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There are over 120 academic departments of family 
medicine in the United States, and departments exist at 
all but 10 of the country’s allopathic medical schools.1 
The departments are entrusted with the triple missions 
of teaching, research, and patient care.2,3 They are re-
sponsible for the bulk of family medicine research and 
undergraduate education, as well as for a significant 
proportion of the discipline’s residency and fellowship 
training programs. 

A great deal has been written recently about the 
health of academic medical centers and the resultant 
financial pressures placed on the medical school depart-
ments that they sponsor.3-5 These factors include chang-
ing funding sources, the effect of providing care to 
underserved populations, decrease in funding support 
for graduate education with the 1997 Balanced Budget 
Act,6-8 decrease in availability of federal grants for edu-
cation,9 and the changing health care market.4,10

In 1998, the Association of Departments of Family 
Medicine undertook the first reported study of the 
financial status of academic family medicine depart-
ments through the use of a national survey based on 
data from academic year 1997–1998.11 Medical schools 
have seen significant changes in the 7 years since that 
study was performed.3,5,12 Family medicine departments 
have made attempts to increase the research capacity 
and productivity. The effect of the Balanced Budget 
Act has continued in graduate medical education and 
the abilities of hospitals to support academic depart-
ments.8,9 Most recently, the lack of additional funding 
for primary care under the Title VII funding of Section 
747 of the Public Health Service Act13 has brought into 
question the future effect that the decrease in these 
sources of funds will have on academic units of fam-
ily medicine.11 

To understand the effect of these changes on aca-
demic family medicine departments, ADFM undertook 
a follow-up to its original study of 1998. The purpose 
of the study was to determine funding trends and to 
assess the financial health of departments. 
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Methods
Design

In 1999 and 2005, all chairs of US Departments 
of Family Medicine were invited to participate in a 
cross-sectional survey about their departments and 
their activities as chair. The Institutional Review Board 
(IRB) at the University of Kentucky reviewed and ap-
proved the analysis. 

One component of the survey was financial informa-
tion about the departments for the previous year (ie, 
1998 and 2004). 

Researchers at the Medical University of South Caro-
lina (MUSC) conducted the 1999 survey, described in 
a 2001 publication.11 In 2005, the Association of Family 
Medicine Residency Directors (AFMRD) conducted 
the survey on behalf of ADFM. 

The 1999 survey was mailed to all chairs of depart-
ments of family medicine. For the 2005 survey, all 
chairs of departments of family medicine received an 
e-mailed request that their departments complete the 
survey online. Chairs could complete the surveys them-
selves and/or request that colleagues or administrative 
staff members complete those sections appropriate to 
their expertise. For example, the department adminis-
trator might complete the financial section.

Instrument
A total of 37 items on the survey dealt with financial 

items. These included six topics: size of department, 
compensation for faculty, sources of revenue, expendi-
tures, sources of residents’ salary, department reserves, 
and payer mix in the family medicine centers (FMCs) 
during 2004. 

Participants
All 124 departments of family medicine were invited 

to participate in the survey. Individual respondents’ 
demographic characteristics were not requested, since 
the purpose of the surveys was to describe departments 
rather than individuals. Eighty-five departments com-
pleted the 2005 survey. 

Analyses
The study presents descriptive analyses of the 2005 

survey data and aggregated data reports from the 
1999 survey.11,14 Because only aggregated data were 
available for the 1999 survey, change over time within 
institutions could not be monitored. Medians instead 
of means are reported because of skewed response 
distributions (Shapiro-Wilk test, P<.05). In addition, 
financial information is presented separately for private 
and public institutions, larger and smaller departments, 
and departments with and without reserves. These 
descriptive analyses are expected to be of interest 
within academic medicine even though the study was 
not designed to provide in-depth analysis of subgroup 

differences; therefore, sample sizes are not adequate 
for conducting multiple statistical comparisons across 
subgroups.

