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— Increasing the Social Accountability of Residencies —

Social accountability is the 
measure of institutional re-
sponse to society’s needs. It is 

often used to frame government ac-
countability to its citizens, but it is 
also highly applicable to institutions 
of medicine. For health care to be 
socially accountable, it must be eq-
uitably accessible to everyone and re-
sponsive to patients, community, and 
population health needs.1 For grad-
uate medical education (GME) to 
be socially accountable, institutions 
must commit to training graduates 
who can work collaboratively with 
communities, governments, health 
systems, and the public to address 
health disparities and contribute to 
adapting the health system to bet-
ter meet community needs. Bold and 
expansive thinking and transforma-
tional change in GME will not occur 
if we only tinker with the existing 
GME structure. We can meet this 
challenge by aligning all components 

of GME. In this paper, we specifically 
discuss how GME can become more 
accountable to community needs by 
addressing GME funding systems, 
institutional and residency-level ac-
creditation systems, and family med-
icine residency programs.  

Medicare Funding for GME
In order to have substantial and 
sustainable change toward social 
accountability, the funding system 
must incentivize medical educa-
tion that meets community health 
needs. Current policies and prac-
tices of funding for GME are poorly 
aligned with community needs, al-
though most GME funding is public. 
Funding the most needed specialties 
in the most medically underserved 
areas has not been a priority. Since 
1965, Medicare and Medicaid have 
been the largest source of finan-
cial support to residency programs 
nationwide followed by Veterans 

Affairs (VA) and Health Resourc-
es and Services Administration 
(HRSA), all costing the public bil-
lions of dollars annually. The most 
recent estimated cost was nearly $19 
billion—$12.5 billion from Medicare, 
$4.2 billion from Medicaid, $1.75 bil-
lion from the VA, and $451 million 
from HRSA.2 Taxpayers have a right 
to scrutinize the outcome of their in-
vestment. However, Medicare GME 
payments are hospital-centric, for-
mula-based, and not tied to local or 
national community needs. The re-
quirement that residency programs 
be accredited in order to receive this 
public funding is one of the few ac-
countability mechanisms that cur-
rently exist.3 The 2014 Institute of 
Medicine report, Graduate Medical 
Education that Meets the Nation’s 
Health Needs, called for both trans-
parency in where GME funds were 
spent, and accountability as to how 
funds were targeted.3 Unfortunately, 
these recommendations were mostly 
ignored, and current federal policy 
makes changing the focus of GME 
funding challenging. 

Compounding the problem, the 
Balanced Budget Act capped the 
number of Medicare-funded residen-
cy positions in 1997. Hospitals can 
expand residency programs beyond 
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the cap but will not receive addi-
tional Medicare payments for these 
trainees. Thus, clinical departments 
must self-fund residency positions 
exceeding the cap. This leads to a 
disproportionate growth of better-
funded subspecialties compared to 
currently less profitable specialties 
such as primary care. In a 5-year 
period after the passage of the Bal-
anced Budget Act, subspecialty train-
ing grew at a ratio of 5:1 compared 
to primary care.4 

Such cost control measures do 
not necessarily support improved 
community health outcomes. An in-
creased ratio of primary care physi-
cians to specialists in a community 
increases overall health, decreas-
es cost,5 and is associated with in-
creased life expectancy.6 Still our 
current GME system does not train 
enough primary care physicians, 
nor does it train them in the places 
where they are most needed. In 2019, 
only 9% of residents in all Accredi-
tation Council for Graduate Medical 
Education (ACGME) training pro-
grams nationwide were training in 
family medicine.7 Family medicine is 
the specialty that most closely mir-
rors the rural/urban distribution of 

the general population. Significantly, 
family physicians represent the larg-
est proportion of primary care physi-
cians in rural areas.8 While internal 
medicine does provide some primary 
care physicians, the vast majority of 
internal medicine residents subspe-
cialize.9 Pediatrics follows a similar 
trend.10 

Currently, Medicare-funded GME 
resources are also disproportionate-
ly concentrated in the northeast-
ern states (Figure 1). These states 
have more physicians, more Medi-
care-funded GME slots, and more 
funding for those slots per 100,000 
population. For example, Montana 
has 1.63 Medicare-sponsored resi-
dency slots per 100,000 population 
while New York has 77.13. Similar-
ly, Louisiana’s residents are fund-
ed at $63,811 per resident per year, 
while Connecticut’s are funded at 
$155,135.11 

This maldistribution of training 
positions and funding leads to in-
equitable distribution of physicians. 
New York and Massachusetts not 
only have some of the highest num-
bers of Medicare-funded GME slots 
in the nation but also have the high-
est physician density per 100,000 

population. This contrasts with Wy-
oming and Idaho that have some of 
the fewest GME slots per 100,000 
population as well as the lowest phy-
sician density in the nation. 

