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Matching 25% of Medical Students
in Family Medicine by 2030:
Realistic or Beyond Our Reach?
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ABSTRACT: This article examines the America Needs More Family Doctors:
25x2030 Collaborative goal of “25x30"—that 25% of all medical students will
enter family medicine residency programs by the year 2030. Filling 25% of all
available postgraduate year-1 positions in the match is an important consid-
eration in creating a strong primary care workforce. Data from the National
Resident Matching Program (NRMP) matches for 2010 and 2020 are reviewed
to examine trends not only in the US MD and DO categories, but also US in-
ternational medical school graduates (IMGs) and non-US IMG categories over
the last 10 years. If the total number of all programs and of all positions of-
fered were held constant in 2030, what shifts in student choices would be re-
quired to reach the 25x30 goal in each applicant category as well as for all
four categories combined? This discussion explores resources, power, physician
income, and other factors that affect student numbers. Until a national health
system is developed with national goals and priorities, it is unlikely that 25x30

will become a reality.

(Fam Med. 2021;53(4):252-5.)

amily medicine (FM) organi-
antions participating in the

Family Medicine for Ameri-
ca’s Health (FMAH) project estab-
lished a goal that 25% of allopathic
and osteopathic students will choose
FM first-year residency positions by
2030.! FM has committed enormous
resources, energy, and thought to-
ward teaching all students the prin-
ciples of FM, which are an important
part of all students’ learning. Stu-
dents experiencing FM with posi-
tive role modeling and mentoring
might be more likely to choose FM
as their specialty. The results have
been mixed, at best, varying over
the years due to forces not well de-
fined or beyond the control of FM.
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Physicians and students today work
and learn in a dysfunctional health
care system based on market forc-
es motivated and designed to make
ever greater profits for health sys-
tems, the pharmaceutical industry,
insurance plans, and some large
medical groups.? Students are in-
creasingly becoming aware of health
disparities and inequities, especial-
ly in a country that does not pro-
vide universal health care for its
citizens and has no national or ra-
tional health manpower policy or pri-
orities. The COVID-19 pandemic and
resulting economic recession lead-
ing to massive unemployment has
laid bare the false security of em-
ployer-based health insurance, which

has led to 10-20 million people® now
without coverage. Medical students’
interpretations and internalizations
of these market and societal forces
likely influence their specialty choice.

While these recent events have
also reemphasized the importance
and need for a robust and much
larger family physician workforce,
what power does FM have to effect
change, and how might those chang-
es impact the 25x30 goal? Power can
be defined as the ability to influ-
ence the ideas and conduct of oth-
ers—this can be legitimized by social
structures that can move and em-
power others as well.* In an era of
increased calls for universal health
care, what power does FM, or even
all of medicine, have to effect change
of this magnitude? Knowing where
we are now is important in knowing
where we want to be.

National Resident Matching
Program (NRMP) Data
Examining NRMP data trends over
time can help clarify what progress
has been made from 2010° to 2020,°
thereby laying the groundwork for
what magnitude of change may be
needed to get to 25x30 by 2030. Ta-
bles 1 and 2 use actual filled position
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data as a more accurate reflection
of reality, rather than positions of-
fered. Table 1 compares FM match
data from 2010 to 2020, highlight-
ing dramatic increases in the num-
ber of applicants in each of four
categories. The total DO applicant
pool increased 313% (1,444 to 5,968)
and total FM programs increased
55% (454 to 706) over the 10-year
time span. The increase in program
numbers was not solely due to new
programs. Beginning in 2015 and ex-
tending to 2020, all graduate medical
education program approval came
under the auspices of one accrediting
body, the Accreditation Council for
Graduate Medical Education (AC-
GME). Previously, osteopathic pro-
grams had not participated in the
ACGME process and had not been
part of the NRMP or in its data set.
The 5-year process was a one-time
phenomenon and the movement to
one accreditation and match pro-
cess over the last 5 years is respon-
sible for some of the program and
position increases seen reflected in
this time span analysis. In addi-
tion, new programs have been es-
tablished by large health systems,
state government funding and new
Community Health Center (CHC)
funding. The decline in the per-
centage of FM postgraduate year-1

