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In the 1966 Willard Report, the 
authors outlined the optimal ed-
ucational environment for the 

new specialty of family practice. 
Their recommendations included 
that “standards for family practice 
training must allow substantial free-
dom and flexibility in their content 

and organization.”1 Regulation of 
any specialty necessarily requires 
some restrictions while allowing 
for freedom and flexibility. The Re-
view Committee for Family Medicine 
(RC-FM), under the auspices of the 
Accreditation Council for Gradu-
ate Medical Education (ACGME), 

is the regulatory body responsible 
for monitoring and evaluating fam-
ily medicine training programs in 
accordance with established accred-
itation requirements.2 The current 
RC-FM program requirements have 
been in effect since July 2007 but 
are about to change as the Next Ac-
creditation System (NAS) rolls out 
to accelerate the ACGME’s move-
ment toward accreditation based on 
educational outcomes.3 Despite the 
vision of the NAS to focus more on 
the success of programs and less on 
problem identification, it is unclear 
whether innovation in residency de-
sign can survive and even thrive in 
the current regulatory environment.

The Preparing the Personal Phy-
sician for Practice (P4) Project was 
organized to stimulate experimenta-
tion in the training of family physi-
cians and has informed innovation in 
residency education in family medi-
cine and primary care.4 It aligns well 
with the intention of the original  
ACGME essentials of training to tai-
lor the educational program to meet 
the needs of future practice.5 The 
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Innovating Within the ACGME 
Regulatory Environment 
Is Not an Oxymoron
M. Patrice Eiff, MD; Roger Garvin, MD; Larry A. Green, MD; Perry A. Pugno, MD, MPH, CPE;  
Stan Kozakowski, MD; Julie Dostal, MD; Elaine Waller; Patricia A. Carney, PhD

BACKGROUND AND OBJECTIVES: The aim of this study was to 
describe the analysis of program citations and cycle length for re-
accreditation in the 14 family medicine residencies participating 
in the P4 project.

METHODS: An exploratory narrative analysis was conducted on all 
actions taken by the Review Committee for Family Medicine (RC-
FM) between 2003 and 2012. The analysis included cycle length 
and types of citations associated with accreditation actions. Sev-
eral validation steps were undertaken to confirm findings reported.

RESULTS: Mean cycle length for all P4 programs was 4.0 before 
P4 (2007) and did not change significantly during P4. The average 
number of citations per program before P4 was 6.2, and during 
P4 the average was 6.8. The P4 averages were similar to national 
norms during the project period. The citations that most commonly 
decreased during the P4 project were: Continuity of Patient Care/
Inpatient, FMC Patient Population/Patient Volume, Orthopedics or 
Sports Medicine Curriculum, Resident Final Evaluation, Resident 
Workload/Duty Hours, and Resident Attrition. The citations that 
most commonly increased during the P4 project were FMC Patient 
Population/Demographics, Certifying Exam Scores, and Manage-
ment of Health Systems Curriculum.  

CONCLUSIONS: Innovation and redesign of residency training in 
the P4 programs appears not to have affected the average cycle 
length or number of citations per program. The current regulatory 
environment in family medicine residency education appears to 
allow for innovation and experimentation.

(Fam Med 2014;46(4):282-7.)
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P4 programs created experiments 
that had the potential of pushing 
the boundaries of the family medi-
cine accreditation requirements and, 
as this project progressed, how the  
RC-FM would balance the RC’s reg-
ulatory function with flexibility as 
they reviewed the P4 programs was 
uncertain.

As part of the application process 
for P4, the program’s cycle length 
and citations were considered by 
the selection committee to avoid 
having any selected programs drop 
out because of accreditation issues. 
In addition, the American Board of 
Family Medicine (ABFM) provided 
assurance to P4 programs that their 
graduates would be eligible to take 
the certifying examination regard-
less of the program’s status with the  
ACGME. Despite being in “good 
standing” at the outset, P4 pro-
grams still feared their experimen-
tation would adversely affect their 
standing with the RC-FM, leading to 
more citations or a decrease in their 
accreditation cycle length.

