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The turbulent health care environment, combined with recent reductionsin federal support for graduate
medical education, has threatened the viability of many resdency programs. Several family practice
programs arein the process of struggling for survival, while others have been forced to close. A new
Resdency Assstance Program (RAP) consultation has been developed to help programs “ justify their
exisence” to sponsoring ingitutions. This paper discusses the signs that a program's viability may bein
jeopardy and offersrecommendationsto reducetherisksof closure. For thoseresidenciesforcedto cease
oper ations, 11 recommendationsare providedto minimize the negative impact of closure on the program’s
resdents, faculty, and saff. Those include steps to assure that current resdents recave full credit for the
training time completed andthe importance of natificationsto the Res dency Review Committee for Fam-
ily Practice, the American Board of Family Practice, and the Association of Family Practice Resdency
Directors. Decisonsmust be made about whether the optionexiststo permit current residentsto complete
their training inthe samefacility or whether ass sanceisavailabletofacilitateresdent transfersto other
programs. Open and honest communication among affected parties is emphasized to minimize the emo-

tional consequences of such an important evernt.

(Fam Med 2003;35(3):170-3.)

Inthe past 2 yeas, several family practice resdencies
have closed precipitoudy, uniformly duetofiscal short-
comings, thoughthe decline of student interestin fam-
ily practice careers has also been dted asjudtificaion
forthedownsizingof anumber of residencies. Regret-
tably, thecurrent turbulence of the health care market-
place, coupled with recent reductionsin governmenta
support for graduae medical education, hasthreatened
the health and viability of many of our nation’s family
pradice resdencies and medical school departments
of family medicine.

The Residency Assistance Program (RAP) has re-
sponded with a new “Program Impact Consultation,”
designed to assist family pradiceresdenciesin “justi-
fying their existence” by identifying direct, indirect,
and even intangible benefits of the programs to their
sponsoring ingitutions and communities. Similarly,
multiple university departments of family medicine
have beenthreatened with elimination, andasadepart-
ment is threatened, so isits associated resdency pro-
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gram. TheAssociation of Departmentsof Family M edi-

cine (ADFM), the national association of medical

schoal family medicine departments, is developing a
departmental consultation project (DCP), modeled af -
ter RAP, to support the need of medicd school depart-
ments for expert assistance.

Do You See It Coming?

Faculty, including residency directors and chairs at
departments that have been threatened, have sometimes
reported being surprised to learn that thar programs
were being consdered for elimination. Thus, a key
question that all family medicine educatorsneedto ask
themselves at this timeis“Is my program at risk for
closure?” Among the sgns that a program may be
threaened with closure are thefollowing:

* Perggtent, large budget deficits, evenwhenthe pro-
gram carries the burden of uncompensated care for its
sponsor

» Multiple years of perceived poor performancein
the National Resident Matching Program (NRMP)

* Clinical productivity by faculty, when not teach-
ing, that is considered low by ingtitutional or externd
gandards (Medical Group Management Association,
etc).
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e Institutional or organizational discussions of
“downsizing,” “rightsizing,” or other euphemismsfor
layoffs

* Frequent visits from financid consulting firms

» Thepervasve sense of beingunappreciated or “in-
visgble” to the sponsoring ingtitution.

The presence of any (or all) of these sgns may be
indicative of an impending challengeto theviability of
a resdency program. Consequertly, if present, they
should demand a proactive response on the part of the
program director and faculty to minimize the vulna-
ability of theresidency to closure.

Responding totheThreat of Closure

If sothreatened, the next questionfacing aresidency
ishow to respondin waysthat will patentially avert an
attempt at closure. Many programs have faced such a
challengeand have successfully prevented attempts &
program closure. Amongthe most successful strategies
implemented are the following:

* Identify and report on quality indicatorsand bench-
marks for the resdency to demongrate its relaively
favorable performance in the local environment.

» Desgnadrategy, andtake specific stepstoincrease
the patient base and clinical productivity of the resi-
dency, always mindful of maintaining the appropriate
service/education balance within the program.

» Proadively take specific steps to maximize rev-
enue and reduce program expenses.

* Collect data and comprehensively document and
report on the bendfitsof theresdency toitssponsoring
ingtitution and local community, such asitsrole inthe
community’s primary care base, the diverson of pa-
tientsfrominappropriate use of the emergency depart-
ment, the provision of inpatient coveragefor unassigned
patients, support for local specidists through referrds,
physician recruitment, and high levels of patient satis-
faction.

* Remind the ingtitution's governing body why the
reasons they decided to begin a family practice res-
dency aredill valid.

* Get conaultative ass stance to addressthe challenges
the program isfacing.

» Natify the residency program’s local community
advisory board of thethreat, and take advantage of any
resources or support they may be able to make avail-
able.

 Contact the local chapter of the American Acad
emy of Family Physicians(AAFP) aswell astheAAFP
national office for help and guidance

Unfortunately, in some circumstances, those actions
will be insufficient to protect the resdency from as-
sault. Whenthat happens, and closure appearsinescap-
able, then agpecific planmust be prepared and negoti-
ated to minimize the negative effectson al those in-
volved.
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If Ineviteble—a Specific Plan

If closure of theresdency programisinevitabl e, itis
incumbent onthe program director and feculty to part-
ner with the sponsoring ingtitution's adminigtration to
minimize the anticipated del eteriouseff ectson theres -
dents. Such aplanmust takeintoconsideration anum-
ber of actions that will requireimplementation almost
smultaneoudy. The folowing isa brief enumeraion
of some of themost important actions.

(1) When closing a residency program, one of the
mogt important adionsto be made isa commitment to
communicate broadly and regularly with the affected
parties. Resdents, faculty, and program staff must be
continually updated on what is going on to prevent (or
at | east miti gate) anxiety and the initiation of fear-
provoking rumors.

(2) A target date for program closure must be estab-
lished. Tha date should normdly beset at June 30 to
facilitate the residents’ documentation of training
monthscompleted and potential transfersto other res-
denciestofinishtheir resdency education. A key ques-
tion will be whether to permit theresidency’s current
trainees to complete their residency education in the
exigting program. Experience hasshown, however, that
inmost circumstancestheloss of educational resources
and commitment results in a suboptimal educaiond
experiencefor theremainingresidentsasthey complete
the required training peiod. It is, therefore, generally
preferable for residentsto seek completion of their train-
ing in other programs.

(3) To ensuretheresdentsreceivefull credit for that
portion of their training completed at the program
scheduledfor closure, to facilitate resdent transfersto
othe programsto completetraining, and to avoid resi-
dency applicants being inadvertently matchedtoaclos
ing program, theresdency programdirector must cor-
respond expeditioudy withtheAmericaen Board of Fam-
ily Practice (ABFP), the Resdency Review Commit-
tee for Family Practice (RRC), and the NRMP to ad-
vise them of the program’s status. Also natifying the
AAFP and the Association of Family Practice Resi-
dency Directors (AFPRD) of the program’s statuswill
facilitate theresidents finding open positions to com-
plete their training.

(4) Inthe event of a program closure, the ABFP re-
quirement of continuous enrollment in afamily prac-
tice resdency through the second and third years of
training can potertialy be waived through the ABFP
hardship clause. However, the hardship clause within
the ABFPresdency requirementsis an all-or-none de-
termination. In other words, if the sponsoring ingitu-
tion closesthe program completdy, thenall of itsresi-
dents could potentially transfer to other programs to
completetheirtraining. Onthe other hand, if the spon-
soring ingtitution decidesto phase out the programand
try to keep the residency functioning until al of the
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current resdents finish their training, the ABFP will
not approve the transfer of any resident in the second
or third year of trainingwhowantsto leavetheclosing
program and moveto another.

(5) It isimportant to be aware that the Ingtitutional
Requirements from the Accreditation Council for
Graduate Medical Education (ACGM E) implemented
in July 2002 include the following statements:

Res dency Closure/Reduction: The sponsoring insti-
tution mugt have a written policy that addressesare-
ductionin sze or closure of a residency program. The
policy must specify: (a) that the gponsoring ingtitution
intendsto reducethe sze of aGME programor closea
resdency program, the sponsoring ingtitution must in-
form theresdents as soon as possible, and (b) that in
the event of suchareduction or closure, the sponsoring
ingtitutionmugt allow resdentsalready in the program
to complete their education or asig the resdents in
enradling in an ACGM E-acaredited program in which
they can continue their educaion. (Ref. IR I11.D.2)

(6) Reddency feculty and gaff will need to meet,
discuss, and eventually decidewnhether to continue as
a pradice group once the resdency isclosed or to go
their separateways. That decision will ultimately drive
the planning and natification to the resdency’s conti-
nuity patient population as to thefuture availability of
clinical careinthat practice An essential, however, is
to achieve a commitment to retain a majority of the
program’s structure and resources until the dae of ac-
tual closure, thereby ensuring the resdents a maximd
educational benefit for their remaining timeat tha in-
stituti on.

(7) Thesponsoringingtitution’sadministrativelead-
ershipshouldbe counseledregarding thelikelihood of
legal adions by residents and faculty over contract is-
sues. The inditution’s legal counsel and human re-
sources personnel must beincludedinthese discussions.
Onesdtrategy to be consdeed isfor the sponsoring in-
gtitution to make a commitment to continueto support
theremaining resdents salariesand benefitswherever
they relocateto complete their residency education. That
way, any residency tha iswilling to take them will nat
be unduly burdened with the salary expense of an ad-
ditional resident and, therefore, this increases the
resident’schancesof finding aposition. Offeringafixed
amount of money to support rel ocation expenseswould
also be of dgnificant benefit totheresidentsand might
prevent alegal challenge to theingtitution.

(8) Arrangements will need to be made for the per-
manent storage of residency records. These will be
needed in the future by the program’s graduates for
applications to hospitals and other credentials-
verifying organizations. The Federation of State M edi-
cal Boards(FSMB) can provide such recordsretention
through the Federation Credenti al Verification Service,
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Resources for Additiond | nformation

¢ Allcorn S Baum HS Diamond MA, Sein HF. The human cost of a
management failure organizational downsizing at General Hospital.
Westport, Conn: Quorum Books, 1996.

« Association of American Medical Colleges. | ngtitutional accountability
for graduate medical education: report of a working group. Washington,
DC: Association of American Medical Colleges, 2001.

« Information on the Outcome Project of the Accareditation Council for
Graduate Medical Education (ACGME). www.acgmeorg/Outcome/
Accessed February 6, 2003.

« Joint Commissi on on the Accreditation of Healthcare Organizations
(JCAHO). Comprehensive A ccreditation Manual for Hospitals—2002
Sandards: GO.2, MS2.5, MS6.9, and MS:6.9.1—Supervision of
Residents. www.jcaho.org/

¢ Informationonthe Federation of State Medicd Boards(FSM B) andtheir
services. www.fsmb.org. Accessed February 6, 2003.

andthereisno cos forthisservice. For moreinforma-
tion, contact Kevin Caldwell, manager of the Federa-
tion Credentials Service, at 817-868-5001 or
kcaldwell @fsmb.org.

(9) Partneringwith medical saff leadershipand com-
munity physicianrepresentativesmust occur to ensure
that patients presently depending on theresidency and
the family prectice center for their care are properly
condgdered. Spedfic plansfor patient notification, re-
ferral, and medical record transfer must be made wel
in advance of program closureto assure asmoothtran-
sition and avoid any patients “falling through the
cracks’ in the process.

(10) Contadt must be madewith the M edicarefiscal
intermediary regarding the timing of the program’sclo-
sure and potertial transfer of residents to other pro-
grams. Medicae alows for the temporary transfer to
other programs of resident “caps’ from the Balanced
Budget Act of 1997 in the case of aresdency closure.
This too would facilitate residents finding other pro-
gramsin which to complete ther training. (See Medi-
care Program; Changesto the Hospital I npatient Pro-
gpective Payment Systems and Rates and Costs of
Graduate Medical Education: Fiscal Year 2002 Rates.
Final Rules. 66 Fed. Reg. 39828; pages 39899-39901,
Centersfor Medicare and Medicaid Services, August
1,2001)

(11) Finally, care should be taken not to underedti-
mate the emotional impact of aresdency closure on
everyone involved. Encouraged open communicéion
and support groups are two srategiesthat can help to
minimize the emotional consequences of a resdency
closure on resdents, faculty, and staff.
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Conclusions and partnering with administrative colleagues, can pre-
For the foreseeable future, the addition of new reserve the integrity of a residency program in an ad-
guirements, expectations, and regulations by accrediterse environment. In settings where that is not pos-
ing bodies (ACGME and JCAHO) will make the envi-sible, then a responsible, organized, and humane ap-
ronment of graduate medical education even more chagtroach to the closure of the residency can minimize
lenging thanit is today. Only through creativity, a com-unnecessary consequences for everyone involved.
mitment to quality, and proactive strategic planning will
our fami|y practice residency programs weather thi§orrespondencéddress correspondence to Dr Pugno, American Acad-
remy of Family Physicians, 11400 Tomahawk Creek Parkway, Leawood,

turbulent period of history. The residency program dix gee511 913-906.6000. Fax: 913-906-6092. opUGNO@aafp.org.

rector, faculty, staff, and residents, working together



