ORIGINAL
ARTICLES

Resident Remediation in Family
Medicine Residency Programs: A
CERA Survey of Program Directors
Winfred Frazier, MD, MPH; Stephen A. Wilson, MD, MPH; Frank D’Amico, PhD;
George R. Bergus, MD, MA-Ed

BACKGROUND AND OBJECTIVES: Identifying underperforming residents and
helping them become fully competent physicians is an important faculty responsibility. The process to identify and remediate these learners varies greatly
between programs. The objective of this study was to evaluate the remediation
landscape in family medicine residency programs by investigating resident remediation characteristics, tools to improve the process, and remediation challenges.
METHODS: This study analyzed responses from the Council of Academic Family Medicine Educational Research Alliance (CERA) national survey of family
medicine program directors in 2017. Survey questions included topics on faculty remediation training, remediation prevalence, tools for remediation, and
barriers to remediation.
RESULTS: Two hundred sixty-seven of 503 program directors completed our
survey (53% response rate). Most residency programs (245/264, 93%) had
at least one resident undergoing remediation in the last 3 years. A majority
(242/265, 91%) of residents undergoing remediation were successful within 12
months. The three most important tools to improve remediation were an accessible remediation toolkit (50%), formal remediation recommendations from
national family medicine organizations (20%), and on-site faculty development
and training (19%). The top-two challenges to the remediation process were
a lack of documented evaluations to trigger remediation and a lack of faculty
knowledge and skills with effective remediation strategies.
CONCLUSIONS: Residents needing remediation are common, but most were
successfully remediated within 12 months. Program directors wanted access
to a standardized toolkit to help guide the remediation process.
(Fam Med. 2021;53(9):773-8.)
doi: 10.22454/FamMed.2021.546572

M

any learners struggle at
some point on their journey to become full-fledged
family physicians. Family medicine
residency programs (FMRPs) have
the challenging task of transforming
newly-minted medical school graduates into competent, independent
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physicians.1 Although the vast majority of family medicine residents
successfully meet the Accreditation
Council of Graduate Medical Education (ACGME) competency requirements for graduation, many struggle
with the six required competency
areas: medical knowledge, patient

care, interpersonal communication
skills, practice-based learning and
improvement, system-based practice,
and professionalism.2 Up to 9.1% of
family medicine residents can be
classified as residents in difficulty,
or residents who fail to meet the required level of competence in one or
more of the ACGME core competencies3; their performance is below expectations. These residents need to
undergo remediation to elevate their
level of performance.
The remediation process is taxing
on resident and faculty resources, requiring considerable time and effort
in the form of increased supervision,
increased communication needs, and
duplication of patient care.4 Despite
this increased responsibility, faculty
have a duty to the resident undergoing remediation and to society to
ensure the graduating resident has
the skills, knowledge, and attitudes
to practice safely and competently.5
Remediation is an important and
necessary component of residency
education. Fortunately, 77%-90% of
residents demonstrating difficulties
successfully remediate.3,6-9
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Remediation can be described in
three steps: (1) identification of deficiencies in a learners’ performance;
(2) attempt to provide remedial education to that learner; and (3) reassessment to determine the impact of
that education.10 The ACGME and
American Board of Medical Specialties Milestones Project has established competency-based outcomes
for residents. This focus on achieving
milestones on the path to fulfilling
competency-based medical education
(CBME) has changed the way FMRPs evaluate residents.1,11,12
Neither the ACGME, the Association of Family Medicine Residency
Directors (AFMRD), nor the Society of Teachers of Family Medicine
(STFM) have established formal remediation standards or guidelines.
The remediation process varies
greatly across and within specialties,
in part due to the inconsistencies in
remediation definitions and procedures.13,14 The Clinical Competency
Committee (CCC) can make recommendations to the program director on promotion, remediation, and
dismissal based on the committee’s
consensus decision of trainee performance. The 2020 ACGME program
requirements recommend documentation of any intervention to address
specific deficiencies in an individual
remediation plan.2 Individual programs are given considerable latitude on training faculty members
regarding the process of determining resident competence.
A qualitative analysis of 34 CCCs
in California residency programs
documented the need for faculty development in resident remediation
procedures and training.15 Faculty
proficiency in assessment, evaluation, teaching, and mentoring are
critical to the ongoing success of
the training program and in helping their struggling learners. It is
unclear how many faculty undergo
specific training in resident remediation, but generally faculty have low
confidence in their ability to conduct
remediation.16 As family medicine
educators, it is our duty is to ensure
that all our residents are given the
774
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best chance possible to satisfy the
ACGME core competencies, regardless of their initial or dynamic level
of competence.
The actual prevalence of family
medicine residents in difficulty is
poorly described in the literature.
No large-scale study has assessed
the prevalence of resident remediation in family medicine residency
programs. This lack of information
could be due to privacy concerns and
the effect on program recruitment.3
However, determining the scope of
family medicine residents undergoing remediation can help justify
dedicated resource allocation to resident remediation and faculty training. The purpose of this study was
to investigate the current state of
resident remediation in FMRPs by
examining remediation prevalence,
variation in remediation practices,
and challenges to remediation.

challenges to the remediation process.
We used descriptive statistics
to characterize the data. We described the responses for each question using basic statistical measures
(means, medians, and one-way frequency and two-way frequency distributions).
The American Academy of Family
Physicians (AAFP) Institutional Review Board reviewed and approved
the study.