The total number of revenue dollars for each survey 
respondent was calculated by summing all reported 
revenue dollars for each respondent. Then, for each 
respondent, the percent of revenue per source was 
calculated based on that sum as the denominator. 
Similarly, the total number of expenditure dollars for 
each survey respondent was calculated by summing 
all reported expenditure dollars for each respondent. 
Then, for each respondent, the percent spent on each 
type of expenditure was calculated based on that sum. 
SAS-PC Version 9.1 was used for all analyses. 

Results
2005 Survey Overview

Analyzable data were received from 85 departments 
(response rate 69%). Only three departments were not 
at allopathic medical schools: one was at an osteopathic 
medical school and two were at regional medical centers 
with medical school affiliations. 

Some departments submitted more than one record 
(eg, one with financial data and one with predoctoral 
program data, presumably because different depart-
ment members completed different portions). For 
records that clearly identified the responding depart-
ment, two partial records could be combined or the 
partial record deleted. Two partial records could not 
be clearly identified, and their data did not correspond 
to any other respondents’ data, so they were treated 
as independent records. Ten respondents provided no 
financial information; several respondents provided 
only some of the financial information. Ultimately, the 
number of respondents varied from 45–70 for specific 
financial information items.

 
Comparison of 1998 and 2004 Finances 
Department Size (n=70). The median number of full-
time (FT) physician faculty members reported was 16.5 
in 1998 and 14.0 in 2004 (2004 n=59, range=2 to 140) 
(Table 1.) The median number of doctorate and nondoc-
torate nonphysician faculty members per department 
was 3.0 in 1998 and 4.0 in 2004 (2004 n=63, range=0 to 
48, 75th percentile= 8, 25th percentile=2). In 2004, the 
median number of FT faculty members, including both 
physicians and nonphysicians, was 17 (n=58, range=2 
to 148, 75th percentile=36, 25th percentile=11). 

Sources of Revenue (n=54). The median total rev-
enue in 2004 was $7,098,100 (range=$1,100,000–
$57,410,000). Figures 1 and 2 illustrate the difference 
between 1998 and 2004 for the median percent of total 
and median dollar amount for different sources of 
revenue. The median percent contribution of clinical 
income increased from 32% in 1998 to 46% in 2004. 
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in 1998 to 54% of total expenditures in 2004. Median 
expenditures for resident salaries and fringe decreased 
from 26% to 10% (Figure 3). Figure 4 shows a similar 
pattern for median dollar amounts.

Department Reserves (n=55). This item was worded  
“Amount of department reserves as of the end of the 
last fiscal year. Please check the best answer.” Figure 
5 shows that a higher percentage of departments had 
reserves in 2004 (71%) than in 1998 (57%). Also, more 
departments had $1,500,000 or more as reserves in 
2004 than in 1998. Nevertheless, 18% of programs 
reported debt for 2004. 

Compensation (n=68). Departments were asked “How 
much change has there been in annual total compen-
sation for full-time faculty in the last year (in 1999 
survey)/past 2 years (in 2005 survey)?” Compared to 
the 1999 survey results, fewer departments reported 

increased compensation in 
the 2005 survey. In 1999 
versus 2005, 78% versus 
62% of departments re-
ported they had increased, 
2% versus 6% that they had 
decreased, and 17% ver-
sus 34% that they had re-
mained unchanged. Among 
all departments in 2005, 32 
(46%) had increased less 
than 5%, eight (11%) had 
increased 5%–10%, and 
two (3%) had increased 
15%–20%. The four (6%) 
programs that got smaller 
had decreased 1%–15%. 

Primary Sources of Res-
idents’ Salary Support 
(n=50). Respondents were 
asked to indicate the percent 
of residents’ salary support 
provided by four different 
sources. The mean percent-
ages were similar in 1998 
and 2004, respectively: 
hospital funds 86% versus 
87%, medical school funds 
4% versus 6%, department 

clinical income 3% versus 3%, and other funds (eg, 
AHEC, foundation, etc) 7% versus 4%.