In addition, only DME (Direct 
Graduate Medical Education fund-
ing), not IME (Indirect Graduate 
Medical Education funding), funds 
GME in community settings, even 
though this is where most health 
care takes place. Full funding, in-
cluding both DME and IME, only 
applies to training in teaching hos-
pitals or at teaching hospital-affili-
ated clinics.3 

Medicaid Funding for GME 
In 45 states and the District of Co-
lombia, over $4 billion of Medicaid 
funds are spent to support GME 
annually. Unfortunately, Medicaid 
GME is largely directed in a man-
ner similar to Medicare GME, with 
a formula-based, hospital-centric dis-
tribution of funds. Only a few states 
direct all or some of these payments 
to address primary care shortages or 
underserved communities.12 States 
can utilize Medicaid to create com-
munity-based GME programs that 
meet community needs.13,14 In order 

 4 

 

(AAMC 2019 State Physician Workforce Data Report) 

 

Figure 1: Active Physicians per 100,000 Population, 2018

Source: Association of American Medical Colleges 2019 State Physician Workforce Data Report.
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to do this, state governments need 
to uncouple Medicaid GME dollars 
from Medicare GME allocation for-
mulas. States have more direct con-
trol of how these funds are spent 
and thus can create state-based, so-
cially-accountable GME programs 
in their own communities while di-
recting these funds toward the great-
est health care and workforce needs 
of the state.12

Recommendation 1
Congress should act to direct the 
Centers for Medicare and Medicaid 
Services (CMS) to address the lack 
of social accountability that exists in 
the current funding method of grad-
uate medical education. They must 
utilize the reports available to them 
such as the 2014 National Acade-
mies of Medicine (previously Insti-
tute of Medicine) report Graduate 
Medical Education That Meets the 
Nation’s Health Needs. Congress 
should direct CMS to build a new 
GME financial infrastructure with 
focus on these recommendations:

Recommendation 1a
CMS should offer clear guidelines 
regarding budgetary accountability 
for how GME funds are spent that 
are consistent with the use of public 
funding to meet community needs.

Recommendation 1b
CMS should set national goals to in-
centivize primary care, particularly 
family medicine, to address commu-
nity needs nationwide. 

Recommendation 1c
CMS should utilize data on residen-
cy program graduate specialty, prac-
tices, and location to target funding 
toward meeting societal needs for 
specific specialties where they are 
needed.

Recommendation 1d 
CMS should allow nonhospital ven-
ues (Federally Qualified Health 
Centers, Rural Health Clinics, In-
dian Health Services) access to 
GME funding to train residents in 

community settings where the ma-
jority of care takes place..

Recommendation 2
States should utilize Medicaid to 
create state-based GME funding 
designed to meet community needs. 

Recommendation 2a
State governments should uncouple 
Medicaid GME dollars from Medi-
care GME allocation formulas in or-
der to accomplish this.

Accreditation of GME 
Institutions 
In addition to realigning GME fund-
ing toward needed specialties in un-
derserved areas, changes are also 
needed in accreditation policies for 
training institutions and residen-
cy programs to improve social ac-
countability. The ACGME’s concern 
is predominantly focused on qual-
ity in education of and service by 
residents within hospital and clinic 
walls. But how is quality defined? 
Advanced models do exist in other 
countries. Canada, for example, has 
developed a set of guiding princi-
ples for medical education that ex-
plicitly includes social accountability. 
This model, endorsed by all Canadi-
an faculties of medicine, focuses on 
community health and social deter-
minants of health equity. It is part 
of a global movement supported by 
the World Health Organization.15,16

In the United States, similar 
efforts have not been as strong-
ly endorsed. In 2010, Mullan et al 
published medical school rankings 
on social responsibility; by aligning 
metrics with global social account-
ability efforts, the report upended 
traditional methods of ranking medi-
cal schools.17 Key criteria defining 
social ranking included number of 
graduates in primary care, working 
in underserved communities, and 
representing underrepresented mi-
norities. Many of the usually top-
ranked medical schools fell toward 
the bottom in social responsibility 
rankings. The authors faced great 
criticism, especially from leaders 
of institutions accustomed to high 

rankings on traditional measures of 
research grants, selectivity, national 
board scores, and peer recognition, 
all of which correlated poorly with 
the degree to which graduates serve 
in the most needed specialties in the 
communities with most need. While 
these new rankings were applied to 
undergraduate medical education, a 
similar model could be adapted to as-
sess social accountability in graduate 
medical education. The ACGME has 
made some progress in addressing 
social accountability in medical ed-
ucation, although it does not as ful-
ly embrace the social accountability 
principles that the Canadian model 
does.18

