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BACKGROUND AND OBIJECTIVES: A decade ago, the Association of Fam-
ily Medicine Residency Directors developed the Residency Performance Index
(RPI) as a novel dashboard of metrics to support residency programs’ quality
improvement efforts. Although the RPI has since been discontinued, we sought
to identify lessons learned from an analysis of 6 years of data collected while
the RPI was in use to inform future quality and accreditation efforts imple-
mented at the national level.

METHODS: The RPI collected data from 2012-2017 for nearly 250 distinct
family medicine residency programs, identifying strengths and areas for im-
provement. Eighty-two programs provided data for 3 or more years of measures
allowing analysis of improvement trends.

RESULTS: For participating programs, aggregate data over 6 years indicated
the majority had stable leadership and accreditation. Total family medicine
center (FMC) visits by graduates and resident visit demographics were robust.
Graduate scope of practice was consistent with nationally publicized trends.
Programs hit most aspirational targets more than 40% of the time. However,
analysis for those programs with 3 or more years of data revealed that the
tool did not result in significant changes for most metrics. Linear regression
analysis showed improvements in total patient visits, visits under 10 years of
age, and certain procedural competencies for those programs with 3 or more
years of data.

CONCLUSIONS: The RPI was the first and only nationally utilized family medi-
cine graduate medical education quality improvement tool. Individual programs
did not show substantial change in quantifiable metrics over time despite limit-
ed evidence of select programmatic improvements. Nationally, aggregated data
provided insight into scope of practice and other areas of interest in residency
training. Further efforts in provision of residency improvement tools are impor-
tant to support programs given the increasing complexity and high stakes of
family medicine residency education.

(Fam Med. 2021;53(1):39-47.)
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he Accreditation Council for
T Graduate Medical Education

(ACGME) common program
requirements require all programs
to perform an annual program evalu-
ation, that must include a systemat-
ic evaluation of curriculum, resident
and graduate performance, faculty
development, and program quality.!
It is therefore imperative for residen-
cy programs to engage in continuous
program quality improvement. Pres-
sures including duty-hour standards,
a complex accreditation system, and
threats of funding cuts have caused
residency programs to justify their
existence and defend the quality of
the residents they produce.?

To improve quality, it is helpful
to have accepted measures of ex-
cellence that exceed accreditation
requirements.? Regular monitor-
ing of quality through report cards
and dashboards has been shown to
be effective at an institutional lev-
el.*® Standardized quality metrics
and dashboards at a national, spe-
cialty-specific level currently do not
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exist. This is in part due to the dis-
agreement on what constitutes qual-
ity educational metrics. Traditional
educational metrics, such as board
certification pass rates, entering
trainee qualifications, scholarly ac-
tivity, and research grants obtained
by faculty, have some value.® Cri-
teria such as clinical performance
measures of trainees, or graduates’
scope and quality of practice fit well
with what patients value.” Combina-
tions of these two philosophies have
also been suggested.®!° Regardless
of the proposed criteria, there has
been little or no study of their ef-
fectiveness in improving residency
program quality. In 2009, the Asso-
ciation of Family Medicine Residency
Directors (AFMRD), a professional
organization for family medicine pro-
gram directors, developed a strategic
plan that included the goal of rais-
ing the quality of postgraduate fam-
ily medicine education in the United
States. The AFMRD Board of Direc-
tors proposed the development of a
dashboard-style tool, called the res-
idency performance index (RPI), to
help programs in the process of self-
improvement.''2We have previous-
ly described the process to develop
this tool and its initial successes and
challenges.’®* In 2018, the AFMRD
Board made the decision to sunset
the RPI due to insufficient return
on investment as demonstrated by
increasing software costs and staff
time coupled with lack of growth in
participation and only modest im-
provement in quality. This paper de-
scribes the lessons learned from an
analysis of 6 years of data collected
while the RPI was in use that can
inform future quality and accredi-
tation efforts implemented on a na-
tional level.