Payer Mix for Visits to Family Medicine Centers 
(FMCs) (n=60). Respondents were asked to indicate 
percent of FMC visits covered by each of several 
payers. The payer options for 2004 included a finer 

Table 1

Department Size: Number of Full-time 
Physician Faculty Members

Public
n=44

Private
n=15

All
Departments

n=59

Maximum 140 40 140

75th percentile 27.5 20.0 25.0

50th percentile 18.5 13.0 14.0

25th percentile 9.0 8.0  9.0

Minimum  4.0  2.0  2.0

Mean 23.6 15.7 21.6

Standard deviation  24.72  11.66  22.32

Conversely, the median percent and dollar contribu-
tions from school/government and hospital support 
decreased.

Expenditures (n=45). The median total expenditure 
amount in 2004 was $6,402,347 (range = $1,217,731 - 
$55,600,000). Median expenditures on faculty salaries 
and fringe increased from 49% of total expenditures 

Figure 1

Median Sources of Revenue: Percent of Total, 1998 and 2004
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Figure 2

Median Sources of Revenue: Dollar Values, 1998 and 2004

Figure 3

Median Expenditures: Percent of Total, 1998 and 2004

breakdown than for 1998 
among payers other than 
Medicare, Medicaid, and 
the uninsured, so observed 
differences between the 
years may be misleading. 
However, the percentages 
for Medicare, Medicaid, 
and the uninsured appear to 
be similar across years. In 
1998, Medicare and Med-
icaid comprised a mean 
of 16% and 21% of visits, 
respectively, compared 
to 20% each in 2004. In 
both years, the uninsured 
represented approximately 
10% of visits (11% in 1998 
versus 9% in 2004).

Comparison of 2004 
Finances for Different 
Types of Departments
Private Versus Public 
Medical Institutions. Of 
the 81 respondents provid-
ing financial information, 
62 (76.5%) identified their 
institution as public, and 
19 (23.5%) identified their 
institution as private. Fifty-
nine of these respondents 
reported their faculty size. 
Table 1 shows the number 
of full-time physician fac-
ulty members in depart-
ments at public and private 
institutions. The median 
number of doctorate and 
nondoctorate nonphysi-
cian faculty members per 
department was five in 
public and 3.5 at private 
institutions (public n=47, 
range=0 to 20, 75th per-
centile=8, 25th percentile 
=2; private n=16, range=0 
to 48, 75th percentile=8; 
25th percentile=2.5). The 
median number of full-time 
faculty members, includ-
ing both physicians and 
nonphysicians, was 22 at 
public schools and 15 at pri-
vate schools (public n=43, 
range=5 to 148, 75th per-
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centile= 37, 25th percentile= 11; private n=15, range=2 
to 76, 75th percentile=23, 25th percentile=9).

Forty public and 12 private institutions provided 
information about sources of revenue. The median 
total revenue for private schools (median=$3,969,500, 
range=$1,409,000–$22,510,721) was considerably 
lower than for public schools (median=$8,506,424; 
range=$1,973,000–$57,410,000). Table 2 shows 

Figure 4

Median Expenditures: Dollar Values, 1998 and 2004

Figure 5

Amount of Department Debt and Reserves, 1998 and 2004

the percent distribution across 
sources of revenue for private 
and public medical schools. Rev-
enue from government sources 
was lower for private schools 
(median=$475,000, range=$0–
$3,900,000) than for public 
schools (median=$1,551,010, 
range=$56,680–$5,700,000). 
Conversely, revenue from hos-
pital sources was higher for pri-
vate schools (median=$658,980, 
range $0–$2,000,000) than 
for public schools ($342,500) 
(range=$0–$12,600,000). This 
represented 16.3% and 3.7% of 
the total revenue of departments 
from private and public medical 
schools, respectively.

Thirty-five public and 10 pri-
vate institutions provided infor-
mation about expenditures. The 
median of total expenditures for 
private schools ($3,036,571) was 
less than half the median for pub-
lic schools ($6,724,247). Table 3 
shows the percent distribution 
across types of expenditures 
for private and public medical 
schools. 

