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ABSTRACT

BACKGROUND Recognizing fundamental flaws in the frag-
mented US health care systems and the potential of an
integrative, generalist approach, the leadership of 7 national
family medicine organizations initiated the Future of Family
Medicine (FFM) project in 2002. The goal of the project was
to develop a strategy to transform and renew the discipline
of family medicine to meet the needs of patients in a chang-
ing health care environment.

METHODS A national research study was conducted by inde-
pendent research firms. Interviews and focus groups identi-
fied key issues for diverse constituencies, including patients,
payers, residents, students, family physicians, and other clini-
cians. Subsequently, interviews were conducted with nation-
ally representative samples of 9 key constituencies. Based

in part on these data, 5 task forces addressed key issues to
meet the project goal. A Project Leadership Committee syn-
thesized the task force reports into the report presented here.

RESULTS The project identified core values, a New Model
of practice, and a process for development, research, educa-
tion, partnership, and change with great potential to trans-
form the ability of family medicine to improve the health
and health care of the nation. The proposed New Model of
practice has the following characteristics: a patient-centered
team approach; elimination of barriers to access; advanced
information systems, including an electronic health record;
redesigned, more functional offices; a focus on quality and
outcomes; and enhanced practice finance. A unified com-
munications strategy will be developed to promote the New
Model of family medicine to multiple audiences. The study
concluded that the discipline needs to oversee the train-

ing of family physicians who are committed to excellence,
steeped in the core values of the discipline, competent to
provide family medicine’s basket of services within the New
Model, and capable of adapting to varying patient needs
and changing care technologies. Family medicine education
must continue to include training in maternity care, the care
of hospitalized patients, community and population health,
and culturally effective and proficient care. A comprehensive
lifelong learning program for each family physician will sup-
port continuous personal, professional, and clinical practice
assessment and improvement.

Ultimately, systemwide changes will be needed to ensure
high-quality health care for all Americans. Such changes
include taking steps to ensure that every American has a
personal medical home, promoting the use and reporting
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of quality measures to improve performance and service,
advocating that every American have health care coverage
for basic services and protection against extraordinary health
care costs, advancing research that supports the clinical deci-
sion making of family physicians and other primary care
clinicians, and developing reimbursement models to sustain
family medicine and primary care practices.

CONCLUSIONS The leadership of US family medicine organi-
zations is committed to a transformative process. In partner-
ship with others, this process has the potential to integrate
health care to improve the health of all Americans.

Ann Fam Med 2004;2:53-S32. DOI: 10.1370/afm.130.

PREFACE

ecognizing growing frustration among family

physicians, confusion among the public about

the role of family physicians, and continu-
ing inequities and inefficiencies in the US health care
system, the leadership of 7 national family medicine
organizations initiated the Future of Family Medicine
(FFM) project in 2002. The goal of the project was to
transform and renew the specialty of family medicine
to meet the needs of people and society in a changing
environment.

The work of the FEM project was overseen by
the Project Leadership Committee, composed of rep-
resentatives from the sponsoring organizations: the
American Academy of Family Physicians, the Ameri-
can Academy of Family Physicians Foundation, the
American Board of Family Practice, the Association of
Departments of Family Medicine, the Association of
Family Practice Residency Directors, the North Ameri-
can Primary Care Research Group, and the Society of
Teachers of Family Medicine.

The project received financial support from the 7
family medicine organizations and from a combina-
tion of other supporters listed on page S30. The proj-
ect was staffed by the American Academy of Family
Physicians and organized to accomplish its charge
through the work of 5 task forces. Task force members
included individuals from diverse fields, drawing from
a broad representation of health care professionals
concerned with primary care, policy makers, and rep-
resentatives of the patient voice. The task forces vet-
ted and modified this work based on important input
from reactor panels with diverse membership.

The 5 task forces and their charges were as follows:

Task Force 1: To consider the core attributes and
values of family medicine and propose ideas about
reforming family medicine and primary care to meet
the contemporary needs and expectations of the people
of the United States. The final report, “Task Force

Report 1. Report of the Task Force on Patient Expec-
tations, Core Values, Re-Integration, and the New
Model of Family Medicine," is available online at http://
www.annfammed.org/content/vol2/suppl_1/index.shtml.

Task Force 2: To determine the training needed for
family physicians to deliver core attributes and system
services. The final report, “Task Force Report 2. Report
of the Task Force on Medical Education,” is available
online at http://www.annfammed.org/content/vol2/
suppl_1/index.shtml.

Task Force 3: To ensure that family physicians
deliver core attributes and system services throughout
their careers. The final report, “Task Force Report 3.
Report of the Task Force on Continuous Personal, Profes-
sional, and Practice Development in Family Medicine," is
available online at http://www.annfammed.org/content/
vol2/suppl_1/index.shtml.

Task Force 4: To determine strategies for commu-
nicating the role of family physicians within medicine
and health care, as well as to purchasers and consum-
ers. The final report, “Task Force Report 4. Report of
the Task Force on Marketing and Communications,” is
available online at http://www.annfammed.org/content/
vol2/suppl_1/index.shtml.

Task Force 5: To determine family medicine’s lead-
ership role in shaping the future health care delivery
system. The final report, “Task Force Report 5. Report
of the Task Force on Family Medicine's Role in Shaping
the Future Health Care Delivery System,” is available
online at http://www.annfammed.org/content/vol2/
suppl_1/index.shtml.

One project recommendation—to develop reim-
bursement models that sustain and promote primary
care practices—Iled to the formation of a sixth task
force focused solely on enhancing practice reimburse-
ment and finance issues. Task Force 6 is expected to
report its findings and recommendations later in 2004.

A primary objective of the FFM project was to rec-
ommend changes to the discipline so that family medi-
cine can better meet the health care needs of patients
in a changing environment. Family physicians are
relying on the FFM project to identify strategic direc-
tions that resonate across the discipline and with others
seeking to improve health care and health. The report
offers specific recommendations to help improve family
physicians' performance.

At the same time, family medicine cannot fully suc-
ceed, nor will the needs of the public be met, without
fundamental changes in the US health care system.
Americans are frustrated by a health care system that
produces wondrous results for a few, but costs so much
that even basic care is increasingly unaffordable for
many; that promises the latest in science and technol-
ogy, but delivers care that is fragmented, impersonal, or

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 2, SUPPLEMENT 1 + MARCH/APRIL 2004

~e g™

kil



FUTURE OF FAMILY MEDICINE

of inconsistent quality; that permits experimentation in
health plan provisions and financial incentives, but does
not learn from the resulting chaos and inequities.

This report is an attempt to stimulate and guide
some initial steps toward a serious revision of fam-
ily medicine and health care in the United States. It
should not be interpreted as an explicit blueprint, but
rather as a compass and a call to action for family phy-
sicians and others concerned with the specialty; a call
to exert leadership in implementing a compelling vision
for a better family medicine, stronger primary care, and
an improved US health care system. It was the intent of
the FFM project to be bold enough to inspire, but suf-
ficiently practical and incremental as to present achiev-
able next steps in a journey that began long ago and
seems destined to continue for as long as human beings
feel the need to seek the help of a trusted healer.

As a key initial step in the development of this
report, a national research study was conducted by
independent research firms. This effort produced a
wealth of interesting, and in some cases provocative,
quantitative, and qualitative findings. The FFM research
data will be maintained at the Robert Graham Center:
Policy Studies in Family Practice and Primary Care in
Washington DC, and will be made available for future
study and research. Additional background informa-
tion, including the original task force reports, will be
maintained in the Center for the History of Family
Medicine in Leawood, Kan. The professional organiza-
tions of family medicine are encouraged to review these
data critically and to make this information widely
available to their individual constituents as a starting
point for building consensus on the need to implement
the recommendations of the FFM project.

This report reflects a vision of the role of the disci-
pline of family medicine in the US health care system.
The Project Leadership Committee sought outside
research and external opinions, individually and in many
public forums, and they specifically included persons
outside the discipline of family medicine. Yet, the report
reflects the experience, skills, strengths, and weaknesses
of the individuals involved, including their interpretation
of the invited input and available data. Nevertheless, the
Project Leadership Committee believed the urgency of
the situation required deriving conclusions and recom-
mendations with current information.

It is an enormous task to retool the specialty and
reform the health care system. The results of this proj-
ect are highly dependent on the ensuing input, critique,
and implementation by family physicians throughout the
country, individuals within the public, policy makers,
other health care professionals, and patients themselves.
The Project Leadership Committee strongly desires fur-
ther reflection and energetic discussion of both the con-

clusions and the recommendations. These ideas need to
be tested and refined in practice. Of particular interest
will be the response and assistance of those to be served
by the New Model of family medicine.

INTRODUCTION

Nearly 4 decades ago, the specialty of family practice
was created to fulfill the generalist function in medicine,
which the American people wanted and which suffered
with the growth of subspecialization after World War
II. Although the specialty has delivered on its promise
to reverse the decline of general practice'? and provide
personal, frontline medical care to people of all socio-
economic strata and in all regions of the United States,?
all is not well either with family medicine or with health
care in general *!!

At the national level, serious health policy issues
appear to be intractable. A large proportion of the
population (at least 40 million people) lack health
insurance,'? almost 20% of the population lacks a usual
source of care,'3'* the public health infrastructure

1516 and mental health care struggles for

remains weak,
recognition and parity.!” Health care is highly frag-

mented rather than seamlessly integrated. There exists
renewed uncertainty about the adequacy of the health

18-26

care workforce,'®2¢ confirmation of important dispari-

ties in health and health care,®” alarm about medical

2829 and concern about

errors in all health care settings,
accelerating health care spending, with a return to dou-
ble-digit price escalation in health insurance premiums

30,31

during a period of economic slump.3*3' Personal stories

of despair and forecasts of collapse of the health care
system are frequent fare in the media.3?-3

Concern and frustration among family physicians
with the direction of health care in the United States
did not arise overnight. The 1990s began with a spirit of
optimism that managed care would actually manage care
and organize a fragmented and wasteful system, with
family physicians and other primary care clinicians hav-
ing a defined and central role. Soon this optimism gave
way to great frustration when, instead of integration of
care in the context of a sustained partnership between
patients and their personal physicians, new layers of
administrative decision makers—with oftentimes con-
flicting objectives—appeared. In this new, suddenly less
positive, practice environment, family physicians found
themselves painted as gatekeepers standing between
their patients and care rather than being able to serve
their patients as gateways to appropriate care.

Treating health care as a commodity that could be
bought and sold, with large blocks of insured patients
being moved annually from health plan to health plan,
from provider to provider, and from system of care to
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system of care, eroded trust as relationships were frac-
tured repeatedly.’ Few family physicians lack patients,
but for many their work has devolved from meaningful
service grounded in rich, personal relationships into
jobs designed to manufacture health care that too often
neither heals nor relieves suffering.?* While medical
expenditures have increased, net income for physicians
has declined, more so for primary care physicians than
for specialists.”

In 1996 the Institute of Medicine (IOM), through
the Committee on the Future of Primary Care, con-
cluded that the nation's understanding of primary care
was so poor, it was necessary to redefine it to establish
a basis for study. The IOM definition clarified that pri-
mary care is not a discipline or specialty but a function
as the essential foundation of a successful, sustainable
health care system.’® Whereas many types of clinicians
lay claims to providing primary care, the IOM con-
cluded that the evidence pointed to family physicians,
general internists, general pediatricians, and many
nurse practitioners and physician assistants as the key
primary care providers in the United States. That fam-
ily physicians are key providers of primary care is indis-
putable; thus, family medicine and primary care are and
will remain intertwined.?”