The ACGME’s diversity initiative 
includes common program require-
ments that have the potential to 
address social accountability. These 
requirements include that programs 
address recruitment and retention 
of a diverse and inclusive workforce, 
that program directors create an en-
vironment that facilitates residents’ 
ability to raise concerns without fear, 
that programs address evaluation 
so as not to rely on first-time board 
pass rates as a measure of program 
excellence, and that programs and 
sponsoring institutions create a 
professional and respectful environ-
ment.19 These requirements speak 
to the need to think critically about 
program and institutional cultures to 
ensure inclusivity and support for di-
versity in general, but they do not di-
rectly address the inclusion of groups 
that represent the communities they 
serve. The ACGME does provide re-
sources and forums for sharing pro-
gram-specific initiatives, but specific 
requirements remain vague. Thus, 
they are insufficient to fully support 
increased diversity of the physician 
population.

In addition, through the Clini-
cal Learning Environment Review 
(CLER) program’s Pathways to Ex-
cellence, the ACGME provides a 
framework for achieving health care 
quality. One of the components of the 
framework is a recommendation that 
residents, fellows, and faculty mem-
bers engage in clinical site initiatives 
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to eliminate health care dispari-
ties.20 However, the 2016 and 2019 
CLER National Reports of Findings 
cited that few clinical learning en-
vironments were engaged in com-
prehensive efforts to identify and 
eliminate health care disparities. It 
was uncommon for residents, facul-
ty members, or program directors to 
be involved in these efforts.21,22 The 
efforts the ACGME is taking to ad-
dress health disparities must be sus-
tained and strengthened as health 
care disparities persist.

The ethnic distribution in the US 
population is shifting rapidly, such 
that within two decades, a majori-
ty of our population will be Hispan-
ic/Latino, African American, Asian, 
Native American and mixed ethnic-
ity. However, the ethnicity of medi-
cal students and thus, residents, has 
not kept pace. This ethnic dispari-
ty between physicians and patients 
portends a negative health impact.23 
Ethnic minority physicians are five 
times more likely to see ethnic mi-
nority patients than are non-His-
panic white physicians,23 and the 
concordance of race/ethnicity be-
tween physicians and patients leads 
to better health outcomes.24 In ad-
dition, underrepresented minority 

physicians are more likely to work 
in underserved communities.25 

Equally alarming is the fact that 
as the nation’s wealth is increas-
ingly concentrated in the top 1% of 
the population, the vast majority of 
Americans have made far fewer eco-
nomic gains in real terms. Yet, in-
coming US medical students’ family 
income has remained steadily in the 
upper income quintiles, further dis-
tancing the socioeconomic life expe-
rience of future physicians from that 
of their patients and communities.26 
This disparity could further exacer-
bate the geographic maldistribution 
of the physician workforce in the fu-
ture. To be socially accountable, we 
need to train physicians that reflect 
the demographic mix of the commu-
nities they serve. 

The ACGME must expand cur-
rent competencies to more fully ad-
dress the community forces, assets, 

and challenges that affect the health 
of individuals and communities. The 
ACGME, as an accreditor, can play 
an important role building social 
accountability in GME by requiring 
monitoring of the impact of GME on 
community health.27 ACGME should 
set standards for and require mea-
sures of social accountability in in-
stitutional accreditation standards, 
specifically focusing on the following 
recommendations.

Recommendation 3
The ACGME should further devel-
op its institutional requirements to 
specifically strive for resident racial, 
ethnic, and socioeconomic diversity 
that mirrors the diversity of the com-
munity the program serves.

Recommendation 4
The ACGME should strengthen the 
requirements for institutions to uti-
lize community health needs and 
demographic data as part of insti-
tutional and residency accreditation 
requirements. 

Recommendation 5 
The ACGME should strengthen sys-
tems-based practice or develop a new 
competency that specifically address-
es health disparities. 

Accreditation of Family 
Medicine Residency Programs
To fully achieve social accountability, 
family medicine training programs 
must also respond to the specific 
community needs where their pro-
grams are located. In reality, medi-
cal care explains only about 10% of 
the premature deaths in the United 
States, whereas social and structur-
al determinants of health account 
for more than 60%.28 While these 
determinants of health are common 
across settings at a macro level, 
there are local nuances that primary 
care physicians will need to know in 
order to effectively address commu-
nity health needs. However, current 
training is skewed toward academ-
ic teaching hospitals, which limits 
residents’ exposure to the complex-
ity of health equity in communities, 

including both its assets and chal-
lenges. To fulfill our goal of social 
accountability, we need to think be-
yond traditional expectations as to 
where residents train and who trains 
them.29 We need to consider a broad-
er array of teachers and role mod-
els with expertise and a track record 
for addressing social and structur-
al factors that contribute to health 
inequities, from social scientists to 
community health workers. We ac-
knowledge that there are programs 
with long histories of doing this type 
of training, however these models 
are not yet standard for all training 
programs. 