(PGY-1) positions filled by US MD
applicants (from 49% in 2010 to 35%
in 2020), is disconcerting. The total
US MD pool of applicants is much
larger than any other applicant pool
category. Although raw numbers re-
veal a 10-year aggregate increase of
374 matched individuals, 37 per year
on average or a 32% increase over
the 10 year time span, this increase
has not kept pace with the expanded
number of positions offered (78.7%),
nor the increase in positions filled
(80.9%). The percentage of US MD
individuals filling an FM position
compared to all US MD individuals
filling any type of PGY-1 position
rose only from 7.8% to 8.5% during
this 10-year time frame. Thus, get-
ting 25% of US MD graduates to en-
ter FM programs as noted in Table 2
would appear to be an enormous un-
dertaking. On the other hand, osteo-
pathic graduates markedly increased
their portion of FM positions from
11.3% in 2010 to 32.3% in 2020, a
415% increase in 10 years, or 112
per year. The percentage of DO FM-
filled positions versus all DO-filled
positions increased from 18.7% in
2010 to 23.3% in 2020. With the DO
match filling 32.3% of FM positions
while 23.3% of all DOs who matched
in any specialty were in FM, this
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latter figure comes very close to the
goal of 25x30.

The goal of 25x30 set by the
FMAH initiative did not include
international medical graduates
(IMGs), US or non-US, perhaps
because it would be difficult to in-
fluence specialty choice when peo-
ple train in a different country and
different curriculum. However, US
IMGs (US residents who train out-
side the United States, predomi-
nantly in Caribbean-based schools)
filled a little over 18% of all filled
FM PGY-1 positions in both 2010
and 2020, while non-US IMGs
filled 16.8% and 9.4% in the same
years, respectively. Together they
filled 27.6% of all filled PGY-1 FM
positions in the 2020 match. Since
these applicants successfully com-
peted for over 25% of available FM
PGY-1 filled positions and eventu-
ally will contribute to a more ro-
bust US primary care workforce,
they should not be ignored. Also, if
IMGs are not to be considered in the
25x30 goal, then the numbers need-
ed to achieve the 25% goal places
an even greater burden on the MD
and DO applicant categories. The
US MD FM fill rate increased from
7.8% to 8.5% from 2010 to 2020. In
the same time period the percent-
age of all PGY-1 positions that were

Table 1: Comparison of Family Medicine Match Results 2010 to 2020

2010 2020 Change
Number of programs 454 706 55.6%
Number of positions offered 2,608 4,662 78.7%
Number of positions filled 2,384 (91.4%) 4,313 80.9%
Fill rates
US MD FM/all FM 1,169/2,384 (49%) 1,543/4,313 (35.5%) -13.5%
US MD FM/all US MD 1,169/14,992 (7.8%) 1,543/18,108 (8.5%) 0.7%
DO FM/all FM 270/2,384 (11.3%) 1,392/4,313 (32.3%) 21%
DO FM/all DO 270/1,444 (18.7%) 1,392/5,968 (23.3%) 4.6%
US IMG FM/all FM 439/2,384 (18.4%) 787/4,313 (18.2%) -0.2%
US IMG FM/all US IMG 439/1,749 (25.1%) 787/3,154 (24.9%) -0.2%
Non-US IMG FM/all FM 400/2,384 (16.8%) 405/4,313 (9.4%) -7.4%
Non-US IMG FM/all non-US IMG 400/2,881 (13.9% 405/4,222 (9.5%) -4.4%
FM fill/all NRMP fill 2,384/24,378 (9.7%) | 4,313/32,415 (13.3%) 3.6%

Abbreviations: FM, family medicine; IMG, international medical graduate; NRMP, National Resident Matching Program.
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filled by FM individuals from all four
applicant categories increased from
9.7% to 13.5%. This appears to be
due primarily to the increase in the
DO pool. While this is a laudable in-
crease, it is far from the goal of 25%.