Methods

Most respondents (58.4%) were from
community-based, university-affiliated programs, and most of the residency programs (58.1%) had 25% or
fewer non-US medical school graduates (Table 1). Most program directors (PDs) had been in their position
10 years or less (78.5%).

Ten survey questions on resident
remediation were part of the larger CERA survey administered biannually to all ACGME-accredited US
family medicine residency (FMR)
program directors as identified by
the AFMRD (n=526). The survey includes a set of invited questions proposed by family medicine faculty and
selected by the CERA steering committee and recurring general questions, including FMR characteristics
including residency director gender
and years in position; number of nonUS graduates; whether the program
was university-based or communitybased; geographic region; and community size. The survey was sent by
email via SurveyMonkey, and five
follow-up emails were sent to nonrespondents. Data were collected from
September 2017 to October 2017.
Our 10 survey questions asked
FMR program directors to retrospectively report on their residency’s remediation process. The survey
included questions on residency program and program director characteristics, characteristics of learners
undergoing remediation, tools to improve the remediation process, and

Results

The survey was emailed to 503 program directors, with 267 responding
(53.1% overall response rate). Survey
questions were optional, so the number of respondents varied per question (97.4% answered all 10 survey
questions).

Survey Respondent
Characteristics

Current State of Remediation at
Family Medicine Residency
Programs

Ninety-three percent of responding
PDs indicated that there was at least
one resident in remediation during
the last 3 years (Table 2). A large
percentage of programs (46%) had
a 100% success rate in remediating
residents over the last 3 years, which
is consistent from previous smallscale studies.8,9,17 Of the six core competencies, professionalism was the
most common reason for remediation
(38%), followed by medical knowledge (30%), and patient care (19%).
Most residents requiring remediation (86%) were identified prior to
completing their first year of residency. Most residents successfully
remediated within 12 months (91%).
Most program directors (76%) had
at least some remediation training.
FAMILY MEDICINE
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Table 1: Characteristics of Family Medicine Residency
Programs and Program Directors (N=267)
Program/Program Director Characteristics

n

%

University-based

46

17.2

Community based, university affiliated

156

58.4

Community based, nonaffiliated

46

17.2

Military

10

3.7

Other

9

3.4

New England

11

4.1

Middle Atlantic

34

12.7

South Atlantic

36

13.5

East South Central

10

3.7

East North Central

46

17.2

West South Central

28

10.5

West North Central

27

10.1

Mountain

22

8.2

53

19.9

Type of Residency Program

Location by Region

Pacific
Size of Community
<30,000

21

7.9

30,000–74,999

45

17.0

75,000–149,000

49

18.5

150,000–499,999

69

26.0

500,000–1 million

38

14.3

>1 million

43

16.2

0%–24%

154

58.1

25%–49%

44

16.6

50%–74%

33

12.5

75%–100%

33

12.5

1

0.4

≤2 Years

82

30.8

3-9 Years

127

47.7

≥10 Years

57

21.4

111

41.9

154

58.1

<19

98

36.7

19–31

126

47.2

>31

43

16.1

Residents From Non-US Medical Schools

Don’t know
Years Served as Program Director

Gender of Program Director
Female
Male
Number of Residents in the Program

FAMILY MEDICINE

The three most important tools to
improve remediation were an accessible remediation toolkit (50%), formal remediation recommendations
from national family medicine organizations (20%), and on-site faculty development and training (19%,
Table 3).
The main challenges to remediation were the lack of documented
evaluations to trigger or guide remediation (22%) and a lack of faculty
knowledge of and skills with effective remediation strategies (22%, Table 4). Program directors identified
direct observations (45% ranked it
first) and faculty evaluations (40%
ranked it first) as the top two tools
to determine remediation (Figure 1).
There was no statistical difference
when looking at frequency of successful remediation based on when
the resident was first identified for
remediation, level of PD remediation training, and the core competency requiring remediation (data
not shown).

