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ABSTRACT

BACKGROUND To lay the groundwork for the development of a comprehensive
strategy to transform and renew the specialty of family medicine, this Future of
Family Medicine task force was charged with identifying the core values of fam-
ily medicine, developing proposals to reform family medicine to meet consumer
expectations, and determining systems of care to be delivered by family medicine
in the future.

METHODS A diverse, multidisciplinary task force representing a broad spectrum
of perspectives and expertise analyzed and discussed published literature; find-
ings from surveys, interviews, and focus groups compiled by research firms con-
tracted to the Future of Family Medicine project; and analyses from The Robert
Graham Center, professional societies in the United States and abroad, and others.
Through meetings, conference calls, and writing, and revision of a series of sub-
committee reports, the entire task force reached consensus on its conclusions and
recommendations. These were reviewed by an external panel of experts and revi-
sions were made accordingly.

MAJOR FINDINGS After delivering on its promise to reverse the decline of gen-
eral practice in the United States, family medicine and the nation face additional
challenges to assure all people receive care that is safe, effective, patient-centered,
timely, efficient, and equitable. Challenges the discipline needs to address to
improve family physicians’ ability to make important further contributions include
developing a broader, more accurate understanding of the specialty among the
public and other health professionals, addressing the wide scope and variance in
practice types within family medicine, winning respect for the specialty in aca-
demic circles, making family medicine a more attractive career option, and deal-
ing with the perception that family medicine is not solidly grounded in science
and technology.

The task force set forth a proposed identity statement for family medicine, a
basket of services that should be reliably provided in family medicine practices,
and an itemization of key attributes and core values that define the specialty.

It also proposed and described a New Model of family medicine for people of
all ages and both genders that emphasizes patient-centered, evidence-based,
whole-person care provided through a multidisciplinary team approach in set-
tings that reduce barriers to access and use advanced information systems and
other new technologies.

The task force recommended a time of active experimentation to redesign the
work and workplace of family physicians; the development of revised financial
models for family medicine, and a national resource to provide assistance to indi-
vidual practices moving to New Model practice; and cooperation with others pur-
suing the transformation of frontline medicine to better serve the public.

CONCLUSIONS Unless there are changes in the broader health care system and
within the specialty, the position of family medicine in the United States will be
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untenable in a 10- to 20-year time frame. Even within the
constraints of today’s flawed health care system, there are
major opportunities for family physicians to realize improved
results for patients and economic success. A period of aggres-
sive experimentation and redevelopment of family medicine
is needed now. The future success of the discipline and its
impact on public well-being depends in large measure on
family medicine’s ability to rearticulate its vision and compe-
tencies in a fashion that has greater resonance with the public
while substantially revising the organization and processes by
which care is delivered. When accomplished, family physi-
cians will achieve more fully the aspirations articulated by the
specialty’s core values and contribute to the solution of the
nation’s serious health care problems.

Ann Fam Med 2004;2:533-S50. DOI: 10.1370/afm.134.

TASK FORCE CHARGE: Consider the core attri-
butes and values of family medicine and pro-
pose ideas about reforming family medicine
and primary care to meet the contemporary
needs and expectations of the people of the
United States.

THE PROBLEM IN CONTEXT

y 2002 the specialty of family medicine had

delivered on its promise to reverse the decline of

general practice'? and provide personal, frontline
medical care to people of all socioeconomic strata and
in all regions of the United States.? All was not well,
however, either with family medicine or with health
care in general *!

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

1516 and mental health care struggled

remained weak,
for recognition and parity.'” There was renewed
uncertainty about the adequacy of the health care

18-26

workforce, '8¢ confirmation of important disparities in

health and health care,?” alarm about medical errors in

2829 and concern about accel-

all health care settings,
erating health care spending, with a return to double-
digit price escalation in health insurance premiums
while the national economy slumped.’?' Personal
stories of despair and forecasts of collapse of the health
care system were daily fare in the newspapers.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 providers

having a defined and central role. Soon this optimism

gave way to great frustration when, instead of integra-
tion of care in the context of a sustained partnership
between patients and their personal physicians, new
layers of administrative decision makers—with arguably
conflicting 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.