The 1996 IOM report on primary care was pre-
pared at a time when universal coverage and health
care reform were anticipated on a national scale. Such
was not to be, however, and the call for investment in
primary care went largely unheeded. In the years since
the issuance of that [OM report, the rate of growth
in the subspecialty physician pool has continued to
far exceed the rate of growth in family medicine and
other primary care specialties. This disparity is reflected
in the minimal growth in numbers of primary care
physicians per 1,000 population compared with the
growth experienced by non—primary-care specialists.
Meanwhile, interest expressed by

tury*' (the Chasm Report) made the startling assertion
that the US health care system was so flawed it could
not be fixed and an overhaul was required. This land-
mark report articulated 6 aims suggesting that the 21st
century health care system should be:

1. Safe—avoiding injuries to patients from the care
that is intended to help them

2. Effective—providing services based on scientific
knowledge to all who could benefit and refraining from
providing services that will not likely benefit them

3. Patient-centered—providing care that is respect-
ful of and responsive to individual patient preferences,
needs, and values, and ensuring that patient values
guide all clinical decisions

4. Timely—reducing waits and sometimes harmful
delays for both those who receive and those who give
care

5. Efficient—avoiding waste, including waste of
equipment, supplies, ideas, and energy

6. Equitable—providing care that does not vary
in quality because of personal characteristics, such as
gender, race, ethnicity, geographic location, and socio-
economic status

These aims were widely perceived to be valid and
were embraced by many family physicians as being
consistent with their purpose and their aspirations.
The Chasm Report went further and proposed rules
that could guide the redesign of health care away from
a decaying and failing system toward a new system
of which the United States could be proud (Table 1).
These rules were yet another call to action that was
consistent with the goals and natural inclinations of
family physicians and others committed to robust pri-
mary care for the nation.

The need for in-depth reevaluation and reform was
not limited to the health system level. At the level
of the discipline, family medicine was challenged by

medical students in family medi-
cine has declined to near crisis

Table 1. Simple Rules for the 21st Century Health Care System

proportions,* as reflected in the Current Approach

New Rule

declining match rates into fam-
ily medicine residency training
programs.

As the 21st century began,
a sustained focus by the [OM
on the quality of health care in
the United States culminated
in widely received publications

Information is a record

experience

Secrecy is necessary

that provided ominous warnings

regarding the overall state of US Cost reduction is sought

health care.?®*' The 2001 IOM

rather than the system

Care is based primarily on visits
Professional autonomy drives variability

Professionals control care

Decision making is based on training and

Do no harm is an individual responsibility

The system reacts to needs

Preference is given to professional roles

Care is based on continuous healing relationships

Care is customized according to patient needs and
values

The patient is the source of control
Knowledge is shared and information flows freely
Decision making is evidence-based

Safety is a system property

Transparency is necessary

Needs are anticipated

Waste is continuously decreased
Cooperation among clinicians is a priority

report, Crossing the Quality Chasm:
A New Health System for the 21st Cen-

Source: Crossing the Quality Chasm: A New Health System for the 21st Century.*!
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contradictions and tensions, including confusion about
family medicine being a reform movement (a solu-
tion) or an incumbent medical specialty (a problem),
questions regarding whether family physicians should
be considered generalists or specialists, debate about
family medicine being vital for all or an option for a
few, concerns regarding the knowledge base underlying
training in family medicine, and uncertainty about the
intrinsic value of some of the services provided by fam-
ily physicians.*

RESEARCH

In this context, the leaders of 7 national family medi-
cine organizations agreed it was essential that family
medicine be responsive to the needs of the public and
that the discipline take the lead toward constructive
change. In response, the sponsoring organizations
convened a historic conference, called Keystone 111,
to “"examine the soul of the discipline of family medi-
cine—to take stock of the present and grapple with
the future of family practice."** As a key preparatory
step to the development of this report, the sponsoring
organizations also chartered a national study conducted
by independent researchers (Greenfield Consulting
Group and Roper ASW), who worked collaboratively
with a national strategic branding firm (Siegel & Gale).
The goal of the FFM research effort was to develop
an objective understanding of the contemporary situa-
tion of family medicine in the United States based on
unbiased quantitative and qualitative research. A full
description of the methods is available as supplemental
data in Appendix 1, which can be found online at http:
//www.annfammed/org/cgi/content/full/2/suppl_1/

%g S3/DC1.

The research effort was guided by the following
questions:

e What are people’s perceived health care needs and
what are their perceptions about how family physicians
can meet those needs?

e Why, if at all, would people select and prefer fam-
ily physicians as their primary physicians?

e What, if anything, is distinct about family physi-
cians?

e [s there a group for which family medicine is irrel-
evant or makes no sense?

e What are the most promising, but unrealized,
opportunities for family medicine?

¢ Do people desire the core attributes of family
medicine (eg, first contact, continuity, community basis
and context, comprehensiveness)?

e What challenges must family medicine overcome
to meet contemporary expectations of people?

The study contractors began with qualitative research

involving 15 interviews with thought leaders in and out-
side family medicine; 5 focus groups with family physicians;
13 focus groups with patients (2 groups with patients who
had a family physician, 4 groups with patients across the
adult age ranges who did not have family physicians, 2
rural groups, 1 chronically ill group, 1 Hispanic group, 1
Asian group, 1 African-American group, and 1 inner-city
group); 3 focus groups with medical subspecialists; 3 with
managed care/payers; 2 with medical students; 2 with resi-
dent physicians; and 1 with nurse practitioners. A national
probability sample of the public was then queried using
standard methods, sampling 1,031 patients, 125 additional
parents of children, 300 family physicians, 75 academic
family physicians, 75 non—primary-care medical special-
ists, 100 medical students, and 150 residents in medical
training. Further one-on-one interviews were conducted
with family physicians, payers, advocacy groups, benefits
managers, Medicare/Medicaid administrators, nurse practi-
tioners, and patients.

The qualitative and quantitative research produced
a wealth of findings,* including the following:

Family physicians are not well recognized by the
public for what they are and what they do. Patients
have a hard time differentiating family medicine from
other primary care physician specialties, notably not
distinguishing clearly between family medicine and
general internal medicine. Indeed, the words “family”
and “practitioner” were often found to confuse people
and suggested to some that family physicians lack sci-
entific background and competence.

Patients want their primary care physician to meet
the following 5 basic criteria: to be in their insurance
plan, to be in a location that is convenient, to be able
to schedule an appointment within a reasonable period
of time, to have good communication skills, and to
have a reasonable amount of experience in practice.

Beyond the basic criteria, patients value the rela-
tionship with their physician above all else, including
service. Patients value a physician who listens to them,
who takes time to explain things to them, and who is
able to coordinate effectively their overall care.

There is some skepticism regarding the concept of a
comprehensive care provider who treats a broad range
of health care problems. At least in part this reaction is
based on the belief that it is unrealistic to expect any
one physician to be able to stay current and maintain
competence in all areas of medicine.

Family physicians were rated as “excellent” or "very
good"” by a clear majority of survey respondents on
the top 5 relationship-related attributes identified by
patients: being nonjudgmental, understanding, and sup-
portive; being honest and direct; acting as a partner in
maintaining health; listening effectively; and attending
to patients’ emotional and physical health.
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Although patients rank relationship-based attributes
most highly, there is a tension between the desire to
have a primary physician who is able to treat many ill-
nesses and who treats the patient as a whole person,
with the perception that it is not possible for any one
physician to be knowledgeable and skilled in all areas
of medicine.

The American public is enamored with science and
technology, and they want their physicians to be tech-
nologically savvy. The public, however, does not asso-
ciate family physicians with science and technology.

Patients expect high-quality health care, but instead of
using quality as a selection criterion for physicians, they
often assume that it exists. Patients tend to judge health
care on relationships and rate family physicians highly in
this regard. Because patients value relationship so highly
and assume the quality of their care is high, they may for-
give many of the inadequate service aspects of their care.

Challenges and Opportunities for the Future
Based on an analysis of the findings on patient percep-
tions and expectations, along with research on the
attitudes and perceptions of family physicians, medical
students, subspecialists, family medicine residents, and
residents in other specialties, 5 major challenges were
identified that will influence family medicine’s future
viability:

1. Promoting a broader, more accurate understand-
ing of the specialty among the public

2. Identifying areas of commonality in a specialty
whose strength is its wide scope and locally adapted
practice types

3. Winning respect for the specialty in academic
circles

4. Making family medicine a more attractive career
option

5. Addressing the public's perception that family medi-
cine is not solidly grounded in science and technology

After reviewing the research findings and consider-
ing the implications of these 5 challenges, the FFM
Project Leadership Committee concluded that unless
there are changes in the broader health care system
and within the specialty, the position of family medi-
cine in the United States may be untenable in a 10- to
20-year time frame, which would be detrimental to
the health of the American public. The FFM Project
Leadership Committee further concluded that changes
must occur within the specialty, as well as within the
broader health care system, to ensure the ability of
family medicine to meet these challenges and continue
to fulfill its unique mission and role. These conclusions
confirmed the importance of developing an FFM action
plan to ensure the continued relevance and viability of
the specialty.

Considerable evidence supports the contemporary
importance of family physicians in the US health
care system. For example, care by generalists uses few
resources while producing similar health outcomes for
patients with chronic disease.***® Many counties would
become shortage areas without their family physicians
(Figures 1 and 2). Looking internationally, countries
that emphasize primary care have better population
health at lower cost.* It is not surprising that the
World Health Organization calls for an increased pres-
ence of primary health care in order to support prog-
ress in health.*

In addition, as Figure 3* illustrates, more people
receive formal health care in physicians’ offices—par-
ticularly primary care physicians’ offices—than any
other location; indeed, in an average month 14 times
more people receive care in a primary care physician's
office than hospital inpatients. Furthermore, people
beset with the nation's high-priority health problems
rely primarily on family physicians and general inter-
nists as their usual source of care (Table 2).# Indeed, the
latest nationally representative data confirm that family
medicine continues to be the medical specialty pro-
viding more office visits (199 million) than any other
specialty.*®

Despite these seemingly positive indicators of the
importance of family medicine, there are a number of
disturbing trends. For example, the proportion of visits
to family physicians for acute, chronic, and preventive
care has been in slow decline overall. Also, there was
a steady and progressing decline from 1980 through
1999 in the percentage of US physicians who were
family physicians.®!

After analyzing all of these data and trends—
both positive and negative—the FFM Project Lead-
ership Committee concluded that family medicine
continues to meet a fundamental public need for
integrated, relationship-centered health care®? and
that the problems afflicting family medicine do not
include irrelevance or obsolescence. Functioning
within a health care system that is broadly viewed as
flawed and failing, family medicine nevertheless finds
many of its core attributes highly sought after by
the American public. The future contributions and
well-being of the discipline lie, in part, in the abil-
ity of family medicine to rearticulate its vision and
competencies in a fashion that has greater resonance
with the public, while at the same time substantially
revising the organization and processes by which
care is delivered.

Even within the constraints of the current flawed
health care system, there are great opportunities
for family physicians to redesign their models of
practice to better serve patients while achieving
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Figure 2. 1999 distribution of counties with full or partial primary care health personnel shortage designation without family physicians.
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PC HPSA Status (without FP)
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PC = primary care; FP = family physicians; HPSA = health professional shortage area.

Source: The Robert Gaham Center: Policy Studies in Family Practice and Primary Care.
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Figure 3. The ecology of medical care revisited.

1,000 persons

800 report symptoms

/ 327 consider seeking medical care
217 visit a physician's office (113 visit
a primary care physician's office)
65 visit a complementary or alternative
medical care provider
21 visit a hospital outpatient clinic
/ 14 receive home health care

13 visit an emergency department

W

~__— 8are hospitalized

<1 is hospitalized in an academic
medical center

Note: All numbers refer to discrete individual persons and whether or not they received care in each setting in a typical month.

