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Background: Between July 1, 2000, and July 1, 2002, the Residency Review Conmittee for Family
Practice had received requests for voluntary withdrawal from 27 residency programns. This number
represents a sgnificant inarease in the rate of program closure over previous years. Objectives We
compared descriptive data on these closing prograns and explored factors contributing to the closure.
Methods: Descriptive programdata were collected fromthe Accreditation Council for Graduate Medi-
cal Education, National Resident Matching Program, the American Academy of Family Physicians,
and the American Board of Family Practice. Program directors from closing programs were invited to
participate in a semi-structured interview to discuss factors contributing to the closure of their pro-
gram. Reaults: Seventy-five percent of closing programs were community based, median program age
was11 years, board passr ate averaged 98%, and 6% cared for underserved communities. Financial,
palitical, and ingtitutional leadership changes were most frequently cited by program directors as pri-
mary reasons for program closure Conclusons The rate of program closure isincreasing, affecting
programs that meet most measures of high quality. Quality programs are being logt, and the ultimate
impact is yet to beseen. Program directors offer warning sgnsand advice that is generally applicable

to other family practiceresdency programs.

(Fam Med 2003;35(10):706-10.)

Asof duly 1, 2000, therewere472 Accreditation Coun-
cil for Graduate M edical Education (ACGME)-accred
ited family practiceresidency programs* Asof July 1,
2002, the Resdency Review Committee (RRC) for
Family Practice had gpplications for voluntary with-
drawal of accreditation from 27 programs that had
closed or planned to close between July 1, 2000 and
June 30, 20042 These programs represented 5% of all
family practice residency programs. Mast of these pro-
grams have closed or will close soon, two programs
have merged, and one closed theallopathic portion of
its program.

While somefamily pradiceresdencieshave aways
closed each year, 27 closures in 5 years represents a
subgtantial increase over previous yeas.>* From 1988

From the Family Practice Residency Program, Medical Center East,
Birmingham, Ala (Dr Gonzdez); the Robert Greham Center: Policy Stud-
ies in Family Practice and Primary Care, Washington, DC (Dr Philli ps);
and the Division of Medicd Education, American A cademy of Family Phy-
sicians, Leavood, Kan (Dr Pugno).

to 1997, an average of three programsclosedannually,
but from 2000 to 2002, an average of more than twice
this number have closed each year.*

Thisincrease in the closure rate suggested a need to
assess the types of programs closing and to explore
common factorscontributingto closure, warning signs
of closure, and potential aversion tactics. Previousstud-
ies of closures between 1983-1992 found that most
family practice resdency programs closed for finan-
cial reasons.*® Financesmay till be animportant cause
because the Balanced Budget Act of 1997 reduced
Medicare graduate medical education payments and
resulted in permanent loss of funding for many res-
dency positions*® These ealier studies and more re-
cent ones have foundthat flexibility and creative means
of generating financial and palitical support for res-
dency programs are crucial to resdency program sur-
vival **? With dgnificant changes in the health care
environment, it is plausible tha new factors may also
be threatening family practice residency programs, and
different averson tactics may be necessary. We com-
pare basic data on closing programs and expl ore
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factors contributing to program closure. Additionally,
we asked about early warning signs of potential prob-
lems and tactics to strengthen programs and avert pro-
gram closure.

Methods
Program Data

Alig of all ACGM E-accredited family practiceres-
dency programs that had applied for voluntary with-
drawal of accreditation from July 1, 2000 to June 30,
2004 was obtained from the RRC as of July 1, 2002.
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contributing to program closure (Figure 1) and warn-
ing 9gns, advice, andaverson tactics(Tables2, 3,and
4, respectively).

Results
Descriptive Data on Programs

A total of 17 of 27 program directors completed in-
terviewsor e-mailed responses (10 by phone and seven
by e-mail). Onedirector refusedto participate, andnine
never responded.

Descriptive daa regarding number of pos-
tions offered through the National Resdent
Matching Program (NRMP), program direc-
tor participation in the National Ingtitute of
Program Director Development (NIPDD),
ACGME acareditation tatus, program years
in exisgence board certification exam pass
rates, program gructure, and hospital type
wereverifiedby directinquiry of theNRMP,
theAmericanAcademy of Family Physicians
(AAFP), ACGME, and the American Board
of Family Practice (ABFP). These datawere
also collected for nonrespondents (n=27).
Other descriptive data (program director ten-
ure and underserved focus) were received
from respondents(n=17). All descriptive data
are reported in Table1.