In this paper, we aim to answer 
the following research questions: 
What is the relationship between the 
number of citations and cycle length 
in the P4 programs relative to na-
tional averages, and what changes 
in citations and cycle length did each 
P4 program experience before and 
during P4? We report the results of 
accreditation review in the 14 fam-
ily medicine residencies associated 
with the P4 project from RC-FM site 
visits conducted prior to and during 
the  P4 project and compare those to 
national averages. 

Methods 
Setting and Participants 
The P4 project is a 7-year (2007–
2014) national demonstration ini-
tiative of a spectrum of residency 
training innovations associated with 
the patient-centered medical home 
(PCMH).6 The innovations were im-
plemented between 2007 and 2012, 
and the project is now in a follow-
up period where graduates of the 
program are being surveyed about 
their scope of practice, practice char-
acteristics, adequacy of training, and 

presence of PCMH features in their 
practice. All family medicine residen-
cies were invited to apply to P4. The 
final programs were selected from 
an applicant pool of 40 residencies 
that had been invited to submit full 
proposals from the original group of 
84 applications. A copy of the pro-
gram’s most recent accreditation let-
ter from the ACGME was required 
in the application. The 14 participat-
ing programs conducted experiments 
that include changes in the length, 
structure, content, and/or location 
of training. Details of the P4 project 
and characteristics of the selected 
programs, including type, size, and 
their specific innovations, are de-
scribed elsewhere.7

Each P4 site and the central eval-
uation team at Oregon Health &  
Sciences University (OHSU) received 
an Institutional Review Board (IRB) 
review and were granted exemp-
tions, waivers, or approvals by their 
sponsoring institutions.

Data Source
RC-FM Reviews. The 2003–2004 
to 2011–2012 academic time period 
was selected for analysis because it 
encompassed at least two RC-FM re-
views for each P4 program: one be-
fore the start of P4 and one during it.  
Copies of all accreditation letters to 
program directors were provided to 
one of the authors (MPE) for detailed 
analysis. A narrative analysis was 
conducted with each letter to identify 
the cycle length for reaccreditation 
and program citations.8 The letters 
were each reviewed three times to 
verify the data. The P4 programs 
did not receive any type of blanket 
waiver from the RC-FM for their in-
novations, and their programs were 
reviewed in accordance with how 
all other residencies are reviewed. 
If programs submitted a Proposal for 
Program Experimentation and In-
novation Project, a copy of the RC-
FM action on the proposal was also 
collected and analyzed for approval 
or denial. Five programs submitted 
a Proposal for Program Experimen-
tation and Innovation Project to 
the RC-FM during the P4 Project. 
One was approved, one was deemed 

unnecessary since the program was 
fully in compliance, and three were 
denied. The reasons for the denials 
include: (1) failure to obtain RC-FM 
approval for major program changes 
prior to implementation, (2) failure 
to demonstrate how the experimen-
tation was to be logistically attained 
within the program’s current curric-
ulum structure, and (3) the program 
did not meet the minimum required 
cycle length of 4 years for submission 
of an innovation and experimenta-
tion proposal.

National averages for the cy-
cle length for reaccreditation were 
obtained from the ACGME web-
site, and national averages for pro-
gram citations were obtained from  
ACGME staff notes from the min-
utes of RC-FM meetings. Common 
areas of program citations nation-
ally were obtained from the annual 
RC-FM updates at the Program Di-
rector’s Workshops.

Data Analysis
In this exploratory analysis, descrip-
tive statistics were used to charac-
terize both the cycle length and 
number of citations that occurred 
over time. Paired t tests were used 
to assess average differences in ci-
tations and cycle length before and 
during P4. All tests were two tailed, 
and the alpha level was set at 0.05 
to determine statistical significance.  

Results
Six P4 programs increased their 

cycle length, two stayed the same, 
and six programs decreased their 
cycle length, including one program 
placed on probation (Figure 1). The 
per program average for cycle length 
in the before P4 period compared to 
during P4 was not significant (mean 
4.0 versus 3.8, P=.67). During the 
same time period, the national aver-
age per program cycle length ranged 
between 3.93 and 4.26 (data not 
available for 2003–2004 and 2004–
2005 years). Nationally average cy-
cle length increased slightly while it 
decreased slightly in P4 programs, 
though this was not significant. 