Trust eroded as relationships were fractured repeat-
edly by 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, provider to provider, and system of care
to system of care. The daily work at family medicine's
front line became known as "hamster medicine,” as
physicians and their staffs worked harder and harder in
a struggle to maintain their economic status. Few fam-
ily physicians lacked for patients, but for many physi-
cians work devolved from meaningful service grounded
in rich, personal relationships, into jobs designed to
manufacture health care that too often neither healed
nor relieved suffering.’® While medical expenditures
increased, net income for physicians declined, more so
for primary care physicians than 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 that it was necessary to redefine it in order
to establish a basis for study. The IOM definition clari-
fied that primary care is not a discipline or specialty but
a function that is essential as the foundation of a suc-
cessful, sustainable health care system.?” Although many
types of providers laid claims to providing primary care,
the IOM concluded that the evidence pointed to fam-
ily physicians, general internists, general pediatricians,
and many nurse practitioners and physician assistants
as being the key primary care providers in the United
States. That family physicians were key providers of
primary care was indisputable; thus, family medicine and
primary care were and remain intertwined.?®

The 1996 IOM report on primary care was pre-
pared at a time when universal coverage and health
care reform on a national scale were anticipated. Such
was not to be, however, and the report’s call for invest-
ment in primary care went largely unheeded. In the
years since the issuance of that IOM report, the rate of
growth in the specialty physician pool has continued
to far exceed the rate of growth in family medicine and
other primary care specialties, which is reflected in the
minimal growth in numbers of primary care physicians
per 1,000 population compared with the growth expe-
rienced by specialists other than primary care physi-
cians (Figurel).
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Figure 1. Number of office-based physicians
per 1,000 people in the United States

lated 6 aims for the 21st century health care
system (Table 1).
These aims were widely perceived to be
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valid and were embraced by many family phy-
sicians as being consistent with their purpose
and their aspirations. The report went further
and proposed rules that could guide the rede-
sign of health care away from a decaying and
failing system toward a new system of which
the United States could be proud (Table 2).
These rules were yet another call to action that
was consistent with the goals and natural incli-

nations of family physicians and others com-

Source: the Robert Graham Center, Washington, DC.

mitted to robust primary care for the nation.
With such a report prominently displayed

Meanwhile, interest expressed by medical students
in family medicine declined,® which was manifested by
declining match rates into family medicine residency
training programs (Figure 2).

As the 21st century began, a sustained focus on
the quality of health care in the United States by the
IOM culminated in widely received publications that
provided ominous warnings regarding the overall state
of health care in the United States.?®4° The 2001 IOM
report, Crossing the Quality Chasm: A New Health System
for the 215t Century*® (the Chasm Report) made the
startling assertion that the health care system of the
United States was so flawed that it could not be fixed
and required an overhaul. This landmark report articu-

on the national scene and with family physi-
cians being such an important part of a flawed system,
the importance of careful but definitive action became
clear. A weak economy, huge deficits at the federal and
state levels, growing numbers of uninsured persons, and
health care expenditures once again on a steep rising
curve united to create a sense of urgency that some-
thing needed to be done.

At the level of the discipline, family medicine was
challenged by contradictions and tensions, including
confusion about family medicine being a reform move-
ment (a solution) or an incumbent medical specialty
(a problem), questions regarding whether family physi-
cians should be considered generalists or specialists,
debate about family medicine being vital for all or an

Figure 2. Positions offered and filled with US seniors in March 1992-2003.
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Source: American Academy of Family Physicians, Leawood, Kan.
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Table 1. Six Aims for the 21st Century Health Care System

Safe—Avoiding injuries to patients from the care that is intended to help them

Effective—Providing services based on scientific knowledge to all who could benefit and
refraining from providing services to those not likely to benefit

Patient-centered—Providing care that is respectful of and responsive to individual patient
preferences, needs, and values, and ensuring that patient values guide all clinical decisions

Timely—Reducing waits and sometimes harmful delays for both those who receive and those
who give care

Efficient—Avoiding waste, including waste of equipment, supplies, ideas and energy

Equitable—Providing care that does not vary in quality because of personal characteristics such
as gender, ethnicity, geographic location, and socioeconomic status

Source: Institute of Medicine. Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, DC:

National Academy Press, 2001.

have viewed as a failure of fam-
ily medicine to achieve its full
potential. To some extent, family
physicians could be character-
ized as preferring to be separate,
anti-intellectual, and victimized.
Many recognized that a time had
arrived when family physicians
needed and were needed to con-
nect, integrate, discover, and lead
toward a high-performance health
care system.

