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Thank You!



The Implications of Al

* What health systems are focusing
on: inbox, prior authorizations,
documentation...

 ABFM opportunities and threats;
new Pl focus

 But...hallucinations and Google
Gemini/Adobe...




The Future of ERAS...

INSPIRE ¢+ INSTRUCT +« DEVELOP

New Residency Application Platform for
Obstetrics and Gynecology

The American College of Obstetricians and Gynecologists (ACOG) is pleased to announce a specialty-wide initiative to design and
implement an obstetrics and gynecology residency application starting in the 2024-25 residency application cycle. This new
specialty-specific process for residency application, review, and selection will be used across all obstetrics and gynecology
residency programs and applicants in lieu of the Electronic Residency Application Service (ERAS).

Emerging from efforts catalyzed by grant-funded work with the AMA Reimagining Residency grant program “The Right Resident,
Right Program, Ready Day One”, this initiative led by ACOG, CREOG and coordinated with the Association of Professors of
Gynecology and Obstetrics (APGO) will improve the ability of obstetrics and gynecology residency programs to evaluate candidates
holistically and better ensure that our obstetrics and gynecology trainees are able to meet the needs of the communities for whom
we provide care.

The new application will be user friendly and efficient, less expensive for applicants, and will directly decrease the burdens faced by
program directors, program managers, and applicants alike. It will incorporate the entirety of interview season functions, from
application submission, review, interview offers and interviews, to rank list submission. ACOG's partner in this effort, Liaison
International, has more than 25 years of experience developing and supporting such application services in over 31,000 programs,
including 31 health professions.

ACOG, CREOG, and APGO are making a coordinated effort and look forward to incorporating feedback from program directors,
program managers, and applicants as they move forward with the building, testing, and implementation of this application. More
information will follow in the coming months.

ACQOG, Plastic Surgery so
far

Neurology, Anesthesiology
and others in the wings

* Major income stream for
AAMC ( >$119M/year

» Students applying to FP
averaged 40.5 applications
(down 1.8) this year

* ERAS evolving...



The Fracture of Internal Medicine?

* Proposal for new American
Board of Cardiovascular
AMERICAN Medicine to ABMS

COLLEGE of » Hard to do, and slow

CARDIOLOGY-  Oncology, Gastroenterology and

Advancing Heart Care Worldwide others watching: parallelling
surgery in 60s-70s?

* Residency training will
change...

 Implications for FM?
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Acc?\s./Workforce hot issue in states...

BILL SUMMARY Tennessee Law HB1312

Present law provides that a person desiring to practice medicine or surgery in Tennessee must submit
an application in writing to the board of medical examiners or via an online application, which must
include the following if the applicant is an international medical school graduate:

(1) A certificate from a medical school whose curriculum is judged to be acceptable by the board;

(2) A copy of a permanent Educational Commission for Foreign medical Graduates (ECFMG) certificate;
(3) A nonrefundable application fee as set by the board and by an examination fee;

(4) Sufficient evidence of good moral character;

(5) Evidence of being a citizen of the United States or Canada, or legally entitled to live or work in the
United States; and

(6) Evidence of satisfactory completion of a three-year post-graduate training program approved by the
American Medical Association or its extant accreditation program for medical education, or its
successor. Such a person may apply to the board for licensure or testing in accordance with the
present law within 12 months of completion of the post-graduate training program if satisfactory
performance in such program is demonstrated to the satisfaction of the board.

This bill adds that, if an applicant is a licensed physician outside the United States or Canada who has
completed a residency program or otherwise practiced as a medical professional performing the duties
of a physician for at least three of the last five years outside of the United States, then the application
must include the following:

(1) A certificate from a medical school whose curriculum is judged to be acceptable by the board;

(2) A nonrefundable application fee as set by the board and by an examination fee;

(3) Sufficient evidence of good standing with the medical licensing or regulatory institution of the
applicant’s licensing country;

(4) Sufficient evidence of either the completion of a residency or substantially similar post-graduate
medical training or practice as a medical professional performing the duties of a physician for at least
five years;

(5) Sufficient evidence of good moral character;

(6) Evidence of being a citizen of the United States or Canada, or legally entitled to live or work in the
United States;

(7) Evidence of basic fluency in the English language; and
(8) Sufficient evidence that the applicant is an international medical graduate and has an offer for

employment as a physician at a healthcare provider that operates in Tennessee and has a residency
program accredited by the Accreditation Council for Graduate Medical Education in place.