  



284 APRIL 2014 • VOL. 46, NO. 4 FAMILY MEDICINE

ORIGINAL ARTICLES

The number of citations re-
ceived during P4 increased in five 
programs, decreased in eight pro-
grams, and did not change in one 
(Figure 2). The number of citations 
per program before P4 was 6.2 and 
during P4 was 6.8 (P=0.73). During 
the study period, the national aver-
age of per program citations ranged 
from 4.26 to 7.45. Though not sig-
nificant, the trend in national per 
program citations dropped between 
2003 and 2012 while the P4 trend 
was increased. 

The most frequent citations occur-
ring in P4 programs, either before or 
during the project, are outlined in 
Table 1. The citations that most com-
monly decreased in the P4 programs 
during the project were Continuity of 
Patient Care/Inpatient, FMC Patient 
Population/Patient Volume, Orthope-
dics or Sports Medicine Curriculum, 
Resident Final Evaluation, Resident 
Workload/Duty Hours and Resi-
dent Attrition. Citations that most 

commonly increased in the P4 pro-
grams during the project were FMC 
Patient Population/Demographics, 
Certifying Exam Scores, and Man-
agement of Health Systems Cur-
riculum. In the summary of RC-FM 
reviews nationally in the 2009–2010, 
2010–2011, and 2011–2012 years, ci-
tations for FMC Patient Population/
Demographics and Certifying Exam 
Scores were among the most com-
mon citations for all FM programs.9 

Discussion
The results of this exploratory anal-
ysis suggest that when considering 
the P4 programs as a group, inno-
vation and redesign of residency 
training did not adversely affect the 
average cycle length or number of 
citations per program, and the P4 
averages were similar to nation-
al norms during the project period. 
When comparing individual pro-
grams’ citation and cycle length his-
tories, other results are exposed, ie, 

six programs received shorter cycle 
lengths (three dramatically shorter), 
and eight programs actually reduced 
their number of citations. 

Major curricular changes can be 
destabilizing to a residency program 
so it is not surprising that several 
programs experienced difficulties 
with regulatory compliance result-
ing in shorter cycle lengths while 
engaged in their redesign work. In 
fact, the P4 programs expected to 
be more out of compliance with the 
ACGME during the project and con-
sidered it an acceptable risk of inno-
vation. Though some P4 programs 
found navigating regulatory waters a 
challenge, programs were still able to 
innovate within the rules, and a ma-
jority of programs actually had fewer 
citations during the project. Perhaps 
faculty in the P4 programs believed 
they would be under greater scrutiny 
as a result of their participation in 
the project, which resulted in extra 
attention to complying with RC-FM 

Figure 1: Average Per Program RRC Cycle Lengths in P4 Programs and Nationally 2003–2011

RRC—Residency Review Committee 
P4—Preparing the Personal Physician for Practice
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Table 1: Most Frequent Citations* in P4 Programs Before and During the Project**

Program Citations Before P4 Total During P4 Total

Citations That Decreased 

Continuity of Patient Care/Inpatient 7 4

FMC Patient Population/Patient Volume 7 4

Orthopedics or Sports Medicine 5 1

Resident Attrition 5 2

Maternity Care/Total Deliveries 4 2

Evaluation of Resident/Final Evaluation 4 0

Resident Workload/Duty Hours 3 0

Faculty Development 3 1

Gynecologic Care 3 1

Citations That Increased

FMC Patient Population/Demographics 3 7

Certifying Exam Scores 2 5

Practice Management/Management of Health Systems Curriculum 2 5

Sponsoring Institution/Internal Review 1 3

Total Program Citations Before P4 Total
87

During P4 Total
95

P4—Preparing the Personal Physician for Practice 
* Most frequent= citations that occurred in at least 3/14 P4 programs either before or during the project. 
** n=14 

Figure 2: Average Per Program RRC Citations in P4 Programs and Nationally 2003–2011

RRC—Residency Review Committee 
P4—Preparing the Personal Physician for Practice
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regulations. It is also possible that 
the process of redesigning residency 
training toward the future led to a 
ripple effect of improvement in the 
residency program that brought pre-
viously problematic areas into com-
pliance.