This paper elaborates on the
learnings from the data collected us-
ing the RPI tool over the years 2012-
2017 by 248 distinct family medicine
residency programs, including a ro-
bust set of 82 programs that used
the tool for 3 or more years. As not
all programs were consistent in use
year to year, the percentage of all ac-
credited programs using the RPI per
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year ranged from 15 to 26. To our
knowledge, this represents the most
comprehensive data set for one spe-
cialty regarding voluntary tracking
and program improvement efforts
specifically targeted towards the out-
comes desired by the new accredi-
tation system. Our experience with
using a tool such as this may help
inform other specialties regarding
the lessons learned around program
improvement using peer-derived
metrics in addition to accreditation
standards.

Methods
The RPI was developed by a com-
mittee of experienced program di-
rectors using a modified Delphi
process. Criteria were included if:
(1) the measures were relevant to
accreditation standards published
by the ACGME, board certification
by the American Board of Family
Medicine (ABFM), or reflected im-
portant aspects of graduate scope of
practice; and (2) there was a pub-
lished accreditation standard or ba-
sis in the literature for at least one
of the chosen metrics.'>!¢ The result-
ing dashboard tool was intended to
assist family medicine residency pro-
grams in identifying strengths and
areas for improvement that could be
analyzed and tracked. A convention
of red, yellow, and green was cho-
sen for the RPI, with green repre-
senting achievement of excellence in
quality targets; yellow denoting ad-
equate program quality for accredi-
tation purposes but with room for
improvement or caution; and red in-
dicating metrics below accreditation
standards, national norms, or tar-
gets promoted by family medicine
professional organizations, based on
published requirements or literature
(Table 1).1314

Analysis of the aggregate data for
the 6 years (2012-2017) that the sur-
vey was active revealed that 646 pro-
gram-years of data from 248 unique
FM residency programs could be re-
liably extracted. Adjusting for minor
variations in the wording of survey
questions over the years, the data
can be grouped into categories of

questions: (1) program accreditation
and program leadership status, (2)
family medicine center (FMC) resi-
dent clinical experience, (3) hospital-
based resident clinical experience,
(4) procedural training, (5) residency
program scholarship, and (6) gradu-
ate scope of practice. The RPI crite-
ria and metrics for each of these six
domains are listed in Tables 2 and
3. To understand the cohort of pro-
grams that participated in the RPI,
the 6 years of aggregate data were
analyzed regarding measures with
published national trends.

We analyzed a cohort of 82 pro-
grams that had completed the RPI
survey for 3 or more years for trends
that would indicate improvement in
key training metrics. We were able
to analyze data from these programs
for total FMC visits for graduates,
percent of visits under the age of 10
years, and percent of visits over the
age of 60 years, and for procedural
competency upon graduation for sev-
eral key procedures, including Pap
smear, electrocardiogram interpre-
tation, chest X-ray interpretation,
splinting of uncomplicated sprains
and fractures, joint injections, ten-
don sheath injections, abscess inci-
sion and drainage, skin biopsy, wet
mount interpretation, endometrial
biopsy, interpretation of electronic fe-
tal monitoring and low-risk vaginal
delivery. The percentage of programs
achieving green criteria for each of
these metrics was calculated using
these 82 programs.

We also conducted y? analysis to
compare the counts of all 82 orga-
nizations falling in red, yellow, and
green criteria across all years. We
conducted an additional y* analy-
sis combining green and yellow cat-
egories compared to the counts of
organizations with red values. In ad-
dition, we conducted a linear regres-
sion on the three metrics related to
FMC visits and 14 procedural com-
petencies in effort to examine the
slope percentage of programs in the
red, looking for a decrease over time.