National Resident Survey:
When Did You Choose Family Medicine?

PGY 1
3045=65%
response rate

0,

Before Medical During pre-clinical During core After core During the After the main

School years clerkship clerkship year, but interview Match Match (during
year before entering the process SOAP or
Match for the first afterwards)
time

RTT% 17 5 38 15 14 11



Other Learnings from the National
Resident Survey

* 53% of interns had in-
person interview; >20% said
it made a difference, and
>60% had some in person

contact (R‘I:{T: 64% had an Help us to frame questions
inperson interview) and increase response rates!

* In 2023, 16.1% of current (wnewton@theabfm.org)
interns applied for 1.2%

slots that were in 4 year
residencies

* 5% in couple match



mailto:wnewton@theabfm.org

Family Medicine Intraining Exam
Trends--2018-2023

PGY 1
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»52% residencies
improved (vs 17% last
year)

*Free fall of ITE has
stopped, no change in
certification scores but
third years still 1.25
years behind

=Best strategies:
Programs directors
signal importance,
iInclude prep In
didactics, set resident
accountability



A Non-Trend: Clinical Scope 3 years out
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Residency Programs With Any Residents
Intending to Provide Procedures by Year
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Changes in Burnout Over Time

Burnout by Survey and Year

Initial National Continuing
Certification Graduate Certification
Cohort Survey Cohort
2019 37% 44% 37%
2020 36% 40% 41%
2021 37% 43% 35%
2022 43% 45% 44%

2023 43% 43% 43%




Questions,
Comments?



esidency Redesign and Competency
Based Board Eligibility




The End of the Flexnerian Revolution

Clinic al Rwview & Education
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Family Medicine Residency Redesign
- Key Elements

The Practice is the Curriculum

Community Engagement to address disparities and
social determinants of health

Residency Learning Networks
Flexibility for residencies and residents
Competency;Based Medical Education
Faculty Time]for Education

One of many
goals: means
to the end...




Faculty Educational Time:
Winning the Peace
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October 11, 2022

Claudia J. Wyatt- Johnson, MA

Chair, Board of Directors

Accreditation Council for Graduate Medical Education
401 N. Michigan Avenue, Suite 2000

Chicago, IL 6061

Thomas J. Nasca, MD, MACP

President and Chief Executive Officer

Accreditation Council for Graduate Medical Education
401 N. Michigan Avenue, Suite 2000

Chicago, IL 6061

Dear Ms. Wyatt-Johnson, Dr. Nasca and the ACGME Board of Directors:

We write on behalf of the specialty of family medicine to request reconsideration of the
decision of the Committee on Requirements (COR) and the ACGME Board of Directors to
reject the Family Medicine Review Committee's request for a variance regarding support
for dedicated educational time for residency faculty.

As you know, there has been great engagement of the family medicine community in
re-envisioning family medicine residency education. Despite the pandemic, over 3,500
people participated in surveys, focus groups were conducted by all of the national
organizations of family medicine, a national summit was held, and 36 peer-reviewed
articles were published over two years. This was all in addition to and coordinated with
the ACGME scenario planning process of November 2020. We believe that the proposed
major revision published by the ACGME Family Medicine Review Committee in December
2021, and improved by extensive comments from the community, captured the broad
innovations the specialty wanted to better meet the needs of the country. These include:

- Transition to competency based medical education and assessment (CBME)

« Emphasis on reforming residency practice

« Community engagement to address disparities and social determinants of health

« Development of residency learning networks

- A partial return of the faculty time dedicated to residency education taken away by the

ACGME in June of 2019.

‘We believe that the proposed changes were the most significant and impartant ones
since the founding of our specialty in 1969, and that they are necessary to position
family physicians to meet the crisis of American health care evident in our declining
life expectancy, disparities in health outcomes, out of control cost, and burnout amang
physicians and their clinical teams.

The leadership of the national family medicine organizations (the American Academy

of Family Physicians, the American Board of Family Medicine, the American College of
Osteopathic Family Physicians, the Association of Departments of Family Medicine, the
Association of Family Medicine Residency Directors, the Society of Teachers of Family
Medicine and the North American Primary Care Research Group) met in Boston on August 20
1o review what has happened. We are very disappointed in the process of review at the COR
level. We expect peer review by the COR to be both constructive and critical. Each of the
major changes proposed, however, has been eliminated or greatly attenuated. Thus, we have
two requests.