Survey Methods

Wedeveloped asemi-gructured interview
tool for the exploratory phase of our study.
Thistool waspilot tested with three program
diredorswho had experienced program clo-
suresprior to 2000. Based on these pilot test s,
the tool was modified to create the final in-
terview ingtrument (available fromauthorson
request).

Program directors from all 27 programs
were contacted by phone and e-mail andwere
invited to beinterviewed by phone or to re-
spondto the survey tool by e-mail. Those pro-
gram directors who elected to participatevia
e-mal were sent the survey toadl asan attach-
ment for completion. Nonrespondents or in-
complete respondentswere recontacted three
times.

One author conducted all phoneinterviews
and manudly recorded responses. To avoid
listener biasduring phoneinterviews, answers
to each question were repeaed back to the
participant to ensure accuracy of the written
response record.

Interview responses were reviewed inde-
pendently by all authorsfor commonthemes.
We used iterative discussions to reach
consensuson key themesfor primary factors

Tablel

Descriptive Dataon Closing Programs

Program structure of closing progr ams*
e Community based, unafiliated=4 (14.8% of programs)
¢ Community based, medical school affiliated=9 (33.3% of programs)
e Community based, medical school administered=8 (29.6% of programs)
* Medicd school based=6 (22.2% of programs)
« Military=0 (0% of programs)

Hospital type of dosing progr ams*
* Public=6 (22.2% of programs)
e Private, nonprofit=20 (74.0% of programs)
« Private, for profit=1 (3.7% of programs)

Program’syear sin existence*
¢ Mean=14.3yeas
¢ Mode=11yeas

NRMP% M atch (3 year sprior to program closure)*
* Mean=57%
* Mode=50%

Boar d pass rateof program graduates (3 year sprior to program closure)*
* Mean=98%
* Mode=100%

Accreditation status of program prior to closure*
* 5years=6 programs
e 3years=7 programs
e 2years=2 programs
« 1 year/provisonal=8 programs
¢ Probation=4 programs

NIPDD training of program director*
* Yes=6 program directors
¢ No=21 program directors

Progr am director years of experience as progr am director
* Mean=6.8 yea's
¢ Mode=5 years

Under served focus at progr am
* Yes=13 programs
* No=4 programs

* Data on nonresponding programs was obtained from the A ccreditation Council on
Graduate Medical Education, the National Resident Maching Program (NRMP),
the American Board of Family Practice, and the American A cademy of Family

Physicians databases.

NIPDD—Ngaional I nstitute of Program Director Development
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Table?2

Warning Signs Noted by Program Directors

Financial

¢ Cutsin the budge for thefamily practice department or other primary

care departments

¢ Cutsin primary caefaculty or falure of these individualsto achieve
tenure
Increased visitation by financial consultants to the host instituti on
Lack of acknowledgment for indigent care provided
Feeling of being “ ungppreciated” or “invisible” tothe host instituti on
Mention of “downsizing,” “rightsizing,” or other teemsfor layoffs
Discussion of hospital merger (especidly if the other hospital has
significant debt, or sale of hospital, espedally if the buyerisa for-
profit institution)

e o o o o

Political/leader ship

« Changesinhost ingtitution or medical school leadership (“ New CEOs
close residendes. It's good for them! If you find agood CEO who has
beenin his’her position for morethan 5 years, in a profitable not-for-
profit hospital, that is not a take-over candidate [too much money in
the bank], then you can havea secureprogram.”)

¢ Mutual distrust among hospital, university, and residency faculty and
worsening of this relationship

« Unsupportive hospital professional and medicd staff

Other
« Multipl e years of trouble recruiting
« Poor Match results
* Deaeased student interest in primary care & the locd institution and
nationwide

Wefound that the averageaccreditation statusof the
programswas4years, four were on probation, and eight
had provisonal eccreditation. Board pass rates avea-
aged 98% for the 3 years prior to closure & all res-
dency programs, and only four programs had passage
rates less than the national average of 96%. More than
half of the closng programs had been open for at least
11 years, and 10 programs were more than 20 years
old. Inthe 3 yearsprior to closure, the average NRMP
Match fill rate was 57%. Six program directors were
NIPPD traned. Program director tenure averaged al-
mogt 7 years. Atleast 13 programshad anunderserved
focus and/or serve a patient base with at least 50% of
patients receiving public assistance or categorized as
private pay (Table 1).