For all analyses, both %* and lin-
ear regression, a P value less than
.05 was considered to be statistically
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Table 1: Summary of RPI Data Elements and Rationale

RPI Quality Domains

RPI Data Elements

Criteria Rationale/Data Source

Patient care experience

e Volume of resident patient encounters

e Resident procedural competency
upon graduation

e Patient-centered medical home
(PCMH) recognition level

e  Minimum accreditation standards

e Web ADS averages for family
medicine

e (Criteria for excellence published
by the AAFP’s residency program
solutions panel of consultants.

e Chosen to reflect the
comprehensiveness of family
medicine training, both in terms
of demographics and setting.

e Procedure lists derived from 2 widely
recognized sources: ACGME RC-
FM ’s proposed draft program
requirements

e A list of procedures published by
the STFM Group on procedural
training.

e Based on NCQA levels for the PCMH

Academic environment

In-Training examination scores
Faculty scholarly activity
Resident scholarly activity
Resident QI project participation

e ABFM reports
e ACGME common program
requirements criteria

Program leadership and
Stability

e Program accreditation status
e Program director (PD) tenure and
qualifications

e ACGME designation

e Measured as No. of years current
PD has served

e Measured as No. of PDs in the last
10 years

e Measured as PD participation in
NIPDD

Outcomes of graduates

e Board certification pass rates (5-yr
average)
e Graduate scope of practice

e Derived from ACGME accreditation
standards and ABFM aggregate
initial certification data

e Based on policy briefs published by
the Robert Graham Center and the
ABFM that demonstrate a declining
scope of practice.

Abbreviations: PCMH, patient-centered medical home; ADS, Accreditation Data System; AAFP, American Academy of Family Physicians; ACGME,

Accreditation Council for Graduate Medical Education; RC-FM , Review Committee for Family Medicine; STFM , Society of Teachers of Family
Medicine; NCQA, National Committee for Quality Assurance; ABFM , American Board of Family Medicine; QI, quality improvement.

significant. This was an unadjust-
ed analysis since not all organiza-
tions replied or gave responses in
each year. The American Academy
of Family Physicians Institutional
Review Board Office exempted this
study from review.

Results

Aggregate data around nation-
al trends revealed that the major-
ity of RPI participants had stable
accreditation, program leadership,
and patient-centered medical home
(PCMH) designation. The average
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ABFM mean scaled program in-
training exam scores for the sur-
veyed program years were at or
slightly above the national mean in
four of 6 years.'® For all programs,
the mean 5-year take and pass rates
for the ABFM certification exam
were 97.5% and 93.5%, respectively.

In terms of FMC resident clini-
cal experience, the mean number
of patient visits seen by residents
upon graduation was 1,882 over
the 6 years (ACGME national
mean=1,825).1° The mean percentage
of patients over the age of 60 years

seen by residents was 18.1%, and the
mean percentage of patients under
the age of 10 years seen by residents
was 15.1%, at a time when accredita-
tion standards required a minimum
of 10% of patients seen by residents
be in these demographic groups.?
Regarding hospital-based resident
clinical experience, the aggregate
mean for adult inpatient medicine
encounters was 901.3 per resident
over 3 years. The aggregate mean for
intensive care unit encounters was
80.1 per resident over 3 years. The
mean number of pediatric emergency

VOL. 53, NO. 1 - JANUARY 2021

41



42

‘ ORIGINAL ARTICLES ‘

Table 2: Summary of RPI Categories and Metrics

RPI Survey Categories

Criteria or Metric Surveyed

Program accreditation and program
leadership status

ACGME accreditation status, NCQA PCMH certification, ABFM in-training exam
scores, 5-year take and pass rates for the ABFM certification exam, Program
leadership stability, NIPDD training of PD

Family medicine center resident
clinical experience

Mean total number of patient visits seen by residents upon graduation, mean
percentage of patients over age 60 years seen by residents, mean percentage of
patients under the age of 10 years seen by residents

Hospital-based resident clinical
experience

Mean for adult inpatient medicine encounters, mean for ICU encounters, mean
number of pediatric ER patient encounters per resident, mean number of pediatric
inpatient encounters (all program aggregates)

Procedural training

Procedural competency upon graduation as rated by PD: Pap smear, EKG
interpretation, CXR interpretation, splinting of uncomplicated sprains and fractures,
joint aspiration/injections, tendon sheath aspiration/injections, abscess incision and
drainage, skin biopsy, wet mount interpretation, endometrial biopsy, interpretation of
electronic fetal monitoring and low risk vaginal delivery