From: Green LA, Fryer GE Jr, Yawn BP, Lanier D, Dovey SM. The ecology of medical care revisited. N Engl | Med. 2001;344:2021-2025.% Reprinted with permission from

the Massachusetts Medical Society.

greater economic success. In fact, because major ele-
ments of the US health care system are in disarray,
a climate exists in which the reconfiguration and
reengineering of the basic elements of office-based
family medicine may meet less resistance than would
be the case in a system more generally viewed as
performing adequately. To realize fully the aspira-
tions of the discipline, however, there must be major
changes in the organization and financing of health
care services in the United States as well as within
the specialty itself.

pline has been grounded in the core values of continu-
ing, comprehensive, compassionate, and personal care
provided within the context of family and community.
These core values of family medicine are responsible
for much that the public currently values and trusts in
family physicians. They have shaped the identity of
individual family physicians and contributed to estab-
lishing a legitimate position for family physicians in
academia and in the larger medical community.”>%* A
challenge to the specialty is to articulate these core
values in a sufficiently distinctive way so they are rec-

FOUNDATION FOR
A REINVIGORATED

Table 2. Distribution by Specialty of the Usual Source of Care for
People With Selected Conditions and a Physician as That Usual Source

DISCIPLINE

General
Internal General
In preparing to move the specialty Family Medicine Medicine Pediatrics  All Others
H et 0, 0, 0, 0,
of family medicine forward, it is Condition d Yo %o %o
important first to articulate the Atherosclerotic
I he k h L. cardiovascular 56 31 0.0 14
core values, the key characteristics, disease
and the identity that provide the Stroke 56 34 0.9 9
foundation for family medicine Hypertension 63 28 0.2 8
and position the specialty favor- Diabetes 67 23 0.6 10
ably to address the challenges and Cancer 60 26 2.3 11
opportunities of the future. Chronic obstructive 62 22 5.4 1
pulmonary disease
Asthma 58 15 20.8 6
Core Values Anxiety/depression 62 20 7.0 11

The development of family medi-
cine and its identity as a disci-

Note: Data are based on 1996 Medical Expenditure Panel Surveys.
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ognized by the public as central to what patients seek
from their personal physician. To date, family medicine
has not done an adequate job of communicating its
core values to the public.

Family physicians are committed to continuing,
comprehensive, compassionate, and personal care
for their patients. They are concerned with the care
of people of all ages, and understand that health and
disease involve the mind, body, and spirit and depend
in part on the context of patients’ lives as members of
their family and community.?*°>* These core values
are congruent with the IOM aims and rules for the 21
century health care system and likely are essential to
their realization.

To achieve top performance, family physicians must
work in practice environments that fully promote these
transforming values. They must practice on a daily
basis scientific, evidence-based, patient-centered care;
they must accept a measure of responsibility for the
appropriate and wise use of resources; and they must
work in teams within and beyond their practice setting,
focusing on the integration of care for each of their
patients. Success in these endeavors requires systems
that enhance quality by maintaining access to compre-
hensive, compassionate, personalized care while reduc-
ing unwanted variability in diagnosis and treatment by
reducing errors of misuse, overuse, and underuse and
by measuring results for individuals and populations
under their care 3!

Building on these core values, the Project Leader-
ship Committee identified the following functions of
a family physician: a family physician offers continu-
ing, comprehensive, compassionate, and personal
health care in the context of family and community.

At the core of the specialty is the concept of integra-
tion of health care for patients of both sexes across the
full spectrum of ages in the context of a continuing
relationship. Family physicians have skills in diagnos-

ing and treating illness, in performing diagnostic and
therapeutic procedures, and in managing relationships,
information, and processes. The care provided by fam-
ily physicians is based on evidence and is outcome
oriented. Family physicians are actively involved in
the pursuit of new knowledge that will increase under-
standing of health and illness and improve the delivery
of health care.

Key Characteristics and ldentity

Building on the 5 key characteristics of family physi-
cians that were identified through the study (Table
3),** the Siegel & Gale consultants proposed the fol-
lowing identity statement for family physicians: family
physicians are driven by the need to help make people
whole by humanizing medicine. After considerable
discussion over many months, the Project Leadership
Committee adopted the following identity statement,
which incorporates key concepts integral to the iden-
tity of family physicians, including a commitment to
fostering health, an orientation toward integrating
health care for the whole person, a talent for human-
izing medicine, and a dedication to providing science-
based high-quality care:

Family physicians are committed to fostering health and inte-
grating health care for the whole person by humanizing medicine
and providing science-based bigh-quality care.

Exactly how these characteristics are stated is less
important than a recognition of their contemporary
importance and that they enhance the core values of
family physicians the public finds attractive and valu-
able. These key attributes and core values are what
characterize family physicians (Table 3).

The public is hungry for these attributes as the
current health care system becomes increasingly frag-
mented and impersonal.*+*%>° To realize fully the poten-
tial of the specialty and to meet completely the needs
of patients, however, changes are needed in the follow-

Table 3. Key Attributes of Family Physicians

Attribute Description

A deep understanding of the
dynamics of the whole person
diseases, and injuries

A generative impact on patients’

A talent for humanizing the health
care experience

A natural command of complexity

A commitment to multidimen-
sional accessibility

This approach leads family physicians to consider all the influences on a person’s health. It helps to integrate
rather than fragment care, involving people in the prevention of illness and the care of their problems,

This terminology comes from Erik Erikson’s work on personality development. Family physicians participate
lives in the birth, growth, and death of their patients and want to make a difference in their lives. While provid-
ing services that prevent or treat disease, family physicians foster personal growth in individuals and help
with behavior change that may lead to better health and a greater sense of well-being

The intimate relationships family physicians develop with many of their patients over time enable family
physicians to connect with people. This ability to connect in a human way with patients allows family physi-
cians to explain complex medical issues in ways that their patients can understand. Family physicians take
into account the culture and values of their patients, while helping them get the best care possible

Family physicians are comfortable with uncertainty and complexity. They are trained to be inclusive, to con-
sider all the factors that lead to health and well-being—not just pills and procedures

Family physicians are not only physically accessible to patients and their families and friends, they are also
able to maintain open, honest and sharing communications with all who are involved in the care process
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ing 3 broad areas: (1) clinical practice, or how family
physicians' medical practices are organized and func-
tion; (2) medical education, or how family physicians
are trained and how they maintain and update their
knowledge and skills throughout their careers; and (3)
health system, or how the US health care system is
organized and financed.

BRINGING ABOUT CHANGES
IN CLINICAL PRACTICE

Reintegration of Patient, Physician,

and Practice Through a New Model

The current shortcomings and dissatisfaction with the
US health care system provide family physicians with
a compelling opportunity to improve the health of the
nation and shape their own destinies by redesigning
their model of practice. The 6 aims and 10 new rules
identified in the IOM Chasm Report, along with the
key characteristics and identity statement for family
medicine developed as part of this study, point the way
to a proposed new model of practice for family medi-
cine (New Model) that is traditional enough to reflect
and sustain enduring principles and values, familiar
enough to be understandable, bold enough to attract
interest and funding, and practical enough to be imple-
mented in the immediate future.

A number of the elements of the New Model
may seem familiar to and even part of the practices
of many family physicians. What makes the model
new is that it is centered primarily and explicitly on
the needs of the patient, it incorporates new concepts
from industrial engineering and customer service, and
it integrates these needs and concepts into a coherent
and comprehensive approach to care. Although some
family physicians have incorporated one or more of the
characteristics of the New Model into their practices,
few, if any, have designed practices that integrate all of
these elements.

The critical bridge between the expression of the
core values of family medicine as a medical discipline
and the New Model of care, in which the family
physician’s patients will be cared for, is the relationship
between the physician, the practice, and the patient.
The family physician's commitment to fostering health
and integrating health care has major implications for
the redesign of the specialty of family medicine. The
challenge is one of configuring family medicine in such
a way that patients will feel not only cared for but also
guided appropriately through and represented within
the larger health care system. Meeting this challenge
will require a reintegration of the patient, the practice,
and other providers and organizations in the context of

the community and, ultimately, the larger health care
system.®® Only through such a reintegration will safe,
effective, patient-centered, timely, efficient, and equi-
table care be possible.

For family medicine to contribute substantially
to this reintegration, family physicians will need to
reconceptualize their role and redesign their practices
accordingly. Looking to the future, family physicians
must not only have the requisite skills in diagnosis,
treatment, and performance of procedures, they must
also demonstrate competencies in managing relation-

ships, information, and processes.®'*%?

Managing Relationships

Because a continuous healing relationship is the essence
of care, family physicians must be able to develop and
sustain partnerships with patients over time, establish
and maintain systems and procedures that support
those relationships, and enable timely access to the ser-
vices their patients need.

Managing Information

The complexity of caring for patients with acute and
chronic problems over time and managing preven-

tive services for populations of patients requires the
involvement of many health care professionals working
in well-organized systems and supported by informa-
tion technology.®* It requires partnering with patients.
Family physicians will rely increasingly on information
systems and electronic health records to provide assess-
ments, checklists, protocols, and access to patient edu-
cation and clinical support. Clinical information must
be maintained in a format that allows for ready search,
retrieval, and information transfer while protecting the
privacy and confidentiality of patients’ medical records.
Having electronic health records with a relational data-
base design and meeting national technical standards
are essential. The paper medical record can no longer
provide a sufficient foundation for clinical care and
research within family medicine.

Managing Processes

All clinicians work in systems of care. Some family phy-
sicians work in small systems; others work in extremely
large systems. Family physicians and their health profes-
sional colleagues must assume responsibility for the con-
stant assessment and improvement of their care. Patients,
the central focus of the family physician’s clinical enter-
prise, are crucial participants in many of the processes of
care and must share responsibility for receiving appropri-
ate and successful care. Working together on behalf of
patients requires teamwork that occurs within a complex
set of relationships and services. It requires skillful man-
agement with appropriate authority and collaboration
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Table 4. Characteristics of the New Model of Family Medicine

Characteristic

Description

Personal medical home

Patient-centered care

Team approach

Elimination of barriers to
access

Advanced information systems

The practice serves as a personal medical home for each patient, ensuring access to comprehensive, integrated
care through an ongoing relationship

Patients are active participants in their health and health care. The practice has a patient-centered, relationship-
oriented culture that emphasizes the importance of meeting patients’ needs, reaffirming that the fundamental
basis for health care is “people taking care of people”®®

An understanding that health care is not delivered by an individual, but rather by a system,® which implies a
multidisciplinary team approach for delivering and continually improving care for an identified population*':¢”

Elimination, to the extent possible, of barriers to access by patients through implementation of open scheduling,
expanded office hours, and additional, convenient options for communication between patients and practice staff

The ability to use an information system to deliver and improve care, to provide effective practice administration,
to communicate with patients, to network with other practices, and to monitor the health of the community.®

Redesigned offices

Whole-person orientation

Care provided within a
community context

Emphasis on quality and safety

Enhanced practice finance

Commitment to provide family
medicine’s basket of services

A standardized electronic health record (EHR), adapted to the specific needs of family physicians, constitutes
the central nervous system of the practice

Offices should be redesigned to meet changing patient needs and expectations, to accommodate innovative
work processes, and to ensure convenience, comfort, and efficiency for patients and clinicians

A visible commitment to integrated, whole-person care through such mechanisms as developing cooperative
alliances with services or organizations that extend beyond the practice setting, but which are essential for
meeting the complete range of needs for a given patient population.®® The practice has the ability to help
guide a patient through the health care system by integrating care—not simply coordinating it

A culturally sensitive, community-oriented, population-perspective focus

Systems are in place for the ongoing assessment of performance and outcomes and for implementation of
appropriate changes to enhance quality and safety

Improved practice margins are achieved through enhanced operating efficiencies and new revenue streams

A commitment to provide patients with family medicine’s full basket of services—either directly or indirectly
through established relationships with other clinicians

as well as a mindset of vigilance and continuous process
improvement.*® Table 43%419% summarizes the orienta-
tion and characteristics that New Model practices will
need to embrace.