Discussion

Remediation in family medicine residency programs is common. Most
residents remediate successfully.
There will always be learners who
struggle in residency, but we can improve the remediation process at any
of the three steps—identify, remediate, reassess. This study shows many
potential interventions to improve
this process.
Professionalism is the most common reason for remediation, which is
consistent with previous studies.3,18
However, in contrast to these earlier
studies, program directors reported
that professionalism is not necessarily the hardest competency to successfully remediate.19
A major challenge identified by
22% of respondents was a lack of
documented evaluations to trigger
or guide remediation (Table 4). This
can be difficult because there is wide
variation in faculty completion of
resident evaluations.20 The CCC is
charged to review all resident evaluations semiannually.2
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Table 2: Summary of Survey Results
Item

n

%

Professionalism

101

38

Medical knowledge

79

30

Patient care

50

19

Interpersonal and communication skills

28

11

Practice-based learning and improvement

6

2

Systems-based practice

0

0

ACGME Core Competency

Number of Residents in Remediation
0

19

7

1-2

97

37

3-4

90

34

5-6

37

14

21

8

≥7
Residents First Identified for Remediation
Prior to residency

3

1

July-December PGY-1 Year

122

46

January-June PGY-1 Year

104

39

July-December PGY-2 Year

28

10

January-June PGY-2 Year

7

3

July-December PGY-3 Year

1

1

January-June PGY-3 Year

0

0

7

3

1%-25%

5

2

26%-50%

17

6

51%-75%

23

9

76%-99%

68

26

100%

122

46

23

8

<6 months

116

44

≥6 months to <12 months

126

47

≥12 months

23

9

Frequency of Successful Remediation
0%

N/A
Time to Successful Remediation

Amount of Program Director Remediation Training
Very extensive

7

3

Substantial

98

37

Moderate

95

36

Limited

48

18

None

17

6

Abbreviations: ACGME, Accreditation Council for Graduate Medical Education.
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Practice-based learning and improvement (PBLI) and system-based
practice (SBP) were the competencies least remediated. These competencies are especially difficult to
measure.21 A 2017 paper identified
common themes (eg, use of evidencebased medicine, care coordination)
within these competencies to assist
faculty in identifying deficiencies and
offering remediation recommendations.22
ACGME guidelines emphasize
the importance of PDs and faculty to recognize where residents are
struggling. Faculty development in
early identification and effective interventions in remediation is one of
the ACGME’s 26 guidelines on remediation in medical education.23
Several studies have emphasized
the importance of faculty development in identifying struggling residents.24-28 This study found that most
PDs have some level of remediation
training. However, this study identified a lack of faculty knowledge and
skills with effective remediation
strategies as major challenges. It is
unclear how much training residency
faculty have in remediation. STFM
launched the Residency Faculty
Fundamentals Certificate Program
in June 2017. The program includes
instruction on assessment and evaluation, and strategies for resident remediation.29 Remediation training is
crucial to gain the ability to detect
deficiencies.30,31 This is an opportunity for faculty development.
Half of the PDs think that an accessible remediation toolkit would be
helpful. There are currently no specific guidelines or recommendations
on resident remediation in the ACGME Program Requirements. The
new ACGME guidelines state that
programs should develop individualized learning plans to help correct
Milestone deficiencies.2 Perhaps national family medicine organizations
like AFMRD and STFM could develop a task force to develop a standardized remediation toolkit based
on the core competencies and milestones.

FAMILY MEDICINE
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Table 3: Tools to Improve the Remediation Process
Item

n

%

Accessible remediation toolkit

133

50

Formal remediation recommendations

52

20

On-site faculty development and training

49

19

Remediation training at conferences

20

7

Educational training in the MOC process

10

4

Abbreviations: MOC, maintenance of certification.

Table 4: Challenges to Remediation
Challenge

n

%

Lack of documented evaluations to trigger and/or guide
remediation

59

22

Lack of faculty knowledge of and skills with effective
remediation strategies

59

22

Delayed implementation of remediation

38

14

Lack of systematic process

33

13

Lack of valid assessment tools

32

12

Lack of consensus on developmentally appropriate competence
benchmarks

27

10

Lack of resident buy-in

16

6

Figure 1: Tools to Determine Remediation

Figure 1: Tools to Determine Remediation
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Strengths

Two hundred sixty-seven program
directors provided information on
remediation in their residency program. These program directors represented programs from all types of
residency programs from all regions
of the country.

Limitations

With a 53% response rate, it is unknown if these results are representative of FMRPs in the United
FAMILY MEDICINE

Further research into this area
should include family medicine
resident perspectives on remediation. This study surveyed program
directors and their perceptions on
the remediation process. Surveying
residents on their experiences undergoing remediation, including challenges and tools for success, would
likely help improve the remediation
process.
Currently, no competency-based
resident remediation educational
toolkit exists. Further research is
needed to examine faculty training
in, approaches to, and feelings about
working with learners who need re1mediation and to develop a toolbox
of evidence-informed, high-yield approaches to remediation.
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directors does not include responses
from core residency faculty who are
heavily involved in resident remediation, and their responses could have
added important information.
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States. Survey studies are limited
by selection bias and social desirability bias, which may have selected program directors who have more
training in resident remediation. We
asked the program directors to report on remediations undertaken
during the past 3 years, but nearly
one-third of the program directors
had been in their position less than
3 years. As a result, the remediation data might have been incomplete. This CERA survey of program
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