Table 2. Simple Rules for the 21st Century Health Care System

Current Approach New Rule

Care is based primarily on visits Care is based on continuous healing relationships

Professional autonomy drives variability Care is customized according to patient needs and

values
Professionals control care The patient is the source of control
Knowledge is shared and information flows freely

Decision making is evidence-based

Information is a record

Decision making is based on training and

experience
Do no harm is an individual responsibility ~ Safety is a system property
Secrecy is necessary Transparency is necessary
The system reacts to needs

Cost reduction is sought

Needs are anticipated
Waste is continuously decreased

Preference is given to professional roles Cooperation among clinicians is a priority

rather than the system

Source: Institute of Medicine. Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, DC:

National Academy Press, 2001.

RESEARCH

In this context, the leaders of 7
national family medicine orga-
nizations agreed it was essential
that family medicine be respon-
sive to the needs and demands
of the public and agreed to take
the lead toward constructive
change based on quantitative
and qualitative research. As a key
preparatory step to the develop-
ment of this report, the orga-
nizations chartered a national
study conducted by independent
contractors (Greenfield Consult-
ing Group and Roper ASW) to

develop an objective, unbiased

option for a few, concerns regarding the knowledge
base underlying training in family medicine, and uncer-
tainty about the intrinsic value of some of the services
provided by family physicians.*!

Historian Rosemary Stevens argued that 3 things
helped explain the situation of family medicine**:

e Family medicine lacked a clearly established role
through a formal, nationwide administrative struc-
ture for primary care.

® There was insufficient differentiation of family
medicine from the rest of medicine while becom-
ing entrenched in the medical establishment as a
specialty, but only 1 of several overlapping and
competing primary care fields.

e A difficult environment resulted from simulta-
neously too many and too few changes in the
cultural and political scene of the United States
to establish family medicine as a foundation of
health care as originally envisioned.

Looking inward at the discipline, some suggested
that McWhorter's work outside medicine* identified a
cultural malady that might also be at work among fam-
ily physicians and could partially explain what some

understanding of the contemporary situation of fam-
ily medicine in the United States. This research 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?

® What are the challenges family medicine must
overcome to meet contemporary expectations of people?

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

e What, if anything, is distinct about family physicians?

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

e What are family medicine’s most promising, but
unrealized opportunities?

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

In 2002, the study contractors first conducted quali-
tative research involving 15 interviews with thought
leaders in and outside family medicine, 5 focus groups
with family physicians; 13 focus groups with patients
(2 groups with patients who had a family physician, 4
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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 resident 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 specialists, 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 and Medicaid administrators, nurse
practitioners, and patients.

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

e Family physicians are not recognized by the
public for what they are and what they do. Nor are
family physicians distinguished by the public from a
host of other health care providers, many of whom
are not medically trained. Indeed, the words “family”
and "“practitioner” were often found to confuse people
and suggest that family physicians lack scientific back-
ground and competence. A host of terms (PCP, primary
care provider, gatekeeper, family practitioner, family
practice doctor, generalist, general practitioner, general
physician) confuse people.

e General internists also lack recognition among
the public. The services they provide and the roles
they play are more similar to than different from family
physicians. General pediatricians are well recognized as
baby doctors, especially for preschool children.

e 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 keep up with all
of the advances in medicine.

e 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: nonjudgmental, understanding, and support-
ive; honest and direct; acts as partner in maintaining
health; listens effectively; and attends to patients’ emo-
tional and physical health.

e While 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
illnesses and who treats the patient as a whole person
and the perception that it is not possible for any one
physician to be knowledgeable and skilled in all areas
of medicine.

e The US population is enamored with science and
technology and they want their physicians to be tech-
nologically savvy. By and large, however, the public
does not associate family physicians with science and
technology.

e Patients have a hard time differentiating family
medicine from other primary care specialties, notably
not distinguishing clearly between family medicine and
general internal medicine.

e Only about 1 in 10 Americans spontaneously
named family physicians as primary care specialists.

e Of those who have a family physician as a pri-
mary care physician, 38% were not aware that their
physician was a family physician.

e Of those who believed that their primary care
physician was a family physician, in 33% of the cases
that perception was incorrect.

e Patients expect high-quality health care, but
instead of using quality as a selection criteria for physi-
cians, 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 forgive many of the inadequate
service aspects of their care.

It is critical to understand evolving patient expecta-
tions. In addition to influencing the future shape and
direction of health care in the United States, they pres-
ent opportunities and challenges for the redesign of the
work and workplace of family physicians. As a result,
one key challenge to family medicine as it goes about
reinventing itself is not only to heed current knowl-
edge on patient expectations, but to predict accurately
emerging desires and expectations; in a sense, to help
shape the expectations of their patients.