First, we formally ask that the ACGME Board of Directors reconsider the request for
additional time dedicated to residency education. This is essential to create an effective
program leaming environment and is aligned with the ACGME’s longstanding commitment
to excellence in education, along with its mission to improve the health of the public
through graduate medical education. Additional residency faculty educational time is
necessary because of the changes proposed by the Review Committee. In particular,

the transition to CBME requires significant faculty time and development, as recently
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underscored by many specialties at the ABMS/ACGME summit on CBME on August 11-

12. Our request was grounded in the ACGME's own data over 10 years describing family
medicine faculty time dedicated to residency education, supported by the recommendations
of a national expert panel, and by published evidence of the devastating impact of the
ACGME decision of June 2013 which cut dedicated time for education for family medicine
residency facuity by two thirds. Importantly, the requested changes represent only a partial
return to the situation before June 2019. We have published in the peer reviewed literature
both the survey of program directors conducted by the Association of Family Medicine
Residency Directors describing the impact of the 2019 cuts and the case for dedicated
educational time. These papers are attached.

Second, we request transparency about the role, structure and function of the COR. Hasic
information about the COR role and membership is not available on the ACGME website.

It appears to outside observers that the COR peer reviewers have been allowed to thwart
the will of the specialty. Yet their expertise in primary care residency education and their
rationale for rejecting the strategy of the specialty remain unknown.

We understand from Dr. Masca that there is not a formal appeal process within the ACGME
structure. Therefore, we are appealing for reconsideration directly to the Board of Directors
as the responsible goveming body of the ACGME. We believe the specialty of family
medicine should have a major voice in the future of residency education in family medicine.
we would welcome the opportunity 1o diSCUss the oplions We see with representatives of
the ACGME Board.

We feel compelled to add a broader concern, illustrated by the COR decision, that the
overall ACGME accreditation process is not working specifically for family medicine or

for primary care overall. As recommended by the recent National Academies report on
Implementing High Quality Primary Care, reinvestment in primary care is critical for the
health of the country, and a key part is re-envisioning primary care residency training.

One size does not fit all. We believe that family medicine has done its part to develop an
ambitious plan for transformation of residency education in family medicine—and now all
of the family medicine organizations have plans underway to support the major changes in
residency education. We ask that the ACGME to do its part.

‘We look forward to your response.

Sincerely yours,

s, s

Tochi Iroku-Malize, MD, MPH, MBA, FAAFP
President, Academy of Family Physicians

)
Bt
Lauren Hughes, MD, MPH, MSc, MHCDS, FAAFP
Board Chair, American Board

of Family Medi

K Bafi 4 marr
Bruce Williams, DO, FACOFP

President, American College
of Osteopathic Family Physicians

John Franko, MD

President. Association of Departments
of Family Medicine

Kim Stutzman, MD, FAAFP
President, Association of Family Medicine
Residency Directors

¢ ;:/»n,tor , Yl o 'xh:f-

Linda Myerholtz, PhD
President, Society of Teachers of Family
Medicine
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Diane Harper, MD, MPH, MS
President, North American Primary Care
Rezearch Graup
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= Backto 2019 rules
= Now: use it!

= Key issues: core faculty,
efining work week and
year, and what time is
necessary

= Perfect is the enemy of
the good




Competency Based Board Eligibility:
ABFM Strategy for Implementation

* In June, we will ask program directors to attest that each resident
has completed residency and that they are competent in the five
specific outcomes required for 2024. This are necessary for ABFM
Board Eligibility.

e CCCs need to be involved!

* Build over 3 years; by 2027, PDs will attest to competence in all
core outcomes.
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Competency Based Board Eligibility
Requirements for 2024

Practice as personal physicians, providing first contact,
comprehensive and continuity care, to include excellent
doctor-patient relationships, excellent preventive care , care
of chronic disease and effective practice management.

Diagnose and manage acute illness and injury for people of
all ages in the emergency room or hospital.

Provide comprehensive care of children, including diagnosis
and management of the acutely ill child and routine
preventive care.

Develop effective communication and constructive
relationships with patients, clinical teams, and consultants

Model Professionalism and be trustworthy for patients, peers,
and communities.

,@6““ 1,;2‘\‘\
°  American Board

“ Family Medicine

How to make decisions of competency?

e Similar to what is done now:
judgement of PD and CCC

* Gold standard: would you be
comfortable with this resident taking
care of a member of your family?