Comments Supporting Primary Reasons for Closure
Respondents assessmentsof the primary reason for
their program'’s closure suggest that financial, politi-
cal, and ingtitutional leadership changes were the pre-
dominant reasons for closure (Figure 1). Finandal is-
sueswererelaed to both programs and sponsoring in-
ditutions. Specific satements supporting financid is-
sues as the primary reason for closure included: “fi-
nancial troublewith loss of federal grants and medicd
schoal resources,” “inadeguate funding per resident,”
“decrease GME/IME dollars and being viewed as a
‘cogt-center,”” “financial problems in hogt hospital,”

Table3

Program Directors Advice
to Strengthen Residency Standing

Financial standpoint

» Keep comprehensive records of the program’s financid contributions
to the host indgti tution (ie, grant money, Medicare graduate medicd
educdion payments, referral and downstream revenue, inpatient and
outpatient care reimbursement).

» Keep theleadership apprised of the program’s financid contributions
and community importance (indigent care and improved community
relaions as a result of program’s presence).

« Expand the program’s patient base.

* Increase clinic and faculty productivity while carefully assuring an
appropriate service/educétion balance

» Seek additional sources of new revenuethrough outside grants and
contrads.

» Lobby for statefunding parity through legidation.

« Devdop proadive strategies to cut program costs where possible.

» Consider other potential hostinstitution options (and arrangeto move
Medicare-funded positi ons, if eligible, atleast1 year priortoclosure).

Political issues and leader ship changes

* Meet with the ingtitutional leadership regularly.

» Remind the ingtitution’s governing body how the reasons why they
decided to begin a family practiceresidency program are il valid.

» Devdop aworking relationship before you need one.

» Report the benefits of the program to the host instituti on and
community (program’sroleinimproving patient satisfadtion, i mproved
community perception of quality care, and volunteer activities such
asteam coaches, hedth fairs, c).

» Createalocd community advisory board tha can respond if the
program isthreatened.

» Remind medical staff of the role residents play in accepting new
patients and providing support for subspecidists (referrds).

* Integrae family medicinefaculty incommittees and leadershipof the
host insti tution and in prominent and powerful local organizations.

« Avoid affiliations with unsupportive universities. (It is preferable to
be unaffiliated and independent.)

“huge indtitutional losses,” “insufficient resources to
stand alone,” “inaccurate valuation of thefamily prac-
tice resdency program,” and “being seen as a poor in-
vesment.”

Other quotes pointed to political causes for closure,
including “inability to reaffiliate with an appropriate
host hospital,” “no perceived ongoing needfor primary
care in the local community,” “decreased interest in
family practicewithin the medical school leadership,”
“corporae irrespongbility,” and “inability to merge
missons.”

Changesin leadership also contributedto many clo-
sures. Program directors commented: “new CEO and
chairman,” “leadershipchangein the madical school,”
“changeinhog ingitutionleadership,” and “ corporate
merger with 100% turnover of administration.” Some
quotesalluded tothe multifactorial nature of many clo-
sure situaions, such as “egos and dallars,” and “We
were no longer consdered coreto the hospital’s busi-
ness or misson plan.”
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Table4

Suggested Aversion Tactics and Damage Control

Aver sion tactics

» Lobby the CEO, deans, department chars, local legidators, and
community leaders.

» Discuss problems and work together to develop solutions.

* “Bea the table” and comewith ideas.

« Try to negotiatewith the big parties involved.

« Always cherish and foster locd community physician support.

« Call on family medicine supporters to apply pressure to dedsion
makers.

* Hold community meetings to rally support for the program.

* Rally student support.

» Consult the host ingtitution’s | egal staff early and regulaly.

« Inform the stateand national offices of the AAFP as soon as possible.

» Askfor hdp! (eight of 17 programs responded that they used a
Residency Assistance Program consultation and found thisto be
helpful).

Damagecontrol
« Ask the ABFPto waive the continuous enrollment requirement for
residents who will need to change programs.

Finally, various informants advised, “ Thereis no manual onhow to dose a
residency program.” But, “Keep calm about what is known and what is
unknown,” “avoidanger responses,” “ actively prepareto transfer residents,”
“help people redize that this is an opportunity to chart a new coursein
one’s careq.”

