Werethis survey to be
repeated today, it is hard to imag-
ine that these percentageswouldn’t
be higher. There have always been
afew people in our field who have
advocated for a longer resdency.
But today, the number of people
favoring such a change may be a
an all-time high.

Fourth, our specialty isfailing to
attract sufficient Sudents into our
resdency programs. The declining
fill rate of family medicineresiden
ciesisnow a clea 5year trend.*
In the 2003 Match, only 2,239 of
2,940 pogtions were filled in the
Match (76.2%), and only 1,234 of
these posditions (42%) were filled
with graduates of US medical
schools. Foreignmedical graduates
now comprise a majority of enter-
ing family medicine residents.
Many of these resdents are well
prepared to enter residency training,
but many morerequireremediation
of basc sills before they can be
successful family physicians. This
increases the pressureon our res-
dency programs to ensure that dl
of our graduates have the necessary
skillsto excel in practice.

Fifth, quality of care and quality
of service are both lacking in
American health care systems, and
family medicine is the foundaion
of thesystem. ReportsfromtheIn-
ditute of Medicine have defined a
sgnificant ggp between thekind of
careweare capable of providing in
American madicineandthe quality
of care the American people actu-
ally receive>* Closing this“qual-
ity chasm” will require us to
reengineer moddsof caredelivery,
but few family physicians have
beentrained to addressthislevel of
practi ce reorganization. Family

medicineisn't just any specialty. We
aspiretobethe foundation onwhich
American health careisbuilt. This
foundation will remainshaky at best
without a major reorganizaion of
the educational model of our res-
dencies. Where will we find the
timeto do thisin the 3-year model ?

Sixth, we are at risk of becom-
ing astagnant field, focused on our
past and on our traditions with in-
aufficient innovation. The recently
completed study by the University
of Arizonahasdefined some of the
reasons why more US medical
school graduates don’t choose to
enter family medicineresidencies.”
Among the most concerning find-
ings of thisstudy are the data sug-
gesting that many students now
view family medicine as a throw-
back tothe medicine of the past. We
judtifiably counter these arguments
by focusing on the high job satis-
faction of family physicians®® or
that information technology at the
point of care brings usinto the fu-
ture.? But will such satisfaction sur-
vive the rigors of a fdling health
care economy? Our academic de-
partments have failed to generate
thekind of pradiceinnovation tha
will attract the mogt creative stu-
dents. These are precisely the stu-
dentsthat family medicinewill need
to thrivein the futureas the health
caresystem isredesigned. But, this
innovation will not occur withinthe
condtraints of an already crowded
3-year curriculum.

Barriers

What are the barriersto length-
ening the family medicine resi-
dency to 4 years? A principal ba-
rier is convincing our sponsoring
hospitalsto do this, because of con-
cernsabout the added cogts of train-
ing for an additiond year. We be-
lieve, however, that a4-year modd
could be implemented with little
additional codgts. If every family
medicine residency reduced its
classsizeby 25%, a4-year curricu-
lum couldbeingtituted without ad-
ditional resdency postions. The
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typical small community-based
resdency would change from 4-4-
410 3-3-3-3. Thetypical large pro-
gram would go from 12-12-12 to
9-9-9-9. Makingthischange would
decrease the number of firg-year
postions by 25% from 2,940 to
2,205. If we had this number of
first-year positions in the 2003
M atch, our fill rae would have been
100%, andourfill ratewith US se-
niors would have been 56%.
Would making this change fur-
ther reducethe number of sudents
entering family medidne?Itisrea-
sonable to think that some of the
1,234 US seniors who chose fam-
ily medicine might have chosen an-
other field if the training took 4
years. But Sudent interestisstrong
inmany fieldsthat have evenlonger
resdencies. Itisalso quite possble
that we would attract some of the
students who otherwise would en-
ter other fidds. A recent report from
the Society of Genera Internal
M edicine suggeststhat other disci-
plines are also considering the
change to a4-year curriculum2? It
seemslikely to usthat the other pri-
mary care fieldswould follow our
lead. But even if they didn't, our
primary concern should be the qual -
ity of careoffered by our graduates.
In our 34-year history, we have
never gonewrong basing our deci-
sons on the best interests of our
patients. Family medicine has
achieved sucoess thusfar by lead-
ing, not by following. The best stu-
dents will see the logic to this
change. Aren’t they the ones we
most want to attract anyway ?

Conclusons

We believe that a public debate
should be held regarding the con-
cept of lengthening the family
medicineresdency to 4 years. The
decline in student interest and the
ACGME work hours regtrictions
offer us an ideal opportunity to
make thischange without requiring
additiond residency postions. The
foundersof our specialty werebold
leaders when they created model
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family medicine centersand there-
certification process. We should
follow thar example.
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