Residency program scholarship

Aggregate mean number of scholarly works per core faculty per 5 years, percentage
of faculty who had two or more scholarly works in 5 years, percent of graduating
residents completing scholarly activity of local/regional/national presentations or
peer-reviewed publication, percentage of graduating residents participating in QI
project

Graduate scope of practice

Percent of graduates were serving as the primary attending physician for
hospitalized adults, percent of graduates serving as the primary attending physician
for hospitalized children and newborns, percent of graduates providing ambulatory
care to newborns, infants and children <10 years old, percent of graduates providing
some form of maternity care (prenatal, intrapartum or post-partum care), percent of

graduates practicing in a PCMH-certified practice

Abbreviations: RPI, Residency Performance Index; ACGME, Accreditation Council for Graduate Medical Education; NCQA, National Committee for
Quality Assurance; PCMH, patient-centered medical home; ABFM, American Board of Family Medicine; NIPDD, National Institute for Program
Director Development; PD, program director; ICU, intensive care unit; ER, emergency room; EKG, electrocardiogram; CXR, chest X ray; QI, quality

improvement.

room (ER) patient encounters per
resident was 118.8 over 3 years. The
mean number of pediatric inpatient
encounters was 187.9 per resident
over 3 years. The ACGME require-
ments for these experiences during
the years the data were collected
were 750 adult medicine encounters,
75 pediatric ER, and 75 pediatric in-
patient encounters over 3 years.?
For the years 2012-2015, the ag-
gregate mean number of scholarly
works per core faculty per 5 years
was 9.6, which was defined as na-
tional or regional presentations or
peer-reviewed publications. In 2016-
2017 the survey asked what per-
centage of faculty had two or more
scholarly works in 5 years as defined
above, and roughly half of the aggre-
gate responses (50.7%) indicated this
was the case for their core faculty.
For resident scholarship, a mean of
77.8% of graduating residents had
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completed scholarly activity that in-
volved local/regional/national presen-
tations or peer-reviewed publication,
per the aggregate data over 6 years.
In addition, programs reported that
on aggregate, 95.2% of graduating
residents participated in at least one
QI project, using a plan-do-study-act
cycle or similar functional strategy.
Under the category of gradu-
ate scope of practice, the data were
limited to 472 program years of re-
sponses or less per question, due to
these questions being optional. De-
spite those limitations, the aggregate
data revealed that a mean of 36% of
graduates were serving as the pri-
mary attending physician for hospi-
talized adults; 26.3% were doing the
same for hospitalized children and
newborns. A mean of 78.1% of the
aggregate graduates with scope of
practice information available, pro-
vided ambulatory care to newborns,

infants and children under age 10
years; 23.3% of the same pool of
graduates were providing some form
of maternity care (prenatal, intra-
partum or postpartum care). While
only 259 program years of responses
were available for the question, an
aggregate mean of 35.9% of gradu-
ates were practicing in a PCMH-cer-
tified practice.

From the database, 248 organiza-
tions provided at least 1 year of data
in the period of data from 2012 to
2017. Since not all of these programs
completed the RPI during each year,
only approximately 15% to 26% of all
accredited family medicine residen-
cies completed the RPI in a given
year. Of those organizations, 82 had
data that met the inclusion criteria
of 3 or more years of data for further
analysis. The percentage of these
82 programs that were consistently
green for FMC demographic metrics

FAMILY MEDICINE
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Table 3: Metric Levels for Quality Improvement for Corresponding RPI Criteria

FMC- What is the average number of patient visits in the FMC

Green- >1,900

Yellow- 1,650- Red- <1,650 or

residency?

for your graduating residents over the last three years? and <2,400 1,900 >2,400
FMC- Wha? is the.percentage of patients over age 60 years seen Green- >15% Yellow- 10%-15% Red- <10%
by your residents in the FMC?

FMC- Wha? is the.percentage of patients under age 10 years seen Green- >15% Yellow- 10%-15% Red- <10%
by your residents in the FMC?