Department Size. Departments 
were divided into two groups of 
larger and smaller departments 
based solely on the total number 
of full-time (FT) physician fac-
ulty members. A median split 
of the number of FT physician 
faculty members placed 30 de-
partments in the “smaller” cat-
egory (2–14 FT physicians) and 
29 departments in the “larger” 
category (15–140 FT physicians). 
Eleven smaller and 17 larger de-
partments provided information 
about sources of revenue. Table 
2 shows the percent distribution 
across sources of revenue for the 
smaller and larger departments. 

For smaller departments, a lower percent of their rev-
enue was from clinical income and grant funding, but 
a larger percent was from the hospital. Sixteen smaller 
and 22 larger departments provided information about 
expenditures. Table 3 shows the percent distribution 
across types of expenditures for smaller and larger 
departments. For smaller departments, a higher percent 
of their budget was spent on resident stipends. 
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Reserves. Among the 55 departments answering this 
question, 16 (29%) reported having debt or having 
neither debt nor reserves, and 39 (71%) reported having 
reserves. Thirteen departments without reserves and 37 
departments with reserves provided information about 
sources of revenue. Table 2 shows the percent distribu-
tion across sources of revenue for departments without 
and with reserves. For departments without reserves, 
a lower percent of their revenue was from clinical 
income, with a larger percent coming from hospital 
support. Eleven departments without reserves and 33 

departments with reserves provided information about 
expenditures. Table 3 shows the percent distribution 
across types of expenditures for smaller and larger 
departments. For departments without reserves, a lower 
percent of their budget was spent on clinical faculty 
and administrative and nonphysician faculty support, 
whereas a higher percent of their budget was spent on 
resident stipends.
 
Distribution Across Subgroups. Although some of 
the patterns of revenues and expenditures are similar 

Table 2
 

Sources of Revenue by Department Characteristics: 
Public Versus Private Institution, Size,* and Having Reserves

Source of revenue, 
median % per source

Public
n=40

Private
n=12

Large
n=17

Small
n=11

Reserves
n=37

No Reserves 
n=13

   Clinical income 45.6 39.1 49.0 32.4 45.7 37.4

   School/government 18.5  8.6 15.5 21.6 17.0 16.8

   Hospital support  3.7 16.3  4.2 14.1  3.3 16.6

   Grants and contracts 11.0 22.7 13.6  6.0 12.5 10.5

   Others  1.7  1.1  0.8  3.3  3.3  0.0

Minimum total, $  $1,973,000  $1,409,000  $4,000,000  $1,409,000  $1,973,000  $1,409,000

Median total, $  $8,506,424  $3,969,500 $11,460,000  $3,403,132  $9,035,016  $4,000,000

Maximum total, $ $57,410,000 $22,510,721 $22,510,721  $9,035,016 $57,410,000 $14,400,000

* Departments were categorized as “large” if above the median number of full-time physician faculty members and “small” if at or below the median for 
the 59 departments reporting size: range=15–140 physicians for large departments and 2–14 physicians for small departments.

Table 3 

Types of Expenditures by Department Characteristics: 
Public Versus Private Institution, Size,* and Having Reserves

Type of expenditure, 
median % per type

Public
n=35

Private
n=10

Large
n=22

Small
n=16

Reserves
n=33

No Reserves 
n=11

   Clinical faculty 54.5 50.4 56.7 53.2 54.5 41.7

   Administrative support 17.5 11.2 14.8 11.0 17.5  7.6

   Resident stipends  3.6 16.7  8.9 21.7  3.6 20.0

   Facilities  0.4 2.0  1.1  0.0  0.4  3.1

   Supplies  5.3 7.5  4.6  5.1  7.8  3.7

   Other 0.0 0.0  0.0  0.0  0.0  0.0

Minimum total, $  $1,340,000  $1,217,731  $1,340,000  $1,217,731  $1,739,000  $1,217,731

Median total, $  $6,724,247  $3,036,571 $10,301,379  $3,036,572  $7,168,470  $4,376,245