What will it look like In June?

fﬂr% Organization Name Here
g 2 American Board

X i . . . . ich I ACGMEID: 1234567890
"\ / s Family Medicine Jphysician
ot

Logout

Resident Training Management System

RTM > Main Menu = Certification > Residency Completion Verification

Residency Program ‘ Organization Name Here - ‘ R ‘ All Programs - ‘

Residency Program Completion Verification

The ABFM requires that Program Directors and their Clinical Competency Committee verify that residents have satisfactorily complete. e ACGME requirements for 36 months of family medicine residency training and are
ready for autonomous practice. Verification may be submitted as early as 15 days prior to the resident’s “Training Completion Date” or ar.. “me after by checking the box for each resident for each of the five (5) CBME
columns. Any resident who is not expected to complete training by the training completion date listed should be left unchecked and an expi. .ation from the Program Director should

be entered in the “Reason for NOT Verifying” box. Verifications should be submitted promptly to ensure that residents who took the examination will meet the requirements for certification.

ABFMID Last Name First Name Da?e & L] C::or:: g;;:ﬁm Comm:nﬂé -~ ‘E: (I;eel:::‘r::I Manage Acute C?re of Professionalism® Reason for NOT Verifying
Birth Year N . e lliness? Children* Limited to 7,000 characters
Date Relations, 2= v sician?
299901 Wayne Bruce MDD YY PGY-3 MMDDAYYY ] [m] [m] [m] m
893902 Kent Clark MIMDDAYYY PGY-3 MOy O O O O D
999903 Grayson Richard MDD YY PGY-3 MDDy ] [m] [m] [m] m
999904 Prince Diana MDD YY PGY-3 Ml'w.r Y O O O O D
999905 Romanof Matasha MIDDYYYY PGY-3 MMDDA Y O ] ] ] O
999906 Lance Dinah 12 erw‘ Y3 MM/DDYYYY O O O O D
999907 Queen Oliver MM YYYY PC 3 MM/DDAYYYY O ] ] ] O
2990908 Allen Barry MMDDY . " -3 MM/DDAYYYY O O O O D
993909 Bertinelli Helena MDD YY PGY-3 MMDDAYYY O O O O D
299910 Jordan Hal MDD YY PGY-3 MMDDAYYY O [m] [m] [m] m

' Develop effective communication and constructive relationships with patients, clinical items, and consultants
* Practice as personal physicians, providing first contact, comprehensive and continuity care, to include excellent doctor-patient relationships, excellent care of chronic disease, routine preventive care and effective practice management




Why is competency important?

* What do patients and employers say?
 Duration and counts not sufficient...
* Confidence is also critical



What happens if a resident is not competent in a
specific outcome at end of year 37

 Similar to now: a rare event

* Prevention is key: Set expectations of core outcomes from the
beginning, use an assessment system to identify gaps, use individual
learning plans and electives to address gaps proactively

» CCC work must include reviewing number and sampling of
assessments, suggest additions

* |In some cases, residents will need additional time...




What assessments are residencies using?
Attestation Survey: >50% residencies use
(Total=655 Residencies)

in-Training examination resutcs [ ¢
birect observations of care. I o:
Resident seif Assessments IR
Chart reviews I -
Individual Patient Satisfaction reports _ 446
Multi-source feedback reports _ 383



What assessments are residencies using?
Attestation Survey: 25-50% residencies...
(Total = 655 residencies)

Coding/Billing Appropriateness reports

Individual Quality of care reports

OSCE assessments

Individual Continuity rate reports

Audio visual review reports

Individual Patient Safety reports

Simulation reports

“ Family Medicine




What assessments are residencies using?
Attestation Survey: <25%
(Total=655 residencies)

Medication appropriateness assessments _ 161
Efficiency in patient care reports _ 153
Written tests of specific curriculum _ 140
Individual Access to care reports _ 104
Individual Cost of care reports _ 55
Individual referral analysis reports _ 54
Oral examination _ 53
Other - Specify _ 38

“ Family Medicine




National Resident Survey 2023:

Resident Experience of CBME Orientation

(CBME)

Introduction The Family
to Medicine
competency Milestones
-based
medical
education

During your first 3 months of residency, did you receive instruction or assessment in (yes/no to each)

. a. Yes . b.No

Response
Count
2114

RTT

The Family How to give How to receive Ym{r clinical skills using Board
Medicine feedback feedback directly observable Certification reS u ItS
Outcomes assessments, e.g, such as

expected by standardized patients or

the end of Oberved Structured Clinical Si m i Ia r

3
training Exams (OSCE’s)