What is the average number of personally managed adult

medicine patients for your residents during their 3-year Green- >850 Yellow- 750-850 Red- <750
residency?

What is the. average n}lmber .of personally managed ICU patients Green- 25 Yellow- 15-25 Red- <15
for your residents during their 3-year residency?

Whgt is the average ‘number of" persor}ally manage'zd pediatric ER Green- >100 Yellow- 75-100 Red- <75
patients for your residents during their 3-year residency?

What is the average number of personally managed pediatric

inpatient patients for your residents during their 3-year Green- >100 Yellow- 75-100 Red- <75

What is your program’s composite ITE score for the previous year

Green- >mean
national scaled

Red- <mean
national scaled

on the ITE?

score score
Wha.t is program’s ﬁrst-tlme-tal.(e rate of the ABFM Board Green- 100% Yellow- 95%-99% Red- <95%
Certification Exam for the previous 3 years?
Whajc is program’s ﬁrst-t1me-pa§s rate on the ABFM Board Green- >95% Yellow- 85%-95% Red- <85%
Certification Exam for the previous 3 years?
How many presentations at national/regional meetings and/or
peer-reviewed publications have been completed per FTE core Green- >3 Yellow- 2-3 Red- <2
faculty in the past 5 academic years?
Wh_at percentage of your most recept_ gradugtmg cl_ass of Green- 100% Red- <100%
residents completed a scholarly activity during residency?
What percentage of your most recent graduating class of
residents completed at least one QI project during residency? Green- 100% Red- <100%
How many years has the program director been a program Green- >5 years | Yellow- 25 years | Red- <2 years
director (all programs)?
Is the program director a NIPDD graduate? Green- Yes Red- No
How many program directors has the program had in the last 10 Green- 1 PD Yellow-2 PDs Red- 3 or more
years? PDs
Describe your program’s primary clinic’s PCMH certification Green- highest Yellow- mid level Red- no cert.
status: level
Clinical Procedures competency of graduates: for all procedure Green- 100% Yellow- >50% Red- <50%
descriptions as rated by PD. competent competent competent

Abbreviations: RPI, Residency Performance Index; FMC, family medicine center; ICU, intensive care unit; ER, emergency room; ITE, in-training
examination; ABFM, American Board of Family Medicine; FTE, full-time equivalent; QI, quality improvement; NIPDD, National Institute for Program
Director Development; PCMH, patient-centered medical home; PD, program director.

in each year revealed more than 40%
of programs achieved this level on
average. Similar results were found
for procedures, in that the percent-
age of the 82 programs in the green
were also more than 40% of the total
in each year over time.

The results of the linear regres-
sion analysis demonstrated for
FMC data that the proportion of red
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decreased over time, reaching statis-
tical significance twice: first for total
patient visits (slope= -1.929, P=.017),
and percentage of patients seen un-
der 10 years of age (slope= -3.040,
P=.019; Figure 1. Three of the proce-
dures also demonstrated down trend
for programs in the red: joint aspi-
ration (P=.031), skin biopsy (P=.234)
and endometrial biopsy (P=.223).

Three slopes for procedures were
found to worsen over time. Chest X
ray (P=.019), tendon sheath aspira-
tion (P=.032) and incision and drain-
age of skin abscess (P=.037) were
shown to have increasing slope val-
ues. However, those procedures had
low percentages of programs in the
red to begin with (Table 4).
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Table 4: Linear Regression Analysis of 82 Programs
That Completed 3 or More Years of Data

Dependent Variable Slope P Value
FMC resident visits -1.929 .017
FMC % visits >60 years old -1.557 .095
FMC % visits <10 years old -3.040 .019
Chest X ray 0.680 .019
EKG interpretation 0.277 215
Sprain 0.051 951
Fracture 0.403 407
Aspiration joint -0.537 .031
Tendon aspiration 0.757 .032
Abscess 0.511 .037
Laceration 0.760 225
Skin biopsy -0.186 234
Pap smear 0.346 .089
Wet mount 0.577 111
Endometrial -1.903 223
Vaginal delivery 0.120 .846
Electronic fetal monitor 0.403 407

Abbreviation: FMC, family medicine center.