Two important points should be kept in mind in
reviewing the characteristics of New Model practices.
First, changes to current health care payment mecha-
nisms that promote more equitable reimbursement
will be necessary for some of the benefits of the New
Model to be realized fully. Many aspects of the New
Model, however, can be implemented independent of
reimbursement reform. Second, although some of the
New Model characteristics have been implemented on
a piecemeal basis by innovative family physicians, it is
the entire spectrum of characteristics that represents
the change in orientation from the traditional model of
family medicine to the New Model.

Personal Medical Home

In addition to the changes that family physicians can
implement to enhance patient access to care, steps
must be taken to ensure every American has a personal
medical home* that serves as the focal point through
which all individuals—regardless of age, sex, race,

or socioeconomic status—receive a basket of acute,
chronic, and preventive medical care services. Through
their medical home, patients can be assured of care

* By the American Academy of Pediatrics, and incorporated herein, with appreciation.

that is not only accessible but also accountable, com-
prehensive, integrated, patient-centered, safe, scientifi-
cally valid, and satisfying to both patients and their
physicians.

Patient-Centered Care
The cornerstone of the New Model is patient-centered
care based on a patient-physician relationship that is
highly satisfying and humanizing to the patient and
the physician (as well as other practice clinicians). The
starting place for helping to foster health and inte-
grate health care will be to establish a culture within
each family medicine setting. In the New Model, the
patient, not the physician, occupies center stage. From
first contact through the completion of the care epi-
sode, the patient must meet with consistent and com-
petent care. In the New Model, all patients will receive
care that is culturally and linguistically appropriate.
New Model practices strive to meet patient and
community needs for integrated care by giving patients
what they want and need—including preventive care,
acute care, rehabilitative care, chronic illness care,
and supportive care—when they want and need it by
anticipating patient needs and designing services to
meet those needs.

Whole-Person Orientation
The focus of New Model practices will be comprehen-
sive, integrative care designed to meet the complete
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range of needs of the community served by the prac-
tice.’” Although patients are ultimately responsible

for their health, the family physician in a New Model
practice will conceive of himself or herself as the

chief consultant and advisor for each patient's health
care. The practice will provide or integrate all of their
patients' care. Family physicians will consider not only
what they can do for their patients but also what other
resources and services are available in the community
to meet patient needs. When a family physician can-
not provide specific services personally, he or she will
refer patients to the appropriate source of care for their
particular needs.

The New Model practice will continue to provide
care for both sexes, across all ages, socioeconomic
classes, and settings. Accepting the complexity of
health and health care, the New Model practice will
provide multiple ways for patients to access care and
will ensure optimal care to people regardless of socio-
economic status. Such a practice will be a system that
models the very whole-person orientation that patients
can expect in the care they receive. Although the office
setting will continue to be an important site for care,
it is important to emphasize that to integrate patient
care effectively, future family physicians will need to
be prepared to provide services in a variety of set-
tings, including hospitals and long-term care facilities;
in short, they will provide care wherever the family
physician’s services are needed by patients.

Team Approach

Patient care in the New Model will be provided through
a multidisciplinary team approach and grounded in a
thorough understanding of the population served by the
practice. In addition to nurses and clerical personnel,
staffing will often include physician assistants and nurse
practitioners as well as nutritionists, health educators,
behavioral scientists, and other professional and lay
partners. Some of these staff may work in the practice
only on a part-time basis. Depending on the particular
circumstances, patients may receive care from any one
of several members of the multidisciplinary team rather
than from a family physician.

A cooperative effort among all clinicians will be
the cultural norm, and it will be understood that the
practice is more than the sum of its individual parts.
Practice staff will share in decision making regard-
ing patient care with explicit accountability for their
performance to patients, to each other, and to each
patient’s personal physician. Systems of care will
be honored and supported. New Model practices
will develop collaborative relationships with sub-
specialists for the purposes of improving and better
integrating patient care. In some cases, subspecial-

ists may see patients on-site at New Model practice
facilities.

Elimination of Barriers to Access

Under the New Model, barriers to patient access will
be minimized. Practices will use an open scheduling
model for patient visits (ie, the patient usually will

be able to make an appointment for the same day,
regardless of the type of problem or visit required),
while offering flexible and expanded office hours.

The practice will provide a convenient mechanism for
asynchronous communication for nonurgent issues (eg,
voice mail and e-mail), as well as telephone commu-
nication with a person—not an answering machine or
voice mail—24 hours a day, 7 days a week for urgent
matters. In areas where multiple practices exist, New
Model practices will be networked for providing urgent
services on site in one practice when other practices
are closed, with communication links in place to assure
seamless communication to the patient's physician
regarding the urgent care provided.

Interactions will not be limited to traditional, indi-
vidual, face-to-face encounters between the patient and
the family physician. Where feasible and as systems
evolve, New Model practices will develop a Web portal
and will use secure e-mail to provide additional, conve-
nient options for communication between patients and
practice staff. Patients will be able to make appoint-
ments online through the practice Web site and will be
able to access online patient education materials appro-
priate to their health status.

Information Systems

A standardized electronic health record, adapted to
the specific needs of family physicians and the patients
they serve, will constitute the central nervous system
of the New Model practice. However the electronic
health record is structured, high priority must be given
to assuring that information from multiple, diverse
sources (hospital, office, long-term care facility, etc)

is integrated into a single system to support the com-
prehensive information needs on which primary care
practices depend. Similarly, electronic health record
systems must permit the collection, analysis, and
reporting of the clinical decisions and their outcomes
that primary care clinicians make every day. The sys-
tem should provide an informatics infrastructure that
supports practice-based research, quality improvement,
and the generation of new knowledge.

This electronic information system must integrate
easily into the daily practice of family physicians, must
be accessible at reasonable cost, and must result in a
major enhancement to the efficiency and quality of
the care that is delivered. As a replacement for or an
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important adjunct to traditional record keeping, the
system must be user friendly, flexible enough to inte-
grate a variety of management tasks, stable and reliable,
and delivered with appropriate training for physicians
with highly variable levels of comfort and experience
with such systems.

The information system for the New Model practice
should be based on common health information technol-
ogy standards, should be interoperable across all levels of
care, and should be capable of collecting a wide range of
demographic information about the patient population.
The system should contain an up-to-date and accurate
problem and medications list for each patient and infor-
mation about each patient encounter. It also should have
an export function that is capable of sharing data ele-
ments in a standardized format so they can be analyzed
in conjunction with data from other practices to create
quality parameters and assessment measures.

The information systems of New Model will facili-
tate the integration of the care of the whole person in
the context of their family and community. These sys-
tems will also include evidence-based clinical practice
guidelines for enhancing the care of those individual
conditions most commonly encountered by family
physicians. They will have an order entry and referral
tracking system, a managed care organization-specific
pharmacy formulary, and Web-enabled access to data
repositories, with appropriate levels of security.

Furthermore, information systems of the New
Model practice will be able to generate chronic dis-
ease registries, which will ensure that patients can be
recalled for care at appropriate time intervals, and
able to track health maintenance interventions and
generate physician and patient reminders for person-
alized preventive services. It will be integrated with
common practice management and billing systems;
have some availability to patients by means of a Web
interface for entry of self-care data, patient history
data, health-related quality-of-life measures, mental
health screening questionnaires, and other applica-
tions; and be able to support practice-based clinical
research using electronic audits concerning the costs,
processes, and outcomes of care (including the Health
Plan Employer Data and Information Set or similar
measures).

In addition to the electronic health record, the New
Model practice will have computerized decision sup-
port systems—ideally Web based—to help patients
make better, more informed health care decisions and
to facilitate the process through which the family phy-
sician explains patient care options. In addition, just-
in-time information systems for physicians will allow
rapid retrieval of best, up-to-date evidence at the point
of care. This system will be sufficiently standardized to

allow access upon written release when patients require
care away from their personal medical home.

Redesigned Offices
New Model practice facilities will be designed to accom-
modate staffing patterns that differ from the current
model, including most notably a broader array of health
professionals working together as part of a multidisci-
plinary team. Family medicine offices will be designed
specifically to meet the needs and expectations of the
local community. Offices will be convenient, attractive,
and functional and will have private, comfortable space
to accommodate group visits with selected patients who
share common health concerns.

The traditional waiting room will be a thing of
the past, replaced by a patient resource center with
a patient library, computer work stations with ready
access to online health education materials, and patient
information-gathering stations. Practices will be
equipped with sufficient technology, staff, and supplies
to be able to provide on-site a comprehensive set of
diagnostic services, testing for important genetic pre-
dispositions, and performance of common therapeutic
procedures.

Focus on Quality and Safety

The New Model practice will seek to improve continu-
ously the quality of patient care. Practices will docu-
ment quality and safety through ongoing analyses of
practice patient care data. Patient feedback will be
solicited to ensure that the practice is meeting patients’
expectations, satisfying their needs for access to the
practice, and responding to the needs of increasingly
diverse populations. Each practice will develop and
use a structured, recurring administrative mechanism
to examine the measurements of the practice and the
patients under care. Practice staff, along with repre-
sentative patients, will be included in these quality
improvement processes. New Model practices will
place a high priority on taking steps to ensure patients'
safety within the practice, including use of electronic
data and decision support systems.

Enhanced Practice Finance

While vigorous efforts are pursued to secure equitable
reimbursement for the services provided by family
physicians, the dictum "no margin, no mission” will be
taken seriously within New Model practices. Improved
operating efficiencies will decrease practice expenses and
contribute to improved practice margins. Practices will
compete for gaining a portion of patients’ discretionary
health care spending. New Model practices will be orga-
nized to accommodate all payment options while advo-
cating for health insurance coverage of all Americans.
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Table 5. Basket of Services in the New Model
of Family Medicine

Health care provided to children and adults

Integration of personal health care (coordinate and facilitate care)
Health assessment (evaluate health and risk status)

Disease prevention (early detection of asymptomatic disease)

Health promotion (primary prevention and health behavior/lifestyle
modification)

Patient education and support for self-care

Diagnosis and management of acute injuries and illnesses
Diagnosis and management of chronic diseases
Supportive care, including end-of-life care

Maternity care; hospital care

Primary mental health care

Consultation and referral services as necessary

Advocacy for the patient within the health care system

Quality improvement and practice-based research

The Basket of Services in the New Model

The New Model practice will commit to providing
the full basket of clinical services offered by family
medicine® (Table 5), either directly through its own
clinicians or indirectly through established, ongoing
relationships with experienced clinicians outside the
practice. Even if the practice does not have the exper-
tise or interest to provide directly a particular type of
care within the basket of services, the patient neverthe-
less will be assured of receiving that care and having
that care effectively coordinated and integrated.

The basket of services that patients can be assured
of receiving through a New Model practice will include
the management and prevention of acute injuries and
illnesses, chronic diseases, health promotion, well-
child care, child development and anticipatory guid-
ance services, and rehabilitation and supportive care
across health care settings. State-of-the-art chronic
disease management will be an important part of the
services provided by New Model practices. The care
of patients with chronic diseases will utilize a commu-
nity population-based approach, including the use of
disease registries and community-oriented primary care
methods. The practice will adhere to evidence-based
clinical practice guidelines, which will be embedded
into the electronic health record, and will participate
in continuous quality improvement and practice-based
research. The management of patients with chronic
diseases will involve the full multidisciplinary team and
will include some care of patients in their homes. The
use of telemedicine and other new technologies will
be explored as ways of enhancing the management of
these patients.

* By the College of Family Physicians of Canada, and incorporated herein, with
appreciation.

The New Model office will put into practice the
most current public health concepts and strategies while
providing excellent preventive care across the individual
life cycle and age spectrum. Preventive interventions
will be implemented based on the quality of supportive
evidence. Standard and personalized health risk assess-
ments will be utilized for risk factor identification. The
electronic health record will play a key role in tracking
adherence to prevention guidelines and in continuously
improving the quality of the preventive care provided by
the practice. Health behavior and lifestyle modification
skills will be essential to the multidisciplinary team pro-
viding preventive care in the practice.