Table 2 examines a 2030 match
extrapolating what it would take to
go from 2020 to 2030 using a base-
line of 2020 in order to get to the
goal of 25x30. The total applicant
pool in each category and the to-
tal number of filed PGY-1 positions
are kept the same for 2030 as they
were 2020, based upon the assump-
tion that a major increment in over-
all GME funding/positions/programs
is unlikely to occur due to the pan-
demic-related economic recession,
caps on existing programs, and ques-
tionable expansion of more medical
schools. Expansion of the 2020 num-
bers would also make attainment of
the 25x30 goal even more difficult.
If there were 25% more total GME
programs available in 2030 (40,000
vs 32,000), then the 25% goal would
become 10,000 individuals needed
to choose FM vs the 8,000 needed
if there is no expansion of positions.

If all four applicant categories are
included, FM would need to fill 3,970
(88%) more positions in 2030 com-
pared to 2020 to achieve the 25%
goal, with the greatest challenge
in the MD category. Here 3,024
(196%) more positions would need
to be filled to get to 25% of the total
MD applicant pool. The DO category

would only need to add 100 (7.2%)
more filled positions to get to 25%
of their total DO applicant pool. If
only the MD and DO categories are
considered, then the overall number
needed in 2030 to reach 25% (8,103)
is subtracted from the actual MD
and DO combined 2020 fill num-
ber (8,103-2,935), giving a result of
5,168 more FM positions that would
need to be filled in 2030 by only US
MDs and DOs. This would be re-
duced by 1,378 if the IMG catego-
ries are added (5,168-3,790=1,378).

While the assumptions made here
may not be exact, the relative degree
of needed change to get to 25% is
obviously large. One mechanism to
achieve a shift of this magnitude
would be movement of existing GME
funding away from other specialties
to FM since the overall number of
GME positions is likely to remain
static. Another possible mechanism
is to increase the number of PGY-
1 positions in existing programs by
two positions per year, leading to
1,412 new positions (706x2=1,412).
Problems with this approach might
include hospital-sponsored programs
that are at their cap in GME CMS-
based funding, program accredita-
tion status, the ability to provide
enough patient numbers for more
residents, and faculty numbers. All
of this makes significant GME or FM
GME expansion less likely in the fu-
ture.

Discussion

The data from Tables 1 and 2 raise
numerous practical questions. The
goal that 25% of US MD and DO
choose FM residency programs is
probably unrealistic (barring ma-
jor changes in US health policy and
funding) and too limiting in terms
of getting to a robust primary care
workforce in this country. IMGs
should be included since they filled
27% of all FM filled PGY-1 posi-
tions in the 2020 match. Failure to
include them in the 25x30 calcula-
tions increases the burden on the
MD and DO pools and ignores the
contribution that IMGs will make
to the FM/primary care workforce
and the health care of Americans in
the future.

Since FM departments and resi-
dency programs do not control the
majority of GME funding sourc-
es (hospitals/health systems, state
governments and community health
centers control most and allocate
them to meet their priorities), then
how can family medicine persuade
these entities to change priorities
and move more resources to increase
FM programs and positions? Depart-
ments of family medicine have made
substantial commitments of resourc-
es, time, and effort to teach and role
model family medicine principles and
attitudes to students, but the results
over the last 10 years have been dis-
appointing. The US MD fill rate of
FM positions declined from 49% to

Table 2: Changes Needed to Achieve 25x30

Category Calculation | 2030 Goal 2020 FM Actual Needed Increase
Formula: 0.25 x total # filled positions in each category=2030 goal-2020
actual=needed increase (%)
All NRMP positions .25 x 32,414= 8,103 minus 4,313= 3,790 (88%)
US MD .25 x 18,106= 4,567 minus 1,543= 3,024 (196%)
DO .25 x 5,968= 1,492 minus 1,392= 100 (7.2%)
Combined MD/DO 25 x 32,414= 8,103 minus 2,935= 5,168 (120%)
US IMG .25 x 3,154= 788 minus 787= 1(0.1%)
Non-US IMG .25 x 4,222= 1,056 minus 405= 651 (161%)
All four categories together .25 x 32,414= 8,103 minus 4,313= 3,790 (88%)

Abbreviations: NRMP, National Residency Match Program; IMG, international medical graduate.