Dependent variable is the percent of programs in red for each category or criteria, independent
variable is year 2012-2017. Null hypothesis is slope 0.0, negative slope means % red trends down,
positive slope means % red trends upwards over time. All significance testing is done against a
slope of 0.0 ie, no trend. Slope values are scale dependent and can’t be compared against one

another in terms of magnitude.

Analysis of green and yellow
trends over time showed that there
was no improvement in the percent-
age of these 82 programs achieving a
green level for the metrics over the 6
years, nor was there any significant
change in the percentage of these
same programs when the green and
yellow categories were combined.

Discussion

Over the 6 years of implementation,
AFMRD’s Residency Performance In-
dex was used by almost 250 family
medicine residency programs. The
primary intent of this endeavor was
to provide a dashboard-style tool
to enhance program improvement
efforts using metric levels above
minimal accreditation standards.
Providing programs with aspiration-
al metrics related to program sta-
bility, scholarship, resident clinical
experiences, procedural training, and
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encouraging the tracking of graduate
scope of practice, resulted in the ac-
cumulation of a rich data set.

The aggregate data revealed the
diversity of family medicine pro-
gram performance characteristics.
Most programs had stable accredi-
tation. Program leadership spanned
the spectrum of stability, but regard-
less of length of tenure, the majority
had utilized the National Institute
for Program Director Development
fellowship as a means of preparation
for the role. Most programs had ro-
bust clinical experiences in the FMC
and hospital setting that exceeded
minimum accreditation standards.
Procedural training showed similar
trends regarding overall assessments
of competency upon graduation. Pro-
gram scholarship that promoted dis-
semination through peer-reviewed
publication and regional or nation-
al meetings was also achieved by

the majority of core faculty and res-
idents. Quality improvement was
performed using functional strate-
gies by the overwhelming majority of
residents in the programs reporting.

The outcomes of training, as de-
termined by graduate scope of prac-
tice, was an optional part of the
dashboard tool, and therefore the
data was not as robust and likely
less reliable. Despite these limita-
tions, it appeared that program grad-
uates were participating in a broad
scope of practice at levels that mir-
rored or exceeded published national
trends. 2%

The RPI was ostensibly designed
to be a tool to promote program self-
improvement efforts in line with the
ACGMEs roll out of the next accred-
itation system (NAS), which imple-
mented a 10-year self-study process
as the basis for continued accredi-
tation. By giving programs aspira-
tional targets for metrics around
several accreditation domains, the
RPI sought to spur the greater fam-
ily medicine residency community
to strive to exceed minimum stan-
dards.'*'2 Qur analysis of the 82
programs with 3 or more years of
RPI data revealed that the tool did
not result in significant changes
for most metrics. Although approx-
imately 40% of the 82 programs
with longitudinal data available for
analysis consistently achieved aspi-
rational (green) targets for most of
the metrics, there were not signifi-
cant improvements in the percentage
of programs achieving those targets
over time. However, there were im-
provements seen in a several clinical
experiences and procedural compe-
tencies, as manifested by the sig-
nificant declines in the percentage
of programs in the red range. This
was seen for overall visits and pe-
diatric visits by residents in the
FMC, as well as for certain proce-
dural competencies (joint injections,
skin biopsy and endometrial biopsy).
A few procedural competencies had
statistically significant increases in
the percentage of programs in the
red range (chest X-ray interpreta-
tion, tendon sheath aspiration, and
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Figure 1: Family Medicine Center Visit and Demographic Metrics: Percentage
of Programs in Red/Yellow/Green Range by RPI Metric by Year

Average Resident Patient Visits in FMC Upon Graduation: P=.017 for Change in % Red

Green: >1,900 and <2,400

Yellow: 1,650-1,900
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incision and drainage of skin ab-
scess), but the absolute change in
percentages were so low that it is
difficult to determine the educational
significance of this finding.