Maximum total, $ $55,600,000 $21,484,237 $55,600,000  $7,023,565 $55,600,000 $14,400,000

* Departments were categorized as “large” if above the median number of full-time physician faculty members and “small” if at or below the median for 
the 59 departments reporting size: range=15–140 physicians for large departments and 2–14 physicians for small departments.
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for departments at private institutions, smaller depart-
ments, and departments without reserves, these are not 
the same departments, as illustrated in Table 4. Also, 
Table 4 illustrates the distribution of reserves by de-
partment size and whether the institution is private or 
public. Large departments at public schools were least 
likely to have no reserves (three out of 21 departments, 
or 14%), whereas seven out of 11 departments at private 
schools (64%) and 11 out of 22 smaller departments 
(50%) had no reserves.

Discussion
During the 6-year period evaluated in this study, 

although the average family medicine department 
demonstrated little change in the number of physi-
cian faculty members, both academic salaries and 
total departmental budgets increased. Of particular 
note, income from clinical earning made the largest 
increase, while support from grants and contracts also 
showed a marked rise. On the other hand, support from 
schools, government, and hospitals declined during the 
same period. The decline in hospital revenue may be 
an artifact of the survey instrument, however, in that 
there appeared to be some confusion on the part of the 
respondents in the earlier survey as to whether or not 
to include residents’ salaries in the total contribution of 
hospital support. That distinction was clarified in the 
2005 survey, and residents’ salaries were specifically 
excluded. 

If the decline is real, one interpretation could be that 
government and hospital support declined because 
it was no longer needed as a result of an increase in 
clinical income or grant support. Another interpretation 
could be that a decline in government and hospital sup-
port forced departments to rely more on clinical income 
and grant support. Evaluation of individual departments 
over time would be the only way to determine the 
relation between these changes. Thorough evaluation 
of individual departments would also be needed to 
determine whether reliance on clinical income helps 
or hurts the financial health of the department.

Percentage of support from contracts and grants 
remained stable over the 5-year period (Figure 1) and 
the dollar value of that support increased (Figure 2). It 
is estimated that in 1998 more than 75% of this income 
was from educational grants funded by the Health 
Resources and Services Administration (commonly 
known as Title VII grants). In fiscal year 2006, no 
funding was available for competitive renewal of Title 
VII funds, and some decreases were made to noncom-
petitive grant awards. Since grants represented 12% 
of the median departmental budget according to the 
2005 survey, decrease or loss of Title VII funding could 
represent a major threat to the future financial stability 
of departments that depend on this source of income 
for support of their educational programs.15

Academic family medicine departments still care 
for a significant portion of the underserved population, 
although the percentage of this total has decreased 
slightly since the 1998 survey. Almost a third of the 
clinical care is for Medicaid or uninsured patients. 

Although fewer departments were in debt in 2004 
than 1998, almost one third of departments still had 
debt or no reserves in 2004. Shifts in the proportion of 
clinical income and potential decreases in federal edu-
cational support could produce new financial challenges 
for family medicine departments in the future. 

As would be expected, family medicine departments 
at public institutions receive greater government sup-
port than departments at private institutions. Whether 
this reliance on government support serves as a buffer 
or a threat in the face of state and federal budget stresses 
will depend on whether the current levels of government 
support continue. Interestingly, in this study, depart-
ments at private institutions also received more support 
from their hospitals than did the departments at public 
institutions. Large departments at public institutions 
were the entities most likely to have reserves, whereas 
private schools and smaller departments were over-
represented among the departments without reserves. 
More in-depth study of department characteristics will 
be needed to disentangle the complex factors that may 
contribute to these patterns, as well as to determine 
the adequacy of departments’ reserves to cover budget 
shortfalls if needed.

Limitations
The study had several limitations. First, the financial 

information is based on self-reports from department 
personnel, who may vary in the accuracy of their re-
sponses and their interpretation of response categories. 
Second, any differences in wording between the 1999 
and 2005 surveys make comparisons less valid. 