For example, community health 
workers have been shown to be ef-
fective trainers of social determi-
nants to family medicine residents.30 
Health extension agents have made 
a major contribution in linking 
community health needs with uni-
versity resources in education, ser-
vice and research.14 Social scientists 
have played a central role in train-
ing physicians to be accountable to 
their communities and to ensuring 
that residency programs are outward 
facing and responsive to community 
needs.31 

Just as health professionals learn 
to interpret and address abnormal 
vital signs, family physicians must 
now learn to ask about key social 
determinants of health and address 
adverse findings. In one study of a 
network of university and commu-
nity health centers, 50% of all pri-
mary care clinic patients screened 
for 11 common social determinants 
had at least one adverse social deter-
minant. Half of those had more than 
one; many had five or six. This im-
portant data was virtually unknown 
to the clinic or providers because this 
vital information is not routinely col-
lected.32 Additionally, when primary 
care clinics hire community health 
workers (CHWs) to address social 
determinants, Medicaid-managed 
care organizations observed high-
er quality and lower cost for their 
enrollees.33 CHW presence is also a 
benefit to residents who now learn to 
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practice with a health team provid-
ing more comprehensive care. 

Additionally, because family medi-
cine training is so heavily focused 
upon a hospital-based venue, we 
must find ways of bringing social 
accountability to life for residents 
in the inpatient setting. Residents 
come face to face with health equity 
issues experienced by their patients 
daily—whether this entails inequity 
in access to clinical services, in edu-
cational opportunities, in access to 
nutritious food, or in available trans-
portation. Further, residents often 
hospitalize patients whose admis-
sions could have been prevented if 
we addressed such health inequities. 
In one program, residents on ward 
teams learned to identify and ad-
dress health policy challenges sim-
ply by asking about each patient, 
“How could this admission have been 
prevented?” The outcome included a 
range of policy changes from rein-
stallation of taxi vouchers in the ED 
to the addition of weekend pharma-
cy hours for the working poor.34 The 
Family Medicine Residency Review 
Committee (FM-RCC) should con-
sider the following recommendations.

Recommendation 6
Family medicine faculty should be 
broadened to include social scien-
tists.  

Recommendation 7 
Family medicine training should be 
broadened to include more contribu-
tors to the health care team, includ-
ing community health workers and 
health extension agents.

Recommendation 8
Residency curriculum should be rel-
evant to the unique geographic and 
social context of the communities to 
which programs are responsible.  

Recommendation 8a 
Extensive exposure to communi-
ty-based learning experiences that 
develop a resident’s understanding 
of, and ability to act upon, social 
determinants should be required. 

Particular emphasis should be 
placed on vulnerable populations. 

Recommendation 8b
Scholarly activity in residency pro-
grams should be directed and in-
spired by the local community’s 
health needs.

Recommendation 9
The FM-RRC should require evalu-
ation of the skill sets of graduates 
applicable to community needs and 
track locations of graduate practices.

Conclusion
Rethinking and reforming GME to 
better serve the needs of commu-
nity health and fulfill the demands 
of social accountability will require 
reexamination of the funding, ac-
creditation, and physician training 
in our graduate medical education 
system. In order for substantial and 
sustained change leading to a grad-
uate medical education system that 
is socially accountable, funding re-
form must be at the forefront. Con-
gress must direct CMS to reform the 
current Medicare-GME funding sys-
tem to produce physicians trained 
to meet community needs. This new 
system must be data-driven and 
transparent. 

The physicians produced by this 
GME system must be adequate-
ly prepared to address the inequi-
ties that exist in our communities 
and they must represent the racial, 
ethnic, cultural, and socioeconomic 
diversity of the communities they 
serve.  The ACGME must continue 
and further develop its efforts to pro-
mote diversity. It should additionally 
require accountability in institution-
al accreditation based on community 
needs data and further develop com-
petencies that specifically address 
health disparities. In addition, the 
FM-RRC should further prepare 
graduates to address health equity 
concerns by requiring residency pro-
grams to increase their health equity 
training in community settings, in-
volving experts such as social scien-
tists and community health workers. 

We believe this transformation is not 
only possible, but essential to the fu-
ture health of the United States.
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