Family physicians will participate in the care of their
hospitalized patients. Depending upon local circum-
stances, they might not always assume full or primary
responsibility for patient care in the inpatient setting.

In all cases, though, there will be seamless transitions
between different settings of care, and the approach
taken to hospital care will support the maintenance of
continuing, healing relationships with patients.

The flexibility and adaptability of the New Model
will accommodate variation from practice to practice in
the specific services provided, depending on the geo-
graphic location of the practice, the unique needs of the
community being served, the physicians’ interests and
training, and the availability of staff. For example, prac-
tices will vary in the range of diagnostic and therapeutic
procedures performed, in the amount and intensity of
hospital care provided, and in the extent to which they
provide intrapartum maternity care. All family physi-
cians, however, will share a common commitment to
provide or coordinate all care specified in the family
physician’s basket of services, thereby serving as effective
personal medical homes for their patients.

Table 6 presents a simple comparison between the
traditional model of practice and the New Model.

BRINGING ABOUT CHANGES IN TRAINING
AND CONTINUING DEVELOPMENT

Graduate Medical Education
Unlike many other specialties, family medicine is not
defined by a specific disease, organ or body system, by
the age or sex of the patient population served, or by
the setting in which care is provided. Rather, the family
physician's knowledge, skills, and attitudes encompass
all ages, both sexes, a myriad of complaints and illness-
es, and multiple settings. As such, the education of the
family physician is one that emphasizes a process: the
patient-physician relationship and problem definition/
prioritization. The family physician is an expert in this
approach.

Family medicine residency education began with
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Table 6. Comparison of Traditional vs New Model Practices

Traditional Model of Practice

New Model of Practice

Systems often disrupt the patient-physician relationship

Care is provided to both sexes and all ages; includes all stages of the
individual and family life cycles in continuous, healing relationships

Physician is center stage

Unnecessary barriers to access by patients
Care is mostly reactive

Care is often fragmented

Paper medical record

Unpredictable package of services is offered

Individual patient oriented
Communication with practice is synchronous (in person or by telephone)

Quality and safety of care are assumed

Physician is the main source of care
Individual physician-patient visits

Consumes knowledge

Experience based

Haphazard chronic disease management
Struggles financially, undercapitalized

Systems support continuous healing relationships

Care is provided to both sexes and all ages; includes all stages of the
individual and family life cycles in continuous, healing relationships

Patient is center stage

Open access by patients

Care is both responsive and prospective
Care is integrated

Electronic health record

Commitment to providing directly and/or coordinating a defined basket
of services

Individual and community oriented

Communication with the practice is both synchronous and asynchronous
(e-mail, Web portal, voice mail)

Processes are in place for ongoing measurement and improvement of
quality and safety

Multidisciplinary team is the source of care

Individual and group visits involving several patients and members of
the health care team

Generates new knowledge through practice-based research
Evidence based

Purposeful, organized chronic disease management
Positive financial margin, adequately capitalized

a number of innovations more than 30 years ago,
changes that have influenced residency education in
other specialties. Its full potential has not yet been
realized, however. The following changes in both the
practice environment and in residency education since
the specialty was created have resulted in a need to
reevaluate and revise the traditional family medicine
training model: few residency graduates now go into
solo practice, only about one third include maternity
care in their scope of services, and some provide little
or no inpatient care.” In addition, evidence-based,
quality- and outcome-oriented medicine are driving
forces today as opposed to being mere concepts 3
decades ago.

Given these and other changes, it is clear that the
traditional family medicine curriculum, although suc-
cessful in the past, will be challenged to meet the antic-
ipated needs of the health care system of the future.
Family medicine, at both the residency and medical
school levels, must refocus and create models that
support future needs by educating family physicians
whose core knowledge, skills, and attitudes have been
measured and whose special interests and competencies
have been developed and locally adapted to a level of
unquestioned excellence.

The core experience responsible for the formation
of the family physician is residency training; therefore,
the training of future family physicians will require
a culture of innovation and experimentation to iden-
tify and evaluate new educational approaches. Family

physicians of tomorrow will need to have knowledge,
skills, and attitudes that go beyond diagnosis and treat-
ment of disease, including skills in health promotion
designed to maximize each patient's potential. In addi-
tion, the family physician of the future will need to be
an expert manager of knowledge, relationships, and
processes.

In keeping with the FFM research findings, the
results of other recent studies, and the mission of the
FEM project, it is clear the training of future family
physicians must be grounded in evidence-based medi-
cine that is relevant to the care of the whole person in
a relationship and community context. It also must be
technologically up to date, built on a solid foundation
of clinical science, and strong in the components of
interpersonal and behavioral skills including cultural
competency. Family medicine educators must be able to
assure the public and other constituents that graduates
of family medicine residency programs are qualified and
competent to provide the full basket of services. Fam-
ily physicians will continue to face challenges in health
care, but they must learn to adapt, to be truly capable
lifelong learners, to use new innovations and advances
to further patient well-being, and to interact skillfully
with every sector of the health care community.

Curriculum Changes

The family medicine residency curriculum has evolved
substantially during the past 3 decades to meet the
changing health care needs of the nation and to better
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prepare family physicians to deliver the kind of com-
prehensive, compassionate, and relationship-based care
the public desires. Most curricular elements presently
incorporated in family medicine graduate medical edu-
cation remain pertinent and necessary. Some curricular
elements, however, must evolve to remain relevant in a
changing environment, new elements must be added to
address emerging needs, and new knowledge of educa-
tional content delivery and assessment must be incor-
porated. In addition, longitudinal training elements
need to be furthered.

Family physicians must continue to be broadly
trained and have the competencies required to provide
culturally effective and proficient care in a variety of
settings. Specifically, family medicine residency pro-
grams must include training in community and popula-
tion health, maternity care, and the care of hospitalized
patients. Although it is important that maternity care
continues to be included in the family medicine resi-
dency curriculum, training programs must be allowed
to tailor that curriculum to be compatible with educa-
tional resources and anticipated practices. For example,
the Residency Assistance Program criteria for excel-
lence, approved in January 2003, describe 3 levels of
maternity care curricula that address differing resources
and needs. Similarly, although the care of hospitalized
patients must remain an essential component of fam-
ily medicine residency training, and all family medi-
cine residency graduates must be able to demonstrate
competencies in the care of inpatients, some programs
might provide more extensive preparation than others.

Vision and Mission for Family Medicine Residency
Education
The recent [IOM report, Health Professions Education: A
Bridge to Quality,” concludes that health professions
education has not kept pace with “changes in patient
demographics, patient desires, changing health system
expectations, evolving practice requirements and staff-
ing arrangements, new information, a focus on improv-
ing quality, or new technologies.”" The report calls for a
new, overarching vision for all health professions edu-
cation and proposes the following 5 competency areas
as the foundation of education: (1) patient-centered
care, (2) interdisciplinary team work, (3) evidence-
based practice, (4) quality improvement, and (5) infor-
matics. These attributes are central to the new vision
of family medicine education. Building on the concepts
in the IOM report on health professions education, the
vision and mission for family medicine residency edu-
cation can be stated as follows:

The vision for family medicine residency education
is to transform family medicine residency education
into an outcome-oriented experience that prepares and

develops the family physician of the future to deliver,
renew, and function within the New Model of practice
and to deliver the best possible care to the American
population.

The mission for family medicine residency edu-
cation is to create a flexible model that trains family
physicians to deliver patient-centered care consistently
and lead an interdisciplinary team, emphasizing the
biopsychosocial model, cultural proficiency, evidence-
based practice, quality improvement, informatics, and
practice-based research.

Educational Guidelines

As a visible demonstration of a commitment to these
aims and rules, family medicine educators will need to
translate them into guidelines for patient care within
the medical education system.

Changes in the structure and content of residency
programs should be made, as appropriate, to further
the goals and values articulated above. Suggested pro-
gram guidelines include flexibility and responsiveness,
innovation and active experimentation, consistency
and reliability, individualized to learners' needs and the
needs of communities. Program guidelines should also
support critical thinking, competency-based education,
scholarship and practice-based learning, integration
of knowledge, medical informatics, biopsychosocial
integration, professionalism, and collaboration and
interdisciplinary approaches to learning (Table 7). For
example, the discipline should actively experiment with
4-year residency programs that include additional train-
ing to add value to the role of family medicine gradu-
ates in the community.

In addition to the above educational guidelines,
residency training programs will need to take into con-
sideration several factors.

As health care becomes more complex and medical
care becomes more interdependent with other health
care services, family physicians of the future will need
to be experts at integrating all aspects of care. Given
the commitment in family medicine to a biopsychoso-
cial model of care, family physicians will have a special
role in promoting better integration of medical and
mental health services.

Family physicians will need to learn to work in
teams and promote interdisciplinary collaboration in
patient care, research, and education. To do so will
require special skills in the areas of teamwork, collabo-
ration, organizational management, and leadership.

With growing emphasis on cost resource manage-
ment and systems-based care, family physicians of
the future increasingly will be expected to be adept at
weighing population-based and public health consider-
ations in their medical decision making.
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Table 7. Suggested Program Guidelines to Further the Vision and Mission
of Family Medicine Resident Education

Guideline

Description

Flexibility/responsiveness
Innovation/active experimentation

Consistency/reliability

Individualized to learners’ needs
and the needs of the communities
in which they plan to serve

Supportive of critical thinking

Competency-based education

Scholarship- and practice-based
learning

Integration of evidence-based and
patient-centered knowledge
Medical informatics

Biopsychosocial integration

Professionalism

Collaborative and interdisciplinary
approaches to all learning

Ability to provide education in areas needed to meet geographical and community needs

Programs encouraged to try new methods of education, including 4-year curriculum pilot programs, and
to teach the cutting edge of evidence-based medical knowledge

Programs provide a basic core of knowledge and produce family physicians who exemplify the values of
the health care system articulated by the Institute of Medicine

Programs offer enhanced educational opportunities in areas needed by graduates, such as maternity care,
orthopedics, and emergency care

Programs encourage and/or require research and expect a thorough understanding of evidence-based
medical practice

Programs stress a new paradigm for evaluation of resident performance based on competency assessments

Programs integrate scholarship and quality improvement through analysis and interventions built around
patient care activities in the continuity setting

Programs model knowledge acquisition and processing from both perspectives in the patient care setting

Programs go beyond just using an electronic health record (EHR) to modeling the broad-based acquisition,
processing, and documentation potential within state-of-the-art informatics resources

An emphasis on the interdependence and interplay among different levels of the system—whether it is the
cardiovascular system, the individual, the family, the community, or the larger social context

Programs move beyond the simple objectives of the Accreditation Council for Graduate Medical
Education professionalism curriculum requirements into a comprehensive monitoring and feedback
system to residents during the critical developmental period of residency training

Programs provide both support and role modeling for the effective use of teams and interdisciplinary
approaches to patient care, including the involvement of other trainees in the process

The ongoing development of the specialty and its
need to contribute more substantially to the body of
medical and health systems knowledge will depend on
the growth of research and a greater commitment to a
culture of ongoing inquiry in family medicine, both in
academic and community settings.

To run the family medicine practice of the future
efficiently, while adapting to a changing practice envi-
ronment and striving to deliver optimal patient and
population-based care, family physicians will need more
in-depth training in practice management, particularly
involving electronic health records and other informa-
tion system applications.

Rearticulating and Redefining the Commitment
of Family Medicine to Community and Family
According to the FFM research data, the focus on
community by family medicine is one of its best kept
secrets. In addition to communicating more effectively
the commitment to community and population-based
medical care, it is important that family medicine
reemphasizes the teaching of community medicine in
the broadest terms, devises effective methods to teach
community medicine, and identifies metrics by which
to evaluate such teaching. In addition, the close con-
nection between family medicine and public health
agencies and public health strategies needs to be fur-
ther strengthened and emphasized.