This study has several limita-
tions. First and foremost, the RPI
was a voluntary undertaking, so
our data set, while robust, still only
represented approximately one-quar-
ter of family medicine residencies
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accredited in any given year during
the time the tool was offered. Vol-
untary participation was also com-
plicated by concerns that program
data would be used as a ranking tool
rather than an improvement tool. Al-
though this concern was addressed
through signed agreements between
programs and AFMRD, it likely con-
tributed to low participation. Second,
the data relied heavily on program

director reporting, which could have
recall bias when reporting data re-
lated to program quality. Third, the
wording of the questions from year
to year was subtly different for sev-
eral metrics, which could have influ-
enced the reported results. As noted,
the tool did not result in significant
change for most of the metrics, which
could be due to the measurement it-
self not discriminating, as what we
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measure and what is meaningful
may not be the same. Finally, the
number of programs that complet-
ed data in 3 or more years was rel-
atively small and therefore data on
trend analysis was less robust than
other aspects of the data set.

Overall, the authors feel that the
RPI demonstrated the difficulty of
performing quality improvement ac-
tivity in a complex system such as a
residency training program. The in-
ertia to achieve continued accredi-
tation may have limited programs
from seeing any value in trying to at-
tain the aspirational (green) targets
set by the RPI task force. Despite
this, several areas saw statistical-
ly significant drops in the percent-
age of programs that reported data
that did not meet minimum accred-
itation standards for FMC clinical
experience.

When RPI started in 2012, the
use of academic and clinical dash-
boards in family medicine residen-
cies was far less common than it is
today.*>12% During the RPI period,
collecting data was also more labor-
intensive and less automated than it
is now. RPI-like efforts may be logis-
tically easier in the future as dash-
boarding and data collection become
more automated and sophisticated.
Similar interresidency benchmark-
ing projects may be more easily
achieved across programs using the
same electronic health record or by
interstate educational consortia in
large consolidated health systems.
Areas for further study could include
a qualitative survey of program di-
rectors’ perceptions of the impact of
a future RPI-like tool on increasing
their program’s quality (that may
not be captured quantitatively),
and whether a future RPI-like tool
is used for internal advocacy purpos-
es within institutions to obtain addi-
tional resources needed to achieve a
higher standard than accreditation
only.*51228¢ Additionally, the ACGME’s
New Accreditation System’s require-
ments for programs to perform a
10-year self-study, using annual pro-
gram evaluations and improvement
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plans will benefit from tools such as
the RPI, tracking performance over
time using internal and external
benchmarked measures.>?

Ultimately, the value of the RPI
experience may be in what was
learned in trying to spur a specialty
to improve residency training as a
group enterprise. The perceived ben-
efits of striving to achieve a nation-
al metric may diminish if programs
are more focused on achieving local,
program-specific goals such as needs
of their population and community
mission. The diversity of family med-
icine residency programs will make
proposing any future targets of ex-
cellence an exercise that must focus
on core values and a scope of prac-
tice that has demonstrated benefits
on population health.?% The upcom-
ing process to write major revisions
of the ACGME Family Medicine Pro-
gram Requirements will be a prime
opportunity for the discipline to en-
gage its community on where to set
the next bar in family medicine resi-
dency education.?

Conclusions

The RPI tool, as used by nearly 250
FM programs over 6 years, demon-
strated that most family medicine
programs were able to achieve tar-
get metrics that exceeded minimum
accreditation standards or consen-
sus best practices in residency train-
ing. Those programs that used the
tool for 3 or more years did not show
significant increases in attaining as-
pirational targets but did improve
in decreasing the percentage that
risked not meeting accreditation
standards for select metrics. The
thrust of the RPI tool, to promote
commitment to program improve-
ment through measurement and
aspirational targets, was not success-
ful. The majority of programs could
not sustain the effort and for those
who did, not much changed, once
again proving that change is hard,
and collectively improving residency
program quality above minimal ac-
creditation standards is even hard-
er. Understanding the substantial

challenges in implementing this spe-
cialty-wide program improvement
process is critical to informing the
development of future accreditation
standards.??
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