AAFP—American Academy of Family Physicians
ABFP—American Board of Family Practice

Warning Sgns, Advice, and Aversion Tactics

Program directors described many spedfic warning
sgnsand advice on waysto srengthen the program’s
position. Most warning
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Themagjority of closures, however, affect community-
based programs and those operating in public or non-
profit hospitals. If thissignalsatrend indisproportion-
ate closure of community-based and nonprofit hospi-
tal-sponsored programs, it may have agreater effect on
underserved and rurd populations. Community-based
programs are not the only ones affected, snce six of
the closed programswerein medical schools, resulting
in seriousconsequencesfor bothresidentsand medicd
students. Closure of medical schoal programsmay fur-
ther limit the exposure of medical students to family
pradice as a career option and affed the family prac-
tice workforce far into the future.

Finandal pressures and problemscontributed to the
majority of closures(14 of 17 programs). One program
diredor noted, “Residency training is not cheap,” and
sometimes the “resdency program is successful, but
the hogpital fails,” pointing out that the current poor
financial condition of many US hospitals is an inde-
pendent financial threat to family pradice resdency
program viability. Reductionsin Medicare GM Efund-
ing, recent decreases in general Medicare payments,
declining insurance reimbursements, andincreased care
burden for uninsured patients all contributeto hospi-
talsdesperately seekingmeansof cutting costs. ** This
financial picture isnot likely to changein the near fu-
ture, and family practice resdency programs may re-
main at risk.

L eadershipand political volatility are strongly asso-
ciatedwithfinances. Changesin hospital |eadership and/
or organizational visor/misson changes affected 11
of 17 programs, and nine program directors also fdt

sgnsof impendingclo-

sureand advice onhow
toavoid closurefellinto
the caegories of finan-
cial issuesand political/
leadership issues
(Tables 2 and 3). When
faced with potential clo-
sure, programdirectors
suggested aversiontac-
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that palitical issuescontributedto closure. At least two
programs were closed largely due to a perceived lack
of need for and importance of family medicine at the
host ingtitution and/or in the local community. Four
programs ran into trouble trying to reaffiliate, and two
of these closed because of failuretotransfer M edicare-
funded resdency dotswithin affiliated hospitalsin a
timely fashion. Given that family practiceis no longer
the darling of health system business plans, health
workforce planning groups, or medical students, all of
the above factorsare environmental risk factorsfor clo-
ure.

While many factors were out of the program direc-
tors contral, they dididentify factorsthat they felt they
were able to influence, albeit too late. Program direc-
torsadvisethat family practice programsshould begin
to“provetheir value” beforethey arethreatened. These
key informantsoffered chronic and acute warningsigns
of potential closure and both strategies and tadics for
regponding that are remarkably consstent with those
gleaned by the Residency Assistance Program.®

Limitations

A potential limitation of our study isthat phonein-
terviews were not electronically recorded, leading to
potential errorsin collection of information. However,
the same interviewer recorded regponsesin each case
and read the responses back to informants to be sure
their words and intent were adequately captured.

Approximately onethird of the programsdid not re-
spond to requests for interviews, leading to the possi-
bility of bias. Whilewe don’ t have qualitative responses
from these nonresponding programs, we were able to
collect the same quantitative data for them, and their
program charecteristicsare smilartothose of respond-
ing programs.

Conclusions

Theincreased rate of family practice resdency do-
sure bears watching given that the common reasons
cited for closureare not changing. Theinaeasein clo-
sures appears to disproportionately affect community -
based and nonprofit hospital - gponsored programs, and
suggests a need to study the effect of closures on
underserved populations. Closure of medical school
programsis also a concern, given the loss of interac-
tion with medical students and the potential effect on
the future primary care workforce. Closure of high-
quality, mature programs suggests a need for externd
advocates to protect these resources from local Da-
winian effects. The warning sgns are not particularly
senditive or spedfic forimpending closure, and condi-
tions or events cited aswarnings by closed programs
may bethe norm for many viable programs.

Family Medicine

It is important to recognize threats of closure, de-
vel op creative, proactive strategiesto avert an unplanned
closure, and if closure seems eminent, be open and
honest withall those involved.® ' Obtaining and main-
taining sufficient funding hasbeenand continuesto be
akeyfactorfor program survival *® For theforeseeable
future, new requirements, expectations, andregulations
by accrediting bodies such as JCAHO, ACGME, and
HIPAA will make the GME environment even more
challenging.

Itisour hopethat the advicefromprogram directors
at aff ected programs, aspresented in thisreport, might
help other programs to identify, avert, or at least deal
effectively with potential program closure. Thereisa
needto devel op new advocacy toolsandincrease aware-
ness of the RAP departmental consultdion projed to
respond before and a thetime of real closurerisk.
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