A seeming paradox is that while the discipline of

family medicine places the concept of the family as
central to the uniqueness of the discipline, this attribute
does not appear to be viewed in this way by many family
physicians. For example, in the FEM research only 59%
of family physicians mentioned family as being impor-
tant in the practice of family medicine. This finding sug-
gests the need to redefine the focus on family in broader
terms, because the notion of family is variable and often
in flux. Among the implications for residency education
is the need to place primary emphasis on the impact of
the family on the health of the individual patient and
secondary emphasis on treating the entire family unit as
patients. Also, residency training should foster increased
sensitivity to the wide spectrum of arrangements inher-
ent in the concept of family in current American society,
given that many individuals do not consider themselves
part of a traditional family unit.

Impact of Changing Demographics

The changing demographics of the US population,
including an aging population, a growing propor-

tion of minorities, and an increasing emphasis on
multiculturalism, rather than a melting pot model,
present new challenges to family physicians and the
health care system as a whole. Family physicians must
grapple with issues of cultural differences; variable
understandings of and approaches to health, illness,
and health care; disparities in health and health care;
and special needs of certain populations. Additionally,
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the house of medicine itself is changing, with women
and older students making up a growing percentage of
the medical student and resident population, and with
training institutions continually striving to train and
promote more physicians from historically underrep-
resented minority groups.

Current training models have attempted to address
these issues by adding training in cultural competency.
To meet all the challenges arising out of the changing
demographics in the United States, however, family
medicine education will need to take a comprehensive
approach, integrating behavioral medicine and cul-
tural proficiency into all curricular components, with
attention to the special needs of various populations,
recruitment and promotion of minority physicians, and
systemwide advocacy on behalf of patients.

Residency Education and the New Model

of Family Medicine

The task of designing and implementing a revised
model of family medicine residency education is a
work in progress. Great opportunities and challenges
are associated with creating a new family medicine
education model that builds on the experience of the
last three decades and prepares family medicine gradu-
ates for the future. The key concept, which must be an
integral part of whatever new systems are designed, is
that the educational process must train family physi-
cians who can function optimally in the New Model
practice environment. This environment will require
family physicians who are able to humanize medicine
by forming intimate, trusting, and long-term relation-
ships with their patients; who understand and practice
process-oriented care; who utilize the biopsychosocial
model to create satisfying patient-physician relation-
ships with children and adults; who actively measure
and strive to improve outcomes; whose practices are
driven by information system access to evidence-
based principles of care; and who are adaptable to and
involved in the creation of relevant new knowledge.

The Role of Medical Education in Enhancing
Science and Quality

Participation in the generation of new knowledge
must become integral to the activities of all family
physicians and, therefore, should be incorporated into
family medicine training. In addition to incorporating
practice-based research into the values, structures and
processes of family medicine practices, departments of
family medicine will be challenged to engage in highly
collaborative research that produces new knowledge
about the origins of disease and illness, how health is
gained and lost, and how the provision of care can be
improved. To make such research a reality, a national

entity should be established to lead and fund research
on the health and health care of whole people.

Related to but distinct from efforts to enhance the sci-
ence underlying the specialty of family medicine, medical
education must also intensify its focus on quality-related
issues. To address the quality goals specified in the IOM
Chasm Report, close working partnerships must be devel-
oped between academic family medicine and community-
based family physicians. In addition, family medicine
residency programs should track and report regularly the
ongoing performance of their residents on the 6 IOM
quality measures and to modify their training programs as
necessary to improve performance.

Addressing the Declining Interest in Family
Medicine Among Medical Students

A major challenge facing family medicine is the declining
interest in the discipline among medical students. Medical
students, who are key to the advancement of family medi-
cine as a discipline, have increasingly been drawn away
from the specialty. In 1997 nearly 400 family medicine
residency programs across the country attracted 2,340
US medical school (MD) seniors through the National
Residency Matching Program, representing 17.3% of US
medical school graduates. In the 2003 match, 1,234 US
seniors chose family medicine, a decline of nearly 50% in
a period of only 6 years.”!

Departments of family medicine must continue to
develop, implement, disseminate, and evaluate best
practices in expanding student interest in the specialty,
including strategies for exposing medical students to
the New Model of family medicine, the core attributes
and values of family medicine, and the basket of ser-
vices provided by family physicians.

Comprehensive Family Medicine Career
Development Program

One strategy to increase student interest would be

to design and implement a comprehensive family
medicine career development program, encompassing
elementary through postgraduate education, which
would be coordinated across the discipline and involve
all major national family medicine organizations. The
concept behind this strategy would be to engage family
physicians across the country in identifying youth who
have the potential to become future family physicians,
with the focal point being the science and art of caring
that distinguishes the family medicine model.

Through the program, family physicians would
strengthen their presence in local school systems,
providing health and related education and guidance
targeted to students from elementary through high
school. Summer and work experiences in the practices
of these physicians would reinforce the family medi-
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cine career option as realistic and compelling. Their
physician mentors would support their students’ college
applications.

When these students return home during their col-
lege years, they would have an opportunity for credit
experiences by performing work or research functions
in these same practices. In the process, many would
encounter medical students and residents engaged in
professional education.

The full-time faculty counterparts of these com-
munity physicians (and some community physicians
themselves) would simultaneously serve as advocates
in the admissions process for these students, whose
applications would be strengthened through their expe-
riences and whose ultimate specialty choice would be
positively influenced toward family medicine. These
students would, in turn, serve as powerful role models
for successive generations of students as they progress
through medical school and residency, and as they
assume leadership positions in their profession and in
the community.

Comprehensive Lifelong Learning

Appropriate design of processes and systems is needed
to ensure that all family physicians, regardless of
professional role, practice locale, or career stage will
continue to deliver the core attributes of family medi-
cine throughout their careers. The best way to accom-
plish this goal is to develop a comprehensive lifelong
learning program for each family physician based on
continuous personal, professional, and clinical practice
assessment and improvement.

Domains of Management Mastery

The core attributes of family medicine that must be
maintained and enhanced throughout the family physi-
cian's career can be organized into a discrete number of
general domains. These domains, which are consistent
with the domains of the Accreditation Council for
Graduate Medical Education and the American Board
of Medical Specialties core competencies (medical
knowledge, practice-based learning, professionalism,
system-based practice, patient care, and interpersonal
and communication skills”), include the following
competencies:

Management of knowledge and information enables
the family physician to access information quickly and
efficiently, to translate that knowledge effectively in
the context of individual patient's needs, and to com-
municate that information efficiently to patients and
colleagues.

Management of relationships requires a continu-
ously improving ability to develop constructive rela-
tionships with the patient, members of the patient's

family and community, and members of the health care
team, consultants, and administrators.

Management and integration of care process allows
the family physician to engineer, design, and continu-
ously improve processes of care in all settings in which
a family physician may practice, including system
design and evaluation skills as well as leadership and
management expertise.

Cultural proficiency is essential. As the US popula-
tion becomes more culturally diverse, family physicians
will need to acquire or enhance the skills required to
care for patients from diverse cultural, racial, ethnic,
economic, and geographic communities.

A Context for Career-Long Learning

and Improvement

Whereas traditional continuing medical education has
served to meet many of the original goals for which it
was designed, the current model is not adequate to meet
the emerging needs of patients, physicians, or health
delivery systems. The traditional approach has assumed
that once the residency program is completed, a fam-
ily physician enters a state of personal and professional
proficiency requiring only maintenance. In reality, the
literature strongly suggests that all professionals, includ-
ing physicians, continuously develop, grow, and change
throughout their careers.”>78

Among the suggestions proposed is that devel-
opmental processes and stages of a family medicine
career be used to generate a foundation for a lifelong
learning curriculum. Central to this process is a system
to ensure active mentoring of physicians throughout
their careers. A developmental approach to a process of
continuous personal development is essential to address
adequately the personal attributes that are so important
in the New Model of family medicine.

This type of developmental approach can be sepa-
rated into the following 3 components: the development
of the family physician as a person, the development
of the family physician as a practicing professional, and
the development of the family medicine patient care
environment as a facilitative environment conducive to
improved patient and population outcomes.

The Family Physician as a Person

An opportunity for reflection and a broader understand-
ing of personal wellness and development should be
integral parts of a family physician's practice. Integration
into communities of learners will allow family physicians
to compare their practices and learn from one another
as well as to provide mutual support. A formal process
of mentoring should begin during the family medicine
residency program and should be maintained through-
out the lifetime of a family physician.
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The Family Physician as a Practicing Professional

A lifetime curriculum for family physicians should be
developed that extends beyond the residency pro-
gram and continues throughout the course of a family
physician’s career. This lifetime curriculum should be
based on 2 important principles. First, it should be
developmental, focused on the most common tasks to
be accomplished at each stage of a family physician's
career. Second, it should be based on an ongoing sys-
tem of self-evaluation in which family physicians reflec-
tively evaluate their own professional skills and quality
of care in a context that allows them to compare their
performance with that of other family physicians and
their peers and with guidelines for effective care.

The Family Medicine Patient Care Environment
Traditionally, continuing medical education has focused
on competency and skill development as attributes

of physicians. The future viability of family medicine
rests in large part on being able to demonstrate the
quality of care provided. Accordingly, the process of
continuous personal, professional, and clinical practice
development implemented as part of the New Model
of family medicine should be based on creating prac-
tice behavior changes that result in improved patient
outcomes and personal productivity. The process for
the continual improvement of clinical practice in family
medicine must begin with a close working relationship
between the academic community and the practice
community. This relationship should be iterative, with
research creating new practice innovations, which in
turn create new questions for research.

Practice Enhancement

Traditionally, continuing medical education has been
measured in contact hours with prescribed or elec-

tive credit awarded to family physicians based on time
spent in the activity. The goal of continuing education,
however, is not simply to improve physician knowl-
edge, but to change physician and practice behavior
and thereby improve patient outcomes. What family
medicine currently lacks is a process by which prac-
tice groups can work together to assess, measure, and
improve the quality of care as measured against broad-
ly recognized benchmarks. A system of continuous
personal, professional, and clinical practice develop-
ment based on learning modules completed by practice
units or groups can achieve this objective.

The new maintenance of certification process for
family physicians requires self assessment using vali-
dated, Web-based instruments and patient simulation;
a computer-based version of the traditional cognitive
examination; and evidence of continuous practice
improvement. Physicians will be expected to demon-

strate improved patient care through implementation
of evidence-based guidelines, meeting performance
benchmarks, measuring quality, and improving patient
outcomes. This process will be an essential part of the
lifelong assessment of family physicians.

Tools for Practice Enhancement

The following 3 components should be part of the com-
prehensive practice improvement system that is designed
for family medicine: (1) standardized electronic informa-
tion systems in family medicine offices, as described ear-
lier in this report; (2) a vibrant process of evidence-based
review and practice-based research to define the most
up-to-date guidelines for clinical practice; and (3) a self-
assessment system to allow physicians to receive timely
feedback regarding both their personal skills and their
practice outcomes in comparison to their peers.

In implementing these practice enhancement tools,
it will be essential to have an infrastructure to support
multipractice improvement efforts, including a network
of family medicine offices that can develop and ensure
standards of patient care quality and safety. A central
concept behind the continuous practice improvement
program will be the use of amalgamated data from
multiple practices to define questions of importance for
improving the care of family medicine patients. The
resulting reviews of the medical literature and prac-
tice-based research can then be used to develop care
guidelines, which will form the foundation of a series
of practice improvement modules. Each module will
contain tools for self-assessment of the practice, infor-
mation about the current guidelines and the evidence
behind the guidelines, and measurement instruments
the practice can use to compare themselves with evi-
dence-based benchmarks in the literature and in refer-
ence to best practices in family medicine and primary
care. The results of this assessment can then be used
as a needs assessment to develop continuous quality
improvement projects in the practice and to measure
improving patient outcomes.