Note: MD/DO increase is 5,168—all four categories of applicant together needed increase—3,790=1,378 reduction in number needed on MD/DO

side alone to achieve 25% in 2030.
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35% over the 2010-2020 time span
and the percentage of US MDs fill-
ing FM positions as a proportion of
all US MD graduates filling positions
increased from 7.5% to only 8.5%.
This clearly suggests that depart-
ments of FM do not have the need-
ed power and influence to achieve
25x30 goal. It speaks volumes about
the admissions, culture, and hidden
curriculum, particularly of allopathic
medical schools.

One strategy is to continue to
gather and more publicly present
data on issues that can be addressed
by a much more predominantly pri-
mary care workforce (eg, health care
costs, health outcomes, and health
disparities data). Data from Baicker
and Chandra at Dartmouth using
Medicare data discovered that those
states with more general practitio-
ners used more effective care, had
lower spending and higher quality
care.”

Barbara Starfield studied the
health systems of different countries,
finding that those with a strong pri-
mary care workforce had lower av-
erage costs and generally healthier
populations.® A strong primary care
workforce was generally considered
to be comprised of nearly 50% pri-
mary care physicians. FMAH used
40% as an appropriate goal for the
primary care workforce.

In an Association of Departments
of Family Medicine listserv discus-
sion regarding NRMP outcomes,
many people felt that FM salaries
have not kept up in the marketplace,
thus disincentivizing students from
choosing family medicine. Lee Green,
MD, Chair of University of Alberta
Department of Family Medicine of-
fered some observations: “Increasing
pay for family medicine can make
a difference but it won’t happen or
be sustained until the (social) norm
is changed.... In all advanced na-
tions there is a broad social con-
sensus that health care should be
equally available to all...that society
quickly realizes that the most effec-
tive and efficient way to do it is a
primary care system.” Jerry Kruse,
MD, MSPH, notes that FM interest
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thrives when the ratio of FM income
to specialty income is 80% or high-
er.! Given the market-driven nature
of the American health care system,
this ratio is unlikely to be achieved
and sustained.

Limitations of this article consists
of using only 2 years of NRMP data
10 years apart to imply cause and
effect, and that this is an ongoing
trend. Assuming that GME funding
and the number of physicians avail-
able will remain static over the next
10 years is problematic, but perhaps
less risky than assuming there will
be large increases in funding or de-
creases based on the unknown im-
pact of the coronavirus pandemic on
the health care system and on the
economy as a whole. Medical student
specialty selection is a complex sub-
ject that deserves a detailed discus-
sion, but that is beyond the scope of
this paper. However, ideas that de-
serve further exploration include
what factors in osteopathic schools
are associated with high selection of
FM among their graduates, practice-
based work in a relative value-dom-
inant system, employment models,
and scope of practice.

Lastly, conversations about the
development of a plan for universal
health care are increasing in vol-
ume and substance. Family medi-
cine needs to be involved in every
aspect in order to be at the table
when national goals are established,
workforce planning with resource al-
location is debated, and equitable ac-
cess for all is defined. Until such a
plan is firmly in place, the goal that
25% of all medical students will find
a position as an FM PGY-1 resident
is unlikely to be realized. Howev-
er, working toward that goal and
embracing some of the steps noted
above might move the needle in that
direction. Considering the forces that
brought FM into existence, the words
of Gayle Stephens in 1982 come to
mind: “the family practice move-
ment has succeeded in the decade
just past because we were identified
with reforms that were more perva-
sive and powerful than ourselves.”!
FM does not have the power and
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influence today to make 25x30 hap-
pen. Continuing to document the im-
pact of FM on health, access, equity,
and cost over and over again is abso-
lutely necessary so that FM will be
optimally positioned to fully partici-
pate in the “pervasive and powerful”
reforms of the future.
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