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
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Table 3. Major Challenges Facing Family Medicine

Generating an understanding of family practice.

Despite its 30-year history, neither the general public nor health care
professionals understand all that family practice represents

Organizing individuality.

There is significant variance in practice scope from one family
physician to the next. As a specialty, family medicine has
deliberately resisted specific definition from the beginning

Winning respect in academic circles.

Family medicine suffers as a result of not having gained the respect
and resultant endorsement of key academic institutions. Some
medical schools feel that family medicine will bring neither money
nor recognition to the school; as a result, they neither support the
specialty nor encourage students to pursue it

Making family medicine an attractive career option.

Issues requiring attention include: inadequate remuneration, little
recognition in the medical field, managed care challenges, quality
of care yielding to pressures to increase the quantity of visits, and
specialists thinking general internists are better diagnosticians than
family physicians

Addressing the obsession with science and technology in the
United States.

Family medicine is associated with neither; some people think
family physicians are old-fashioned and cannot handle more
critical health issues. There is a conspicuous absence of family
medicine breakthrough research

residents in other specialties, 5 major challenges were
identified that will influence the future viability of fam-
ily medicine (Table 3).

These challenges were centered around developing
a broader, more accurate understanding of the spe-
cialty; addressing the wide scope and variance in prac-
tice types within the family medicine umbrella; winning
respect for the specialty in academic circles; making
family medicine a more attractive career option; and
dealing with the perception that family medicine is not
solidly grounded in science and technology.

After reviewing the research findings and consider-
ing the implications of these 5 challenges, the task
force concluded that unless there are changes in the
broader health care system and within the specialty, the
position of family medicine in the United States will be
untenable in 10- to 20-years.

The summative finding of the specialty being in an
untenable position unless changes are made was star-
tling and conflicted with evidence about the contem-
porary importance of family physicians. For example,
there are more family physicians than any other single
category of primary care physician (Table 4), and
unlike when the specialty was formed, there is now a
substantial clinical workforce committed to primary
care and a growing number of family physicians.

Furthermore, as shown in Figure 3, many counties
would become shortage areas without their family
physicians.

Figure 4 shows that physicians' offices, particularly
primary care physicians' offices, are the location where
more people receive formal health care than any other;

Table 4. Estimated Number of Professionals
in the United States in 2000

Category Number
Family physicians/general practitioners 86,321
(71,106 FP+ 15,215 GP)
General internists 70,362
General pediatricians 39,176
Osteop;t_hic family physicians/general 28,407
practitioners
Nurse practitioners 102,829
Physician assistants 45,311

Source: The Robert Graham Center, Washington, DC.

indeed, 14 times as many people receive care in a
primary care physician's office in an average month as
receive care in a hospital.

Furthermore, people beset with the nation's priority
health problems rely on family physicians and general
internists as their usual source of care (Table 5).

Indeed, the latest nationally representative data
available (2000 National Ambulatory Medical Care
Survey) confirmed that family physicians continued to
be the medical specialty providing more office-based
visits (199 million) than any other specialty,* while
independent practice by nurses, as proposed by some,*
was virtually undetectable in national data sets.

Disturbing trends were confirmed, however, using
additional data from sources other than the FFM
research project. For example, the proportion of visits
to family physicians for acute, chronic and preventive
care was found overall to be in decline (Table 6).

A steady and progressing decline in the percent-
age of US physicians who were family physicians from
1980 through 1999 was confirmed, accompanied by a
persistent pattern of high productivity by family phy-
sicians in terms of numbers of visits. The combined
trends of family physicians comprising a decreasing
proportion of the physician population and conduct-
ing a smaller proportion of the visits people made to
physicians were not the situation for other primary care
physicians and other specialists (Figure 5).

The task force reviewed and debated the FFM
research findings and reached a consensus that the find-
ings should generally be accepted. The task force also
concluded, however, that the problems afflicting family
physicians did not include irrelevance or obsolescence.
They recognized that family medicine is being affected
by a combination of factors that are at once problems
and opportunities: fundamental inadequacies in the US
health care system that include inappropriate and inad-
equate financing arrangements, unprecedented knowl-
edge and technological advances, and mismatches
between what is needed and wanted by people and
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Figure 3. Simulation of whole county primary care health professions shortage areas (PCHPSAs) without
family physicians (FPs) in 1999.

[ Becomes a full PC HPSA
[ Not a