Recognizing and Enhancing Quality in Practice:
A System for Family Medicine

A process should be developed to reward quality stan-
dards for service and ensure the best outcomes of care
delivered in participating family medicine practices.
One recognition system will be through American
Board of Family Practice maintenance of certification
for family physicians. Other criteria might include
hours of operation, scope of services offered in the
practice, and participation of the practice in a modular-
based continuous personal, professional, and clinical
practice development program, as described above.
Participation in such a development curriculum should
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be part of both the certification process for the indi-
vidual physicians and recognition for the practice.

An Example of the Process at Work

Assume that a continuous practice improvement module
is developed for the care of patients with congestive
heart failure. A family medicine group might identify
congestive heart failure as an area for self-assessment and
practice improvement. The physicians would engage
with their office staff and colleagues in the completion
of the module. Included in this module would be read-
ing materials, audiovisual materials, and computer-based
educational training related to the care and management
of patients with congestive heart failure.

These physicians would also generate a registry of
patients in their practice who have congestive heart
failure and review the care of this patient population
to determine the degree to which it is consistent with
current guidelines as defined in the module. The audit
criteria might include an assessment of which medica-
tions these patients are using or which diagnostic tests
have been performed. The results of this review would
be submitted along with other self-assessment tools
to the central facility that provided the module, and
the physician and practice self-assessment information
would be integrated with the self-assessments from
all other practices that have completed this module.

A resulting outcome report to the practice would
indicate the degree to which the practice is compli-
ant with each of the practice guidelines and compare
the practice with its peers. Completion of this module
would result in continuing development credits for
each of the individual physicians in the practice and
might become part of the maintenance of certification
process for family physicians.

The accumulated data of all practices completing
this self-assessment instrument could serve as an impor-
tant resource for researchers studying how the quality
of care for congestive heart failure can be improved.
The final and perhaps most important step in this pro-
cess is that measurable improvement in the outcomes
of patient care would become the reference standard by
which continuous personal, professional, and clinical
practice development is measured.

BRINGING ABOUT CHANGES
IN THE US HEALTH CARE SYSTEM

Although family medicine can do much to serve the
American public through implementation of the New
Model of family medicine and through modifications
to family medicine education, ultimately broader, sys-
temwide changes will be needed to ensure a strong and
vibrant family medicine specialty.

Strategic Priorities
The FEM Project Leadership Committee believes the
US health care system can be improved and trans-
formed by focusing on 6 strategic priorities. Several of
these priorities depend primarily on the efforts of fam-
ily medicine; those priorities will require collaboration
with other groups, especially other primary care clini-
cians, with whom family medicine shares many fun-
damental objectives. Still other priorities will involve
reaching out to multiple, larger audiences. While some
family medicine priorities and recommendations are
more narrow and targeted than others, they all are
intended to heal an ailing US health care system?*
by stimulating a national conversation and fostering
actions that change how Americans think about and
use their health care system.

The 6 priorities for health system reform identified
by the Project Leadership Committee are as follows:

1. Taking steps to ensure every American has a per-
sonal medical home

2. Advocating that every American have health
care coverage for basic services and protection against
extraordinary health care costs

3. Promoting the use and reporting of quality mea-
sures to improve performance and service

4. Advancing research that supports the clinical
decision making of family physicians and other primary
care clinicians

5. Developing reimbursement models to sustain
family medicine and primary care practices

6. Asserting family medicine’s leadership to help
transform the US health care system

Taking Steps to Ensure Every American
Has a Personal Medical Home
FFM research found that only about 15% of Americans
want to go it alone in health care; most prefer an ongo-
ing relationship with a personal physician.* The Proj-
ect Leadership Committee believes that the concept of
a personal medical home will have considerable appeal
for Americans and is of great importance for high-qual-
ity effective health care. The medical home, as pro-
posed, can serve as the focal point for an individual's
health care, providing care that is accessible, account-
able, comprehensive, integrated, and patient-centered.
Accessible means that services are accessible finan-
cially (affordable, with all payers participating),
geographically (near home or work), and temporally
(available 24 hours a day, 7 days a week). Accountable
means that a medical home provides and reports ser-
vice that meets or exceeds quality standards. Compreben-
sive means that the medical home offers a wide range
of services, including health education and promotion,
preventive services, evaluation and management of
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the undifferentiated complaint, care of both acute and
chronic conditions, end-of-life care, and referral to
other clinicians as appropriate. Integrated means that the
medical home serves as the usual entry point for health
care, develops a care plan for each individual, main-
tains a comprehensive and confidential health record
for each individual, and integrates care across all pro-
fessionals (eg, consultants) and all settings (eg, home,
hospital, extended care facility, office). Patient centered
means that the medical home provides services that are
empathic, respectful, and culturally effective.

Americans value choice. At the same time, studies
show that care organized around a primary care rela-
tionship results in better outcomes at lower cost.”-?
Incentives can be developed that will allow Americans
to choose the kind of health care they want, but at a
price that reflects the effectiveness and efficiency of
the model they choose. Individuals should be able to
choose or change their medical home through an easy
and well-defined process. Maintaining a continuous
relationship with an identified personal medical home
should be supported. A standard health care covenant
should describe explicitly the mutual expectations of
the individual and the medical home.

Implementation of the medical home concept will
depend on changes in medical education and health
care funding and organization so that trainees and
clinicians will be attracted in sufficient numbers to pri-
mary care to meet the workforce needs associated with
this recommendation. In addition, efforts to enhance
health literacy among patients will need to be initiated
(including an information campaign on the benefits of
having a personal medical home), and standards for
an electronic health record will need to be developed
that promote the use of a personal medical home and
encourage research in practice improvement.

Ensuring Health Care Coverage for All Americans
Reform of the funding of American health care is

an essential part of the healing of the ailing system.
The lack of health care coverage for all in the United
States results in inequities and inefficiencies that can
no longer be sustained and should no longer be toler-
ated. It is essential that every American have health
care coverage that assures adequate funding of basic
health care services and protection against extraordi-
nary health care costs. Once the goal of health care
coverage for everyone is accomplished, tools will
need to be developed to help patients make informed
decisions about a personal medical home and health
care coverage. Family medicine will need to exercise
a leadership role both in advocating for heath care
coverage for all and in helping patients appropriately
access health care services.

Promoting the Use and Reporting of Quality Measures
Quality has proved to be a challenging notion in health
care. Although it is universally desired and most people
recognize it when they experience it, there has been
limited resolve to develop agreement on, funding of,
and measures for quality. Quality includes measures of
outcomes that patients care about (death, discomfort,
disability), as well as customer service and costs. Qual-
ity measurement, driven in part by the patient safety
movement, is gaining momentum and will be an endur-
ing challenge and opportunity for health care. As a first
step toward accomplishing this priority, family medi-
cine should develop and begin reporting regularly for
all family physicians their performance on at least one
measure for each of the IOM 6 aims of high-quality
health care: safe, timely, effective, equitable, patient-
centered, and efficient. These measures should assess
quality at the level of the whole person rather than
individual disease states and should account for patient
values and priorities.

With time, academic organizations, such as the
Residency Review Committee for family medicine,
should be expected to tie residency program accredi-
tation to acceptable performance by residency gradu-
ates. Family medicine residencies would be expected
to track and report regularly the performance of their
residents during their training against the 6 measures
and modify their training programs to improve the
performance of their graduates.

Advancing Research Supporting the Integrated Care
of the Whole Person
Clinical research traditionally has been conducted
in academic medical centers, which comprise a very
small and atypical representation of American patients
and medical practice. Thus, federally funded research
has had an uneven and inadequate impact on clini-
cal practice. Better balance in research priorities and
funding is needed to assure that generalist clinicians
have answers to the questions they confront in daily
practice. Research is an essential component of quality
and continuous improvement and should be woven into
every practice. Government funding agencies, founda-
tions, health plans, and others should promote research
by and for family physicians and other primary care
clinicians as a long-term investment to enhance patient
care and health system improvement. The AAFP has
shown considerable leadership through its Research
Initiative and the nearly $8 million that has been
invested during the past 5 years to stimulate and sup-
port research in the discipline. Sustainable sources of
noncategorical funding are needed, however, to sup-
port whole-person primary care research.

[t is time for the research needs of family medicine
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and primary care to be placed on an equal footing
with the rest of medicine. The great disparity in fed-
eral funding for primary care research compared with
research funding for the rest of medicine has meant
that important questions raised by the clinicians who
provide most of the medical care in the United States
go unexamined and unanswered. An entity should be
established to foster, coordinate, and fund research in
family medicine and primary care. A communications
network for primary care clinicians should be created
to enable them to share data, answer questions, and
solve problems that are broad based and relevant. Prac-
tice-based research networks and sentinel practice sys-
tems are examples of such networks. Because funding
drives research priorities, funding should be developed
to encourage academic and other institutions to pursue
research on the value of a personal medical home and
an integrative, generalist approach to health.

Developing Reimbursement Models to Sustain
Family Medicine and Primary Care

The current reimbursement system for primary care
practices is not sustainable. Practice resources are insuf-
ficient in the current system to accomplish many of the
tasks essential for an improved and transformed health
care system (eg, a personal medical home for every
American, electronic health records, quality monitoring
and reporting). Specific recommendations regarding
reimbursement and financial models for the practices
of family physicians are being developed by a newly
formed FEM task force, which is expected to report its
findings and recommendations in late 2004.

Asserting Family Medicine’s Leadership

to Help Transform the Health Care System
Leadership can and must be identified, nurtured, and
supported. Investment of resources and cultivation of
talent will be needed for such leaders to emerge. The
FEM Project Leadership Committee believes it is vitally
important to groom leaders within family medicine
who will change the health care landscape and to cre-
ate venues where policy makers and influence leaders
can look beyond their usual constituencies and hori-
zons to a comprehensive view of health care.

Specific steps that should be pursued in furtherance
of these objectives include (1) targeting a few major
policy initiatives and using a multipronged approach
for their implementation; (2) convening a summit of
primary care leaders as a step toward a stronger and
more unified voice within primary care; (3) organizing
a leadership center for family medicine and primary
care to serve as a focal point for cross-disciplinary
research on effective leadership strategies, to coor-
dinate leadership development and advocacy efforts,

and to cultivate resources for leadership programs and
research; (4) promoting family physicians and other
primary care advocates as leaders in their communities,
in government, and in other influential groups; and

(5) convening a blue-ribbon panel of key stakeholders
from advocacy groups, business, government, health
care professionals, health-related industries, health
plans, and labor to address comprehensive health sys-
tem reform and to articulate a compelling vision for
health care in America.

Addressing the Challenges Involving

Academic Health Centers

In addition to pursuing the 6 strategic priorities dis-
cussed above, family medicine faces the challenge of
redefining the relationship of family medicine to and
its role within the academic health center (AHC).
Undoubtedly, AHCs occupy a special niche in Ameri-
can health care and deserve much credit for the suc-
cesses of the US health care system. They train a con-
siderable portion of health care professionals, conduct
important research, and provide substantial amounts of
clinical care. Indeed, many advances in health care can
be traced directly to the work done in AHCs.

At the same time, AHCs contribute to many of the
failings of the US health care system. The concentra-
tion of resources by AHCs on ever narrower areas of
inquiry and the proliferation of investigators and clini-
cians that flow from those areas reflect AHC priorities
that typically value cure rather than prevention, sub-
specialization rather than generalism, fragmentation of
care rather than integration, and career advancement
rather than community responsiveness. The promi-
nence of AHCs and the many physicians they produce
have resulted in the values of AHCs dominating the
values of US medicine.