Third, sample sizes for subgroups of departments 
were relatively small, limiting generalizability and 
the statistical power to test multiple comparisons (eg, 
private schools). However, descriptive analyses suggest 
intriguing patterns for future research. Fourth, because 
individual departments’ 1998 and 2004 responses could 
not be linked, what appear to be changes over time 
could be differences across departments if very differ-
ent departments responded to the two surveys. 

Finally, more in-depth information about depart-
ments and their finances would enhance interpretation 
of the results. For example, the adequacy of reserves 
cannot be determined without knowing the number of 
months of contingency funds the reserves could cover. 
Moreover, family medicine academic units represent 
many different organizational structures (eg, from 
family medicine divisions within larger departments to 
family medicine departments that include non-family 
medicine divisions). Therefore, when asked to provide 
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information about their family medicine departments, 
chairs may have interpreted their institutional boundar-
ies in a variety of ways.

 
Conclusions

Despite a litany of economic pressures and chal-
lenges to primary care clinical services and federal 
educational support, the majority of family medicine 
departments in the United States have weathered those 
challenges, increased the income from their clinical 
services, and improved their financial “hedge” (in 
terms of reserves) for the future. As the challenges 
continue to escalate, however, the sustainability of those 
departmental initiatives, enterprises, and economies 
will be tested. It will be important to discern whether 
increased clinical income reflects improved efficien-
cies and productivity or reflects sacrifice of teaching 
and scholarly effort. Monitoring the economic health 
of family medicine departments may indeed take on 
increasing importance in the years to come. 

In summary, the 2005 survey provides a recent pic-
ture of the financial status of academic departments 
and sources of revenue and expenses. It is obvious that 
there are a number of factors that may have an effect on 
academic departments in the near future. Changes in 
the size of medical school enrollment, as called for by 
the Association of American Medical Colleges,16 will 
put increased demands on the current faculty unless ad-
ditional resources are made available. Reimbursement 
for medical services by Medicaid and Medicare will 
increase medical centers’ emphasis on organizing the 
provision of primary care.10 The continued limitation 
of federal funding for educational innovation will cre-
ate challenges for departments to respond to calls for 
innovative graduate medical education, such as those 

noted in the Future of Family Medicine 
report.17 Greater academic emphasis on 
interdisciplinary research may also pres-
ent challenges for departments to acquire 
specific fund allocations and, indeed, may 
require new reporting mechanisms to 
document resources as allocations move 
into new centers.18 

Most importantly, the pressure to pro-
duce a unified approach to contracting 
and negotiation for clinical care will make 
it necessary for departments in academic 
health centers (AHC) to demonstrate the 
consistency of their mission with that of the 
larger AHC to continue to receive such sup-
port.10 Also, departments’ decision-making 
autonomy may be diminished.19  It is beyond 
the scope of this paper to ascertain the 
trends in AHC organizational structure, 
but they will be important to monitor in 
the future.

Acknowledgments: The authors would like to thank Chandra Williams, MPH, 
for assistance with data management and statistical analysis, Richard Florek 
for his assistance with figures, and Krista Mevoli for her assistance with 
editing and graphics. The authors also appreciate the Association of Depart-
ments of Family Medicine (ADFM) and the Association of Family Medicine 
Residency Directors (AFMRD) for conducting the surveys, providing the 
data, and encouraging analysis and dissemination of the findings. Shanna 
Eiklenborg programmed the Zoomerang survey. Finally, the ADFM planning 
group for the 2005 survey contributed to its contents and design.

Corresponding Author: Address correspondence to Dr Love, University of 
Kentucky, Department of Family and Community Medicine, K302 Kentucky 
Clinic, Lexington, KY 40536-0284. mlove@email.uky.edu.

REFERENCES

1. Pugno PA, Schmittling GT, McGaha AL, Kahn NB Jr. Entry of US 
medical school graduates into family medicine residencies: 2005–2006 
and 3-year summary. Fam Med 2006;38(8):626-36.