National Resident Survey:
Experience of Assessments

In the last 2 months, have you experienced the following: @ a.ves @ b.nvo () c.unsure

Response
Direct ob ti f a clinical teri ey
irect observation of a clinical encounter in
A s 73% 24% 3970
the continuity clinic

Direct observation of a clinical encounter in
the inpatient clinic

Video review 25% 67%

Formal chart review with feedback 57% 39%

74% 23%

RTT
results
similar

Formal assessment of clinical skills using a
standardized assessment, such as OSCE’s

1:1 formative feedback with a faculty member

[+) 'O,
immediately following a patient encounter = L/

1:1 formative feedback with a faculty member at the
end of a shift




National Resident Survey
In the last 6 months, have you experienced :

A 1:1 meeting where your CCC review was shared

* 60-65% of PGY2-3

with you
report CCC reviews
A formal review by the.CIinicaI Competency - in IaSt 6 monthS
o + 76% of PGY2-3
| S | report having ILP
Developing or revising an individualized learning
plan * RTT results
similar

Complete a self-assessment for your program _ I
Meeting 1:1 in person with your advisor or coach _ |

o“"‘D = H‘i’;&»
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Good News: Faculty Development

« STFM—CBME Task Force

« Webinars every month x 10 (Webinar Series)
* Principles for Implementation submitted for publication
» Website: https://stfm.org/cbmetoolkit

* List of assessments coming, leading effort to get app integrated in New
Innovation and Med Ed Hub

« Both STFM/AFMRD have committed to having their annual
meetings have major focus on CBME for 3 years

 More to follow!
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https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fstfm.org%2Fteachingresources%2Fresources%2Fcbme-toolkit%2Fcbme-faculty-development-webinars%2F&data=05%7C02%7CWNewton%40theabfm.org%7Cad7ad607b45f41c0b0d608dc11954efb%7C7dd12bd6325a411f8fedb8004b6f2a52%7C0%7C0%7C638404580855618999%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=Vqk1YY4q7tQ%2Fn4wD1GdecbHkBVVPl2B%2Fz7%2Bb1uXvfHY%3D&reserved=0
https://stfm.org/cbmetoolkit

Engaging Residents

How do we engage
residents in their
owhn education?

Individual Learning Plans

from day 1

552 OF £y 28
g 9 American Board
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Requirements for 2025

» Practice as personal physicians, to include care of
women, the elderly, and patients at the end of life, with

excellent rate of continuity and appropriate referrals. How should these core outcomes

I)
» Provide care for low-risk patients who are pregnant, to be assessed
include management of early pregnancy, medical ABFM does not mandate specific
problems during pregnancy, prenatal care, postpartum ] ;
care and breastfeeding, with or without competence in assessments, but we will publish
labor and delivery. initial recommendations in June.

« Diagnose and manage of common mental health
problems in people of all ages.

» Perform the procedures most frequently needed by
patients in continuity and hospital practices.

* Model lifelong learning and engage in self-reflection.

SO OF m,;{\;\
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: “ Family Medicine



Increasing the focus on
“the clinic is the curriculum”

= Qur expectation is that residencies should thrive as practices, supporting readiness
for practice and imprintingimportant behaviors

= 1000 hours continuity=scheduled time, in person or video, not routine charting; 40
weeks of continuity/year

= 2024 standards started where we are—quality doctor patient relationships, quality of
care, practice management/efficiency

= 2025: Empanelment, Continuity, Referral Appropriateness

S—
2 .
9 American Board

7 oF amily Medicine



Empanelment: why and what?

For practicing physicians, self reported
panel size has dropped from 2386 to 1786

Allows measurement of over last decade. (ABFM data)
continuity, access, and MP3: 1600-1800/FTE across 10 large
effectiveness health systems

Portal to teaching population Requires active patients (e.g. 2 visits in

18 months) and recalculation reqularl
health and role of teams ) gularly

What is right panel size for each year?
Depends on patients and half days, but
perhaps:

« PGY 1=200
« PGY 2=400
« PGY 3=800

SEDOF m,;é)‘\
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Continuity of Care

 Emphasize patient centered
approach, but physician
centered also valuable

* Measure both physician and
team continuity

 Flavors:

ACGME measure (Both patient
and resident centered)

Usual provider continuity (UPC)
Bice Boxerman (uses CPT codes)

Continuity of care quintiles

A. Patient Total Allowed Charges

Q1: < 600 l
02: 60.169.2 B —
Q3 69,3763 e
04: 76.48).2 s 2

Q%: 2833 [ S——

|
-20 15 10 >

Every .1 increase in continuity decreases
costs of care and hospitalizations, with
both personal physician and team effects.