With the emphasis of family medicine on preven-
tion, generalism, integrated care, and community, it
is not surprising that the culture of family medicine is
often seen as incongruent with the culture of AHCs.
Despite more than 3 decades of effort, AHCs continue
to be regarded by some as a challenging environment
for family medicine. Recent studies affirm that the
medical school environment disproportionately dispar-
ages family medicine, even when compared with other
primary care disciplines.®

Many family medicine departments have not always
articulated their full value in furthering the clinical,
educational, and research missions of the AHCs. Family
medicine faculties are more likely to be consumed by
the demands of clinical care and teaching, with little
time, energy, motivation, or resources for scholarly
inquiry. As the discipline matures, family medicine is
challenged by the need to decide what role it should
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play in academic medicine. This time is also oppor-
tune for AHCs and family medicine to reexamine their
respective agendas and to commit to a shared future
around common goals.

A starting point in this process would be to orga-
nize a summit of policy makers and academic and prac-
ticing family medicine leaders to review the role of, and
make recommendations on, the future of family medi-
cine in academia. Such a summit could explore such
issues as enhancing the standing of family medicine
within AHCs, developing mentoring and leadership
development programs for family physicians, funding
family medicine research and academic development,
addressing issues in the [OM report on academic health
centers relating to primary care, and identifying strate-
gies to reverse the declining student interest in family
medicine as a career.

MOVING FORWARD: THE LEADERSHIP
AND COMMUNICATION CHALLENGE

The leadership and communication challenge fac-

ing family medicine can be aptly described as family
physicians and the process of change—Leading who?
To what> How? Those identified as “who" comprise
the various audiences for the leadership and com-
munication efforts of family medicine. Depending on
the issue involved, some audiences represent potential
allies; at other times, they represent potential adver-
saries. Target audiences include family physicians,
other primary care physicians (ie, general internists
and general pediatricians), other physicians and
health care professionals, medical students, govern-
ment and other purchasers of health care, the public,
patients, and consumer groups, medical and health
professional organizations, health plans, employer and
labor groups, and governmental and nongovernmental
policy makers.

The "what" signifies the key elements, or strategic
priorities, to achieve the compelling vision for family
medicine and the US health care system. In establish-
ing strategic priorities for family medicine, the fol-
lowing should be the overriding principle: that health
system change should be patient centered, relationship
based, quality focused, and team oriented. Whereas
the focus of the FFM project has been to identify
ways in which family medicine should create change,
it is important to recommend change that will reflect
patient values, strengthen the patient-physician rela-
tionship, assure the quality and competence of the care
provided, and reinforce a commitment to working in
the context of health care teams.

The “how" points toward specific strategies to
accomplish the agreed-upon priorities. The audiences

and the tactics will vary depending on the strategic
priority involved. For example, achieving the rec-
ommendation that every American have a personal
medical home could easily involve all the target audi-
ences, with a different tactic for each. Successful
implementation of another recommendation in this
report—that a leadership center for family medicine
and primary care be created—would likely involve a
select few audiences (eg, family physicians, other pri-
mary care physicians, and professional organizations
of primary care physicians), with specific, targeted
strategies for each.

One important conclusion from the FFM research
data is that, as a discipline, family medicine has yet to
formulate and deliver a compelling message. In carry-
ing forward the recommendations of this report, it will
be critical to address the target audiences in terms they
understand and care about and in ways that convey a
sense of the exciting and rewarding roles that family
physicians will assume in the future.

[t is particularly important that 2 audiences get this
message: family physicians and medical students. Fam-
ily physicians are a primary audience for the message
regarding the New Model of family medicine. Their
understanding, involvement, and personification of
these changes are central to transforming the discipline.
Medical students, however, represent the future. Fam-
ily medicine, to be successful, must stimulate interest
among students through a commitment to a promising
patient-centered future.

A major strength of family medicine is its local
adaptability, which has resulted in considerable hetero-
geneity within the discipline. Because of the diversity
among family physicians in terms of scope of services,
practice location, practice arrangements, demographic
characteristics of the patient population, and financial
attributes of the practice, the development of commu-
nication strategies will be challenging. Few messages
will resonate with all family physicians, so there must
be a variety of messages that take into account the
widely varying circumstances in which family physi-
cians practice medicine.

Regardless of the specific messages, it will be
important to emphasize the many benefits and oppor-
tunities presented by the New Model of family medi-
cine, including positive, rewarding relationships with
patients; intellectual stimulation; a role in truly inte-
grating patient care; an opportunity to work in multi-
disciplinary teams; an opportunity to provide effective
practice administration, to communicate with patients,
and to network with other practices; an opportunity to
make a difference in the lives of patients, their families,
and the community; a role in generating relevant new
knowledge through practice-based research; and the
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chance to use new information technology to deliver
and improve care.

Effective leadership is an essential ingredient that
will determine, to a large extent, the success of family
medicine in advocating for changes within the specialty
and in the health care system overall. By understanding
the needs of those they serve, by helping to shape a
compelling vision for a better system, and by working
in concert with the many individuals whose lives they
touch, family physicians offer the best hope for trans-
forming the health care system.

Advocacy in pursuit of the New Model of family
medicine, a reordering of health care priorities, and a
shift in the traditional medical paradigm in the United
States pose a risk for the discipline of family medicine.
Having labored mightily to gain entry into academia,
family medicine has determined that the structure needs

major renovation. Challenging the status quo means
that family physician leaders may risk the disapproval of
their colleagues and those with a vested interest in the
current system. Now, however, is the time for action.
Family physicians are well suited for leadership as they
interface with the whole system. Nothing less than the
health of the American public is at stake.

The extensive research and analyses conducted
as part of this study provide a better understanding
of the essential building blocks for a more effective,
modern family medicine specialty that will assume its
rightful role in enhancing the health and health care
of all Americans. The challenge now facing family
medicine is to take the initiative for change, engage
others truly committed to reform, and to see the pro-
cess through—in all of its complexities and risks—to
a successful conclusion.

RECOMMENDATIONS

Family physicians are committed to fostering health
and integrating health care for the whole person by
humanizing medicine and providing science-based,
high-quality care. To remain true to this statement

of identity, while continuing to meet the needs of
patients and society in a changing health care environ-
ment, family medicine must promote innovation in

the delivery of clinical services and in the education of
clinicians. In addition, family physicians and their orga-
nizations must seek out and partner with those who
share similar values and a commitment to innovation
and transformation of the US health care system. The
following recommendations, which represent a com-
pilation of major recommendations from the Future of
Family Medicine task forces, are intended to provide a
framework to guide a period of active experimentation
and innovation within the discipline.

1. New Model of Family Medicine

Family medicine will redesign the work and workplaces
of family physicians. This redesign will foster a New
Model of care based on the concept of a relationship-
centered personal medical home, which serves as the focal
point through which all individuals—regardless of

age, gender, race, ethnicity, or socioeconomic status
participate in health care. In this new medical home,
patients receive a basket of acute, chronic, and preven-
tive medical care services that are accessible, account-
able, comprehensive, integrated, patient-centered, safe,
scientifically valid, and satisfying to both patients and
their physicians. This New Model will include tech-
nologies that enhance diagnosis and treatment for a

large portion of problems that patients bring to their
family physicians. Business plans and reimbursement
models will be developed to enable the reengineered
practices of family physicians to thrive as personal
medical homes, and resources will be developed to
help patients make informed decisions about choosing
a personal medical home. A financially self-sustaining
national resource will be implemented to provide prac-
tices with ongoing support in the transition to the New
Model of family medicine.

2. Electronic Health Records

Electronic health records that meet standards which
support the New Model of family medicine will be
implemented. The electronic health record will enhance
and integrate communication, diagnosis and treatment,
measurement of processes and results, analysis of the
effects of comorbidity, recording and coding elements of
whole-person care, and promoting ongoing healing rela-
tionships between family physicians and their patients.

3. Family Medicine Education

Family medicine will oversee the training of family
physicians who are committed to excellence, steeped
in the core values of the discipline, expert in provid-
ing family medicine’s basket of services within the
New Model of family medicine, skilled at adapting to
varying patient and community needs, and prepared
to embrace new evidence-based technologies. Family
medicine education will continue to include training
in maternity care, the care of hospitalized patients,
community and population health, and culturally effec-
tive and proficient care. Innovation in family medicine
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residency programs will be supported by the Residency
Review Committee for Family Practice through 5 to 10
years of curricular flexibility to permit active experi-
mentation and ongoing critical evaluation of compe-
tency-based education, expanded training programs,
and other strategies to prepare graduates for the New
Model. In preparation for this process, every family
medicine residency will implement electronic health
records by 2006.

4. Lifelong Learning

The discipline of family medicine will develop a com-
prehensive, lifelong learning program. This program
will provide the tools for each family physician to cre-
ate a continuous personal, professional, and clinical
practice assessment and improvement plan that sup-
ports a succession of career stages. This personalized
learning and professional development will include
self-assessment and learning modules directed at indi-
vidual physicians and group practices that incorporate
science-based knowledge into educational interventions
fostering improved patient outcomes. Family medicine
residency programs and departments will incorporate
continuing professional development into their curri-
cula and will initiate and model the support process for
lifelong learning and maintenance of certification.

5. Enhancing the Science of Family Medicine
Participation in the generation of new knowledge will
be integral to the activities of all family physicians
and will be incorporated into family medicine train-
ing. Practice-based research will be integrated into the
values, structures, and processes of family medicine
practices. Departments of family medicine will engage
in highly collaborative research that produces new
knowledge about the origins of disease and illness,
how health is gained and lost, and how the provision
of care can be improved. A national entity should be
established to lead and fund research on the health
and health care of whole people. Funding for the
Agency for Healthcare Research and Quality should be
increased to at least $1 billion per year.

6. Quality of Care

Close working partnerships will be developed between
academic family medicine, community-based family phy-
sicians, and other partners to address the quality goals
specified in the [OM Chasm Report. Family physicians
and their practice partners will have support systems to
measure and report regularly their performance on the 6
IOM aims of high-quality health care (safe, timely, effec-
tive, equitable, patient-centered, and efficient). Family
medicine residency programs will track and report regu-
larly the performance of their residents during their train-

ing on the 6 IOM quality measures and will modify their
training programs as necessary to improve performance.

7. Role of Family Medicine in Academic
Health Centers

Departments of family medicine will individually and
collectively analyze their position within the academic
health center setting and will take steps to enhance
their contribution to the advancement and rejuvenation
of the academic health center to meet the needs of the
American people. A summit of policy makers and family
medicine leaders in academia and private practice will be
convened to review the role of and make recommenda-
tions on the future of family medicine in academia.

8. Promoting A Sufficient Family Medicine
Workforce

A comprehensive family medicine career development
program and other strategies will be implemented to
recruit and train a culturally diverse family physician
workforce that meets the needs of the evolving US
population for integrated health care for whole people,
families, and communities. Departments of family med-
icine will continue to develop, implement, disseminate,
and evaluate best practices in expanding student inter-
est in the specialty.

9. Communications

A unified communications strategy will be developed
to promote an awareness and understanding of the
New Model of family medicine and the concept of the
personal medical home. As part of this strategy, a new
symbol for family physicians will be created, and con-
sistent terminology will be established for the specialty,
including use of family medicine rather than family prac-
tice and family physician rather than family practitioner.
In addition, a system will be developed to communicate
and implement best practices within family medicine.

10. Leadership and Advocacy

A leadership center for family medicine and primary
care will be established, which will develop strategies
to promote family physicians and other primary care
physicians as health policy and research leaders in their
communities, in government, and in other influential
groups. In their capacity as leaders, family physicians
will convene leaders to identify and develop imple-
mentation strategies for several major policy initiatives,
including assuring that every American has access to
basic health care services. Family physicians will part-
ner with others at the local, state, and national levels to
engage patients, clinicians, and payers in advocating for
a redesigned system of integrated, personalized, equi-
table, and sustainable health care.
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To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orglcgilcontent/full/2/suppl_1/S3.
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