Although the average number 
of citations per program did not 
change significantly, some notable 
changes in the types of citations P4 
programs received deserve men-
tion. Fewer programs were cited for 
problems with continuity of patient 
care in the inpatient setting, patient 
volume in the FMC, resident duty 
hours, and resident attrition, which 
are all  signs of improvement in the 
training environment. More pro-
grams were cited for problems with 
patient demographics in the FMC, 
pass rates on the board certification 
examination and their Management 
of Health Systems curriculum. Ci-
tations for patient demographics 
and board exam performance have 
been common citation areas in all 
reviewed programs nationally in the 
past few years, which may account 
for the change in P4 programs.9 It is 
unclear why P4 programs were cited 
more often for their Management of 
Health Systems curriculum, which 
should have been a strength in pro-
grams redesigning toward a medi-
cal home. Further study is needed 
to determine if these citation areas 
become more prevalent, leading to 
potential unintended consequences 
of residency innovation.

In his iconic work, The Innova-
tor’s Dilemma, Clayton Christenson, 
a Harvard Business School profes-
sor, describes the theory of disrup-
tive innovations, which has changed 
the way we view innovation.10 When 
suggesting solutions to our current 
health care crisis, he offers that, “In-
stead of working to preserve the ex-
isting system, regulators need to 
frame their jobs differently. They 
need to ask how they can enable dis-
ruptive innovations to emerge.”11 As 
the regulators of graduate medical 
education, the ACGME has recog-
nized the need for increased flexi-
bility to allow for more innovation. 

The new family medicine program 
requirements, currently in review 
following the public commentary pe-
riod, are slated to go into effect July 
2014 and incorporate changes that 
support innovation such as fewer 
time-based metrics, increased flex-
ibility, and an expanded definition 
of continuity.12 The NAS will base ac-
creditation in part on the education-
al outcomes of programs informed 
by ongoing data collection and trend 
analysis. The new program require-
ments explicitly state which require-
ments are core, outcome, or detail. 
Under this system, programs that 
demonstrate high-quality outcomes 
will gain the flexibility to innovate in 
the detailed areas without request-
ing formal approval of the RC-FM. 
With the shift to more continuous 
exchange between the ACGME and 
residencies, high-performing pro-
grams inspired to innovate and pro-
duce new and better training models 
will hopefully feel supported instead 
of fearful of making bold changes.

Important limitations exist in this 
work. One is that this analysis was 
exploratory and was not powered to 
specifically study the impact of cy-
cle length and citations in programs 
that were innovating, though this 
study does provide important effect 
sizes that would be used for a larger 
study. In addition, the P4 selection 
process resulted in participating pro-
grams being in good standing with 
the RC-FM, which may have added 
bias to our findings. Since programs 
were in a state of continual evolution 
of their innovations over the course 
of the 5-year project, and the results 
of an RC-FM site visit are a com-
prehensive view of the entire pro-
gram at a particular point in time, 
we were not able to directly correlate 
specific citations to specific innova-
tions. Also, other factors contribute 
to change in cycle length and cita-
tions for programs so not all chang-
es can be attributed to innovation 
and redesign efforts. For example, in 
2010, the RC-FM began reducing the 
cycle length in programs based on 
standard thresholds for pass rates 
on the boards and performance on 

the certification exam for all examin-
ees has been decreasing in the past 
few years.13,14 Though not specifical-
ly presented in the results, we know 
that two of the three P4 programs 
that had substantial decreases in 
their cycle length were also cited 
for poor board performance. Anoth-
er limitation of this work is the un-
known effect of the RC-FM denial 
of the Proposal for Program Experi-
mentation and Innovation Project 
in three of the P4 programs, which 
may have altered their number of 
citations in subsequent site visits.  
Lastly, the 14 P4 programs were en-
gaged in a wide variety of curricu-
lar changes and are not necessarily 
representative of family medicine 
residencies that are innovating and 
redesigning programs. However, the 
P4 programs do represent a diver-
sity of program types (university 
based and community based), sizes, 
settings (urban and rural), and geo-
graphic regions. 

Since the start of the P4 project, 
many other family medicine resi-
dencies are innovatively  redesign-
ing their training to better prepare 
their graduates for the future. The 
work of the P4 programs, a contem-
porary manifestation of the origi-
nal ACGME program requirements 
that called for flexibility and train-
ing tailored to future practice,5 can 
inform regulatory changes with the 
potential to enhance the training 
environment in family medicine. 
Residency accreditation guidelines 
should evolve using guidance from 
relevant evidence and experience. 
Our findings suggest that innovat-
ing within the current ACGME envi-
ronment is indeed not an oxymoron, 
and programs that are pushing the 
envelope can still work within the 
system to achieve their goal of pro-
ducing a more highly skilled family 
physician. 

ACKNOWLEDGMENTS: This work was sup-
ported by the Preparing the Personal Physi-
cian for Practice (P4) Project, which is jointly 
sponsored by the American Board of Fam-
ily Medicine Foundation, the Association of 
Family Medicine Residency Directors, and the 
Family Medicine Research Program at Oregon 
Health & Science University.



FAMILY MEDICINE	 VOL.	46,	NO.	4	•	APRIL	2014 287

ORIGINAL ARTICLES

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Eiff, Oregon Health & Science 
University, Department of Family Medicine, 
3181 SW Sam Jackson Park Road, FM, Port-
land, OR 97239. 503-494-6610. Fax: 503-494-
4496. eiff@ohsu.edu.

References
1.  Willard Committee. Meeting the challenge 

of family practice: the Report of the Ad Hoc 
Committee on Education for Family Practice 
of the Council on Medical Education. Chicago: 
American Medical Association, 1966.

2.   ACGME Family Medicine Program Guidelines.  
www.acgme.org/acgmeweb/tabid/132/Program-
andInstitutionalGuidelines/MedicalAccredita-
tion/FamilyMedicine.aspx. Accessed June 24, 
2013. 

3.   Nasca TJ, Philibert I, Brigham T, Flynn TC. 
The next GME accreditation system—ra-
tionale and benefits. N Engl J Med 2012; 
366:1051-6.

4.   Carney PA, Green LA. An emerging epidemic 
of innovation in family medicine residencies. 
Fam Med 2011;43(7):461-3.

5.  Accreditation Council for Graduate Medical 
Education. Essentials of approved residencies. 
Special requirements for residency training in 
family practice. Chicago: Accreditation Council 
for Graduate Medical Education, 1969. 

6.   Green LA, Jones SM, Fetter G, Pugno PA. 
Preparing the personal physician for practice: 
changing family medicine residency train-
ing to enable new model practice. Acad Med 
2007;82:1220-7.

7.   Carney PA, Eiff MP, Green LA, et al. Preparing 
the personal physician for practice (P4): site-
specific innovations, hypotheses, and measures 
at baseline. Fam Med 2011;43(7):464-71.

8.   Berelson BR. Content analysis. In: Lindsey G, 
ed. Handbook of social psychology, volume 1. 
Reading, MA: Addison-Welsley, 1954.

9.   Updates from the RC-FM, 2011, 2012, and 
2013 Programs Director’s Workshop. www.
acgme.org/acgmeweb/tabid/132/Programan-
dInstitutionalGuidelines/MedicalAccreditation 
/FamilyMedicine.aspx. Accessed June 13, 2013.

10.  Christensen CM. The innovator’s dilemma. 
Boston, MA: Harvard Business School Press, 
1997.

11.  Christensen CM, Bohmer R, Kenagy J. Will 
disruptive innovations cure health care? Harv 
Bus Rev 2000;78:102-12.

12.  Family Medicine Core Program Requirements.   
www.acgme-nas.org/family-medicine.html. Ac-
cessed May 23, 2013.

13.  Falcone JL, Middleton DB. Performance on the 
American Board of Family Medicine certifica-
tion examination by country of medical train-
ing. J Am Board Fam Med 2013;26(1):78-81.

14.  Updates from the RC-FM, 2011 Program Di-
rector’s Workshop. www.acgme.org/acgmeweb/
Portals/0/PFAssets/Presentations/120_Fam-
ily_Medicine_Update_PDW.pdf. Accessed June 
24, 2013.


	Innovating Within the ACGME Regulatory Environment Is Not an Oxymoron
	Published In/Presented At
	Authors

	tmp.1662121408.pdf.huYLe