(Zhou Y et al. Health Serv Res. 2022;57:914-929.)



National Resident Survey:
In typical half day of clinic, what percentage of patients you see are assigned
to your patient panel?

50
45
40
35
30
25
20
15
10
5
0

75% > 50-75% 25-30% <25% RTT Results
Similar



National Resident Survey:
In the last 6 months, have you received either written or oral
feedback or reporting on the following:

]
3

NoO

Panel Size

List of patients on your panel
Patient demographics

Continuity of care

Referral appropriateness patterns
Clinical quality

Health inequities

Patient safety
RTT results Patient satisfaction

similar Financial performance

100

O
MJ
O
I
O
o
O
o
O



Rates of Appropriate Referral

%

From Starfield Summit Surveys (2020):

Residents: N=597: referrals to physicians almost never
(45%), occasionally (15)% vs usually (16)% reviewed with
preceptor; Faculty: N=834: 70% say residents do not get
feedback on rate or appropriateness of referral

Community Dialogue — RE-ENVISIONING FAMILY MEDICINE RESIDENCY
EDUCATION (starfieldsummit.com)

4 fold variation of referral rate across
Family Medicine residencies
controlling for age, race and payors

Gwynne M, Page C, Reid A, Donahue K, Newton W. What's the Right Referral Rate?
Specialty Referral Patterns and Curricula Across 13 Collaborative Primary Care
Residencies. Fam Med. 2017 Feb;49(2):91-96. PMID: 28218933.


https://residency.starfieldsummit.com/community-dialogue

Your special role...

= You lead at critical time in our
specialty and in our country’s
health care system

= What you do will determine the
long-term future of the specialty—
and health care

= ABFM promises to journal with you

w R TREICAENG AV M CRC0 SRRV (SRCANON m

= We trust you—and we are grateful!



Questions,
Comments?



Whither Rural Residency Education?

? What volumes, what procedures?
? Block or longitudinal curricula?
? What assessments?

? What community experiences? How address disparities? -
? How to use flexibility--for residencies, for residents?




Consider using ABFM activities as educational tools

@ KSA’s addressing disease or scope of practice

& National Journal Club—100 articles per year, curated,
no limit

& Continuous Knowledge Self Assessment
@ Performance Improvement
@ All free...

@“\\D OF £y ,;,)
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Residency Learning Networks:
Start where you are...

=Evidence Based (I°, P4, Length of Training) =Goal: all 770+ residencies in some type
=Contributor to innovation and wellbeing of network

*No single recipe: both practice *ABFM Foundation: 43 planning grants

transformation and CBME _ |
=Variety of sponsors—state chapters, large ~ Na@ve been given out; RFPs for $75K

departments, other organizations... seed funding; 21 under review
=|_ earning how to learn from each other

Email jfetter@theabfm.orq if interested

@6‘/‘@ OF 5‘44,;{})\
4 2\ o
g American Board

“ Family Medicine
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Strengthening Outcomes and Assessment (SOAR) Using Outcomes to
Learn From Each Other

» Using Graduate Survey (>2500 _ Patients |
residents) to identify exemplars | Residents |
« 2023 Examples: Clinical [Curriculum J
* Care of Children & Facalty
» Behavioral Health Social - i
o Inpatient Care Accountabllity Clinical Systems

. POCUS ~ Culture

Outcomes

» Contact Jay Fetter at
Ifetter@theabfm.org if you want to
join this community of practice.

i Leadership J

[ Institution J

[ Advocacy ]
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Distribution of GME Outcomes by Residency

Percent Providing Adult Inpatient Medicine

Adult Inpatient Medicine

100%

20%

60%

40%

20%

0%

Association of Family Medicine

Residency Directors




FM-AIRE

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

To prepare the best possible personal physicians
for service to patients and communities... over their
lifetime, wherever they go



FM-AIRE Current Status

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

= AIRE quid pro quo: freedom from ACGME rules in return for additional competencies,
data submission, participation in annual collaborative meeting

= [nfrastructure in place—smoother application process, ACGME RC/ABFM
committees, annual meeting launched.

= 8 approved (+6 in 12 months), about 150 residencies have contacted us,
focus next 12-18 months is recruitment

* 16.1% of current interns applied for four year residencies (1.2% of slots)
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Questions,
Comments?
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