2. Blumenthal D, Campbell EG, Weissman JS. The social missions of 
academic health centers. N Engl J Med 1997;337:1550-3.

3. Gerber DR, Bekes CE, Parrillo JE. The future of hospital economic 
health. Crit Care Med 2006;34:S88-S93.

4. Reuter J, Gaskin D. Academic health centers in competitive markets. 
How AHCs are coping with reduced revenue and increased competition 
for managed care patients. Health Aff 1997;16:242-52.

5. Lofgren R, Karpf M, Perman J, Higdon CM. The US health care system 
is in crisis: implications for academic medical centers and their missions. 
Acad Med 2006;81:713-9.

6. Konetzka RT, Zhu J, Volpp KG. Did recent changes in Medicare reim-
bursement hit teaching hospitals harder? Acad Med 2005;80:1069-74.

7. Fryer GE, Green LA, Dovey S, Phillips RL. Direct graduate medical 
education payments to teaching hospitals by Medicare: unexplained 
variation and public policy contradictions. Acad Med 2001;76:439-
45.

8. Krakower JY, Williams DJ, Jones RF. Review of US medical school 
finances, 1997–1998. JAMA 1999;282:847-54.

9. Phillips RL Jr, Fryer GE, Chen FM, et al. The Balanced Budget Act 
of 1997 and the financial health of teaching hospitals. Ann Fam Med 
2004;2:71-8.

10. Karpf M, Schultze RA, Levey G. The decade of the nineties at the 
UCLA Medical Center. Responses to dramatic marketplace changes. 
Acad Med 2000;26:781-92.

11. Hueston WJ, Mainous AG III, Ye X. The financial status of departments 
of family medicine at US medical schools. Fam Med 2001;33:166-
70.

Table 4

Department Reserves by Department Size* 
and Public Versus Private Institution

Department Type Reserves No Reserves Total

n (% of group) n (% of group)

Larger (n=25)

   Public 18 (85.7%)  3 (14.3%) 21

   Private  2 (50.0%)  2 (50.0%)  4

Smaller (n=22)

   Public  9 (60.0%)  6 (40.0%) 15

   Private  2 (28.6%)  5 (71.4%)  7

Total 31 (66.0%) 16 (34.0%) 47

* Departments were categorized as “large” if above the median number of full-time  
physician faculty members and “small” if at or below the median for the 59 departments 
reporting size: range=15–140 physicians for large departments and 2–14 physicians for 
small departments.



180 March 2008 Family Medicine

12. Iglehart JK. Academic medical centers enter the market: the case of 
Philadelphia. N Engl J Med 1995;333:1019-23.

13. Brodie JM. Specialty’s training funds hang in balance in budget debates. 
American Academy of Family Physicians FP Report Online 2004;10. 
www.aafp.org/fpr/20040200/1.html. Accessed August 13, 2007.

14. Hueston WJ, Mainous AG III. Report phase 2: ADFM Survey of Family 
Medicine Chairs. Report presented to Association of Departments of 
Family Medicine, 1999.

15. Schwartz R. Testimony to the Subcommittee on Labor, Health and 
Human Services, Education, and Related Agencies House Committee 
on Appropriations concerning family practice training programs and re-
search, March 22, 2001. www.stfm.org/legislat/TitleVII/Testimony2002.
html. Accessed December 18, 2006.

16. Association of American Medical Colleges. AAMC Statement on the 
Physician Workforce. www.aamc.org/workforce/workforceposition.
pdf. Accessed February 19, 2006.

17. Martin JC, Avant RF, Bowman MA, et al. The Future of Family Medi-
cine: a collaborative project of the family medicine community. Ann 
Fam Med 2004;2:S3-S32.

18. Mallon WT. The financial management of research centers and institutes 
at US medical schools: findings from six institutions. Acad Med 2006; 
81:513-9.

19. The Association of Departments of Family Medicine Task Force on 
Clinical Practice in US Family Medicine Departments in Academic 
Medical Centers. Clinical practice in academic medical center depart-
ments of family medicine. Fam Med 1997;29(1):15-20.


