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WHAT DOES TEAM LEADERSHIP MEAN IN 
THE PCMH?
A decade ago, the Future of Family Medicine report 
supported the development of a new model of prac-
tice.1 This model quickly evolved into a clinical 
care entity known as the Patient-centered Medical 
Home (PCMH). There was much synergy for the 
new PCMH model between the primary care com-
munity and the business community. Paul Grundy, 
IBM Corporation’s Global Director of Healthcare 
Transformation, in concert with 4 practicing physi-
cian organizations, led a movement to identify the 
PCMH model as the cornerstone of a new organiza-
tion, the Patient-Centered Primary Care Collaborative 
(PCPCC). A critical step to catalyzing the PCPCC 
in 2007-2008 was defining the Joint Principles of the 
Patient Centered Medical Home adopted by the 4 
professional societies who came together to form the 
PCPCC (the American Academy of Family Physicians 
(AAFP), the American Academy of Pediatrics, the 
American College of Physicians, and the American 
Osteopathic Association). These joint principles were 
then endorsed by more organizations in family medi-
cine including the Association of Departments of Fam-
ily Medicine (ADFM).

Since its release, one of the principles in the origi-
nal language of the joint principles of the medical 
home has been a source of controversy causing ADFM 
leadership to evolve in our thinking2:

“Physician-directed medical practice—the personal physi-
cian leads a team of individuals at the practice level who col-
lectively take responsibility for the ongoing care of patients.”

It is also noteworthy that the landscape of the “physi-
cian’s practice” has changed with far fewer physician-
owned solo practices today than were in existence a 
decade ago.

In early 2014, ADFM, along with our sister aca-
demic family medicine organizations in the Council of 

Academic Family Medicine (CAFM): the Association 
of Family Medicine Residency Directors (AFMRD), the 
North American Primary Care Research Group (NAP-
CRG), and the Society of Teachers of Family Medicine 
(STFM), published  “The Four Pillars of Primary Care 
Physician Workforce Reform: A Blueprint for Future 
Activity.”3 The AAFP and ABFM collaborated with 
CAFM to approve the “four pillars” concept featured 
in this publication. A notable bullet in the four pillars 
model under practice transformation states:

“Practice teams must include generalist physician leaders 
who serve as role models, and who deliver comprehensive, 
broad-scope primary care.”

The language contained within this bullet was very 
intentional to mean that generalist physician leaders 
were to be on teams among other health professional leaders. 
Leadership within teams is 1 of the 4 core skills to great 
team functioning and should not imply a hierarchical 
structure.4 In fact, these same teams should also include 
other leaders such as nurses, nurse practitioners, social 
workers, pharmacists, and psychologists, to name a 
few. With effective teams, leadership skills should be 
practiced by all members of the team—along with the 
other core skills of mutual support, clear communica-
tion, and situation monitoring in the work environment.5 
Our interpretation behind the intent of the four pillars 
language is in alignment with the sentiments expressed 
recently by Dr. Denise Rodgers, MD, FAAFP, Vice 
Chancellor for Interprofessional Programs and Direc-
tor of the Rutgers Urban Health and Wellness Institute, 
Rutgers Biomedical and Health Sciences. In her plenary 
address, “Partners in Training: Interprofessional Educa-
tion,” at the 2014 ADFM Winter meeting, Dr. Rodgers 
commented that in a given clinical care situation, the 
physician may be more remotely connected to a team 
led by another health professional. There are times when 
the physician will be at the front of the team. There are 
other times when the physician will step back and not 
be the central driver of the team’s activity, but ready to 
enter into the clinical care decision making when, and if, 
needed and willing to play a supportive role.

Leadership is often interpreted to mean a position 
of being “at the helm” in command at all times. True 
leadership happens at many levels and is often enacted 
more remotely. How we define and interpret the mean-
ing of leadership on clinical care teams in the PCMH 
is a critical conversation to have among health profes-
sionals as we move together to achieve the Triple Aim6 
for the American public.

This commentary has been prepared by members 
of the ADFM Executive Committee who were serving 
on the Council of Academic Family Medicine (CAFM) 
at the time “The Four Pillars for Primary Care Physi-
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cian Workforce Reform: A Blueprint for Future Activ-
ity” was written.
Paul James, MD; Ardis Davis, MSW; and Barbara Thompson, MD
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THE ALLOPATHIC AND OSTEOPATHIC 
WORLDS: ALIGNING OUR TRAINING TO 
MEET OUR PATIENTS’ NEEDS
Over the past year, many of us learned about the dis-
cussions between the Accreditation Council for Grad-
uate Medical Education (ACGME) and the American 
Osteopathic Association (AOA) regarding the devel-
opment of joint accreditation standards. This repre-
sented a major rapprochement between two physician 
accreditation bodies that have been separated ideo-
logically for decades. Many of us were discouraged, 
however, when these discussions apparently stalled. 
Further concern arose in response to a recent proposal 
by the AOA to create a new competency-based edu-
cational model that calls for an integration of medical 
school and graduate medical education, thereby short-
ening the training process. This could have resulted in 
primary care physicians being trained in as few as five 
years. The AOA described this as a change to address 
many of the concerns voiced by the ACGME, includ-
ing the physician workforce shortage, increased need 
for primary care, and medical student debt burden.

As we entered 2014, there was a looming feeling of 
division between the AOA and the ACGME. So what 

a welcome surprise on February 26, 2014, when email 
inboxes around the country were buzzing with excite-
ment about announcements from both the ACGME 
and AOA that they had reached a historic agreement 
to create a single graduate medical education accredi-
tation system.

As program directors, we will be navigating many 
transitions and will be facing many implementation chal-
lenges ahead. We must remember that these challenges 
are necessary to assure consistent high quality edu-
cational programs. Considering that the fate of GME 
funding continues to be uncertain, yet the need for 
physicians continues to grow, the graduate medical edu-
cation community must treat training programs and all 
residency positions as “national resources,” as Dr. Nasca 
suggested during his CEO address at the 2014 ACGME 
Annual Education Conference. A single accreditation 
system will help us to be more united in our role as 
fierce advocates and stewards of residency training.

This action could not come at a more opportune 
moment in family medicine. As the country struggles 
with solutions to the crisis in health care, our specialty 
is working hard to clearly define the role and value of 
family medicine, through efforts such as the Future of 
Family Medicine 2.0 project. The specific solutions and 
definitions may not be crystalized at this time, however, 
the absolute requirement of unity is clear. We need to 
unite and speak with one clear voice as decisions and 
policies are made locally, regionally, and nationally.

As program directors, we have long recognized 
that quality physicians come from both pathways. 
Our increased application numbers are in part due to 
the greater numbers of osteopathic students as new 
schools are created and current schools increase their 
class sizes. Osteopathic schools have a solid tradition 
of graduating higher percentages of primary care phy-
sicians than do the allopathic schools. A single accredi-
tation system can help free us of the politics that 
distracted us from our daily reality of training a quality 
primary care workforce.

We look forward to embarking on this historic 
journey. Many program directors and students are anx-
iously anticipating the decision regarding the future of 
the AOA and National Residency Matching Program 
matches and can only hope for their timely unification 
as well. The news of a single accreditation system is a 
positive step toward training a workforce that provides 
comprehensive, cost effective, and patient-centered 
care for modern times.
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