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DISCLOSURES

Nothing to disclose except I really like this stuff



OBJECTIVES
Brief look back at the development of FM GME in Wisconsin

Review of RTT development as an alternative training site

Review of the Antigo RTT as a case study in the promise and perils of RTTs

A brief peek forward into the future





UNIVERSITY OF WISCONSIN DEPARTMENT 

OF FAMILY MEDICINE

Founded in 1970, 1 of the first 15 FM residencies in the United States

Two key physicians in the creation of the Residency, Marc Hansen, a 

pediatrician and William Sheckler, an internist

John Renner, MD, hired to lead the program, and was recognized as Chair 

of the newly named University of Wisconsin, Department of Family 

Medicine and Practice in 1993

Dr Renner adopted the Wisconsin Idea, for the growth of the Department –

“the boundaries of the campus are the boundaries of the State.”

Expansion of Programs included Milwaukee in 1974, Eau Claire in 1975, 

Wausau in 1978 and Fox Valley in 1980

The three “upstate” programs, not technically rural, but had substantial 

rural focus and hired many rural family doctors as faculty





COLVILLE, WA
Small community of 4,500

Primary industries are agriculture, 
timber and mining, although tourism is 
increasing

1.5 hours north of Spokane



COLVILLE WASHINGTON RTT

First RTT in family medicine in the United States

The RTT concept was approved as an “experimental” family medicine 

pathway by the FM-RRC in 1986

Urban/parent residency was the University of Washington affiliated Family 

Medicine Spokane Program

Expansion of  successful rural rotations for residents, community support, 

and desire to create an alternative track that would increase the number 

of rural physicians

By 1991, University of Washington had 4 rural training sites approved



EARLY RTT ADOPTERS

University of Nebraska FM programs in Omaha and Lincoln

Had required rural rotations, but still limited success in placing graduates in 

underserved rural practices.

Developed 4 RTTs in western rural communities, 2 in 1992 and 2 in 1993

Significant distance from urban to rural sites, ranging from 130 to 430 miles

Buffalo School of Medicine started  a single RTT in 1991, only 70 miles south

Eastern Kentucky Family Medicine Residency Program started RTT in Hazard 

Kentucky in 1991.  Of note, this was in response to a piece of legislation call 

the “Kentucky Health Care Reform Act of 1990”, which mandated 

establishment of a rural family medicine program with decentralized 

clinical practices.







WISCONSIN RTT EXPERIENCE

1st RTT in Wisconsin was the Baraboo Program

Town of 12,000, about 45 minutes north of Madison

Scenic area of the state, Devil’s Lake State Park, Baraboo bluffs, home of 

the Ringling Brother’s Circus Museum

Planning for RTT started 1993, first class matriculated 1996 in the Madison 

Program for their first year of training

Close, but not too close proximity to larger urban area (Madison), site 

champion (Jim Damos), excellent continuity OB experience with C-section 

training, broad scope of practice, supportive local hospital, agreed upon 

budget expectations 



WISCONSIN RTT EXPERIENCE

Between 1996 and 1998, five additional RTTs were started in Wisconsin

Two sponsored by UW-DFM, Eau Claire/Menomonie and Wausau/Antigo

The Lacrosse-Mayo Program started three sites, Praire du Chien, Mauston 

and Black River Falls

A 7th RTT was considered for Fox Valley/Waupaca, but did not get past 

planning stages

A statewide RTT consortium was formed between the UW-DFM and 

Lacrosse programs to mutually support and shared best practices





WAUSAU – ANTIGO RTT

Required 2-month rural rotation for all 2nd year residents in Antigo, Wisconsin

Antigo is small town of about 8,000, 50 minutes from Wausau

Resident lived in Antigo, small house owned by the clinic/hospital, next 

door to the clinic

Returned to Wausau once a week for half day of clinic in am, and 

afternoon of didactics

Two exceptional teacher/mentors, Drs Ted Fox and John McKenna

FM centric practice, had few other specialties in the clinic, but many 

subspecialties from Wausau had satellite clinics in Antigo





ANTIGO RTT DEVELOPMENT

Antigo rural rotation rated as one of the best rotations by residents

Valued characteristics included high degree of autonomy and 

independence, talented and highly skilled FM mentor/teachers, strong 

maternity care with FM doing C-sections, wide variety of procedures 

performed by FM, and wide-open scope of practice, “womb to tomb”

Lived in Antigo 5-6 days out of the week continuously, immersive

Social interactions with staff (Holiday parties, summer picnics, Thursday 

night bowling), as well as being seen as a community member (attend 

Friday night high school football games, shopping in local stores)





ANTIGO RTT DEVELOPMENT
STFM study done in early 1990s looking at successful placement of FM 

graduates in rural practices

Wausau ranked in the top 10 over the previous 5 year period of time out of 

350+ programs

Study identified several factors as possible reasons for successful programs; 

2 or more months of rural rotations, strong maternity care curriculum and 

rural focused faculty

Early 1990s, UW-DFM faculty development conference, guest speaker, 

Thomas Rosenthal, MD, Director of Office of Rural Medicine at SUNY at 

Buffalo School of Medicine

Baraboo RTT started in 1996

1993, John Frey, MD, Chair of UW-DFM, appointed new Program Director at 

Wausau FM Residency





ANTIGO RTT

Planning began in 1996, ACGME application 1997, with approval to start 

July 1998, matched 1st resident, Scott Moore

Langlade Hospital under leadership of CEO David Schneider, fully 

supportive of concept, agreed to provide funding for all local costs, 

including salary for site director and local coordinator

Local physicians (FM, OB/Gyn, Gen Surgery and ER), enthusiastic teachers, 

with most subspecialist from Wausau involved in longitudinal curriculum

UW-DFM hired core faculty in Wausau Program fully supportive, such as 

providing didactics, continued as paired faculty/mentors, provided 

administrative support

Unfortunately, the next 3 residents were not filled through the Match



THE DECLINE OF WISCONSIN RTT

Rapid increase in RTTs over the 1990 decade

By 2000, 35 active 1-2 RTT programs in 14 states

Wisconsin’s 6 Programs represented 17% of all RTTs

By 2012, however, only 21 programs remained, with the closure of 5 of the 

Wisconsin programs, leaving only Baraboo 

Multiple reasons for closures; Difficulty in acquiring adequate ongoing 

funding, including CMS, inability to meet accreditation requirements, and 

significant decrease in student interest in FM and FM rural training

Common accreditation citations; lack of peer interaction, low volumes, 

insufficient didactic curriculum, lack of robust evaluation processes, 

inadequate scholarly activity, lack of faculty development opputunities







A FEW LESSONS LEARNED

IN NO PARTICULAR ORDER

Any new adventure clearly needs a passionate champion, but equally 

important, is the need for a succession plan for that passion

Serendipity happens, be open to it

The distance between the urban and rural sites is less about miles and 

more about relationships

If it counts, count it

Money can’t buy you love, or a successful RTT, but without it, you’re dead 

in the water

More is more

The best way to have a great Program is to have great residents







NEW GME UPDATES

CMS in December 2021 issued Final Rule for the Consolidated 

Appropriations Act of 2021 (CAA) which implements three provisions 

directly relating to GME

1. Starting in FY 2023, CMS will distribute 200 new FTE resident cap slots per 

year over a five year period until 1000 slots are allocated.  For a hospital 

to be eligible, it must fall into one of four categories, one of which is 

located in rural area or treated as being in a rural area

2. Resetting of low or zero FTE caps or PRA (per resident amounts)

3. Create flexibility for rural training tracts, allowing for increase in FTE caps 

for new RTT programs, even if they do not meet prior “newness” criteria, 

making them eligible for adjustments in both DME and IME payments, 

and allows for programs to receive payment even if they are not 

separately accredited, and finally, RTTs are no longer limited to just 

family medicine



NEW ACGME RURAL TRACK PROGRAM 

DESIGNATION

ACGME’s response to CMS guidelines to better align definitions and 

processes

This alignment would increase opportunities for development of new RTPs, 

in attempt to address health care needs in MUA/Ps

Phase 1 completed, addressing process for designation of separately 

accredited RTP

Phase 2 still in process, addressing non-separately accredited RTPs









QUESTIONS?


