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In the past 2 years, several family practice residencies
have closed precipitously, uniformly due to f iscal short-
comings, though the decline of student interest in fam-
ily practice careers has also been cited as justif ication
for the downsizing of a number of residencies. Regret-
tably, the current turbulence of the health care market-
place, coupled with recent reductions in governmental
support for graduate medical education, has threatened
the health and viability of many of our nation’s family
practice residencies 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 practice residencies in “ justi-
fying their existence”  by identifying direct, indirect,
and even intangible benefits of the programs to their
sponsoring institutions and communities. Similarly,
multiple university departments of family medicine
have been threatened with elimination, and as a depart-
ment is threatened, so is its associated residency pro-

gram. The Association of Departments of Family Medi-
cine (ADFM), the nati onal association of medical
school family medicine departments, is developing a
departmental consultation project (DCP), modeled af-
ter RAP, to support the need of medical 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 their programs
were being considered for elimination. Thus, a key
question that all family medicine educators need to ask
themselves at this time is “ Is my program at risk for
closure?”  Among the signs that a program may be
threatened with closure are the following:

• Persistent, large budget deficits, even when the pro-
gram carries the burden of uncompensated care for its
sponsor

• Multiple years of perceived poor performance in
the National Resident Matching Program (NRMP)

• Clinical productivity by faculty, when not teach-
ing, that is considered low by institutional or external
standards (Medical Group Management Association,
etc).
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• Insti tuti onal or organizati onal di scussions of
“downsizing,”  “ rightsizing,”  or other euphemisms for
layoffs

• Frequent visits from financial consulting f irms
• The pervasive sense of being unappreciated or “ in-

visible”  to the sponsoring institution.
The presence of any (or all) of these signs may be

indicative of an impending challenge to the viability of
a residency program. Consequently, if  present, they
should demand a proactive response on the part of the
program director and faculty to minimize the vulner-
ability of the residency to closure.

Responding to the Threat of Closure
If so threatened, the next question facing a residency

is how to respond in ways that will potentially avert an
attempt at closure. Many programs have faced such a
challenge and have successfully prevented attempts at
program closure. Among the most successful strategies
implemented are the following:

• Identify and report on quality indicators and bench-
marks for the residency to demonstrate its relatively
favorable performance in the local environment.

• Design a strategy, and take specif ic steps to increase
the patient base and clinical productivity of the resi-
dency, always mindful of maintaining the appropriate
service/education balance within the program.

• Proactively take specif ic steps to maximize rev-
enue and reduce program expenses.

• Collect data and comprehensively document and
report on the benefits of the residency to its sponsoring
institution and local community, such as its role in the
community’s primary care base, the diversion of pa-
tients from inappropriate use of the emergency depart-
ment, the provision of inpatient coverage for unassigned
patients, support for local specialists through referrals,
physician recruitment, and high levels of patient satis-
faction.

• Remind the institution’s governing body why the
reasons they decided to begin a family practice resi-
dency are still valid.

• Get consultative assistance to address the challenges
the program is facing.

• Notify the residency program’s local community
advisory board of the threat, 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) as well as the AAFP
national off ice for help and guidance.

Unfortunately, in some circumstances, those actions
will be insuff icient to protect the residency from as-
sault. When that happens, and closure appears inescap-
able, then a specif ic plan must be prepared and negoti-
ated to minimize the negative effects on all those in-
volved.

If Inevitable—a Specific Plan
If closure of the residency program is inevitabl e, it is

incumbent on the program director and faculty to part-
ner with the sponsoring institution’s administration to
minimize the anticipated deleterious effects on the resi-
dents. Such a plan must take into consideration a num-
ber of actions that will require implementation almost
simultaneously. The following is a brief enumeration
of some of the most important actions.

(1) When closing a residency program, one of the
most important actions to be made is a commitment to
communicate broadly and regularly with the affected
parties. Residents, faculty, and program staff must be
continually updated on what is going on to prevent (or
at l east miti gate) anxiety and the i nitiat ion of fear-
provoking rumors.

(2) A target date for program closure must be estab-
lished. That date should normally be set at June 30 to
facili tate the residents’  documentati on of training
months completed and potential transfers to other resi-
dencies to f inish their residency education. A key ques-
tion will be whether to permit the residency’s current
trainees to complete their residency education in the
existing program. Experience has shown, however, that
in most circumstances the loss of educational resources
and commitment results in a suboptimal educational
experience for the remaining residents as they complete
the required training period. It is, therefore, generally
preferable for residents to seek completion of their train-
ing in other programs.

(3) To ensure the residents receive full credit for that
portion of their training completed at the program
scheduled for closure, to facilitate resident transfers to
other programs to complete training, and to avoid resi-
dency applicants being inadvertently matched to a clos-
ing program, the residency program director must cor-
respond expeditiously with the American Board of Fam-
ily Practice (ABFP), the Residency Review Commit-
tee for Family Practice (RRC), and the NRMP to ad-
vise them of the program’s status. Also notifying the
AAFP and the Association of Family Practice Resi-
dency Directors (AFPRD) of the program’s status will
facilitate the residents f inding open positions to com-
plete thei r training.

(4) In the event of a program closure, the ABFP re-
quirement of continuous enrollment in a family prac-
tice residency through the second and third years of
training can potentially be waived through the ABFP
hardship clause. However, the hardship clause within
the ABFP residency requirements is an all-or-none de-
termination. In other words, if  the sponsoring institu-
tion closes the program completely, then all of its resi-
dents could potentially transfer to other programs to
complete their training. On the other hand, if  the spon-
soring institution decides to phase out the program and
try to keep the residency functioning until all of the
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current residents f inish their training, the ABFP will
not approve the transfer of any resident in the second
or third year of training who wants to leave the closing
program and move to another.

(5) It is important to be aware that the Institutional
Requirements from the Accredi tati on Council for
Graduate Medical Education (ACGME) implemented
in July 2002 include the following statements:

Residency Closure/Reduction: The sponsoring insti-
tution must have a written policy that addresses a re-
duction in size or closure of a residency program. The
policy must specify: (a) that the sponsoring institution
intends to reduce the size of a GME program or close a
residency program, the sponsoring institution must in-
form the residents as soon as possible, and (b) that in
the event of such a reduction or closure, the sponsoring
institution must allow residents already in the program
to complete their education or assist the residents in
enrolling in an ACGME-accredited program in which
they can continue their education. (Ref. IR III .D.2)

(6) Residency faculty and staff will need to meet,
discuss, and eventually decide whether to continue as
a practice group once the residency is closed or to go
their separate ways. That decision will ultimately drive
the planning and notif ication to the residency’s conti-
nuity patient population as to the future availability of
clinical care in that practice. An essential, however, is
to achieve a commitment to retain a majority of the
program’s structure and resources until the date of ac-
tual closure, thereby ensuring the residents a maximal
educational benefit for their remaining time at that in-
stituti on.

(7) The sponsoring institution’s administrative lead-
ership should be counseled regarding the likelihood of
legal actions by residents and faculty over contract is-
sues. The institution’s legal counsel and human re-
sources personnel must be included in these discussions.
One strategy to be considered is for the sponsoring in-
stitution to make a commitment to continue to support
the remaining residents’ salaries and benefits wherever
they relocate to complete their residency education. That
way, any residency that is willing to take them will not
be unduly burdened with the salary expense of an ad-
ditional resident and, therefore, this increases the
resident’s chances of f inding a position. Offering a f ixed
amount of money to support relocation expenses would
also be of signif icant benefit to the residents and might
prevent a legal challenge to the institution.

(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
appl i cati ons to hospi tal s and other credenti al s-
verifying organizations. The Federation of State Medi-
cal Boards (FSMB) can provide such records retention
through the Federation Credenti al Verif ication Service,

and there is no cost for this service. For more informa-
tion, contact Kevin Caldwell, manager of the Federa-
t i on Credential s Servi ce, at 817-868-5001 or
kcaldwell@fsmb.org.

(9) Partnering with medical staff leadership and com-
munity physician representatives must occur to ensure
that patients presently depending on the residency and
the family practice center for their care are properly
considered. Specif ic plans for patient notification, re-
ferral, and medical record transfer must be made well
in advance of program closure to assure a smooth tran-
sition and avoid any patients “ falling through the
cracks”  in the process.

(10) Contact must be made with the Medicare f iscal
intermediary regarding the timing of the program’s clo-
sure and potential transfer of residents to other pro-
grams. Medicare allows for the temporary transfer to
other programs of resident “caps”  from the Balanced
Budget Act of 1997 in the case of a residency closure.
This too would facilitate residents f inding other pro-
grams in which to complete their training. (See Medi-
care Program; Changes to the Hospital Inpatient Pro-
spective Payment Systems and Rates and Costs of
Graduate Medical Education: Fiscal Year 2002 Rates.
Final Rules. 66 Fed. Reg. 39828; pages 39899-39901,
Centers for Medicare and Medicaid Services, August
1, 2001.)

(11) Finally, care should be taken not to underesti-
mate the emotional impact of a residency closure on
everyone involved. Encouraged open communication
and support groups are two strategies that can help to
minimize the emotional consequences of a residency
closure on residents, faculty, and staff.
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Conclusions
For the foreseeable future, the addition of new re-

quirements, expectations, and regulations by accredit-
ing bodies (ACGME and JCAHO) will make the envi-
ronment of graduate medical education even more chal-
lenging than it is today. Only through creativity, a com-
mitment to quality, and proactive strategic planning will
our family practice residency programs weather this
turbulent period of history. The residency program di-
rector, faculty, staff, and residents, working together

and partnering with administrative colleagues, can pre-
serve the integrity of a residency program in an ad-
verse environment. In settings where that is not pos-
sible, then a responsible, organized, and humane ap-
proach to the closure of the residency can minimize
unnecessary consequences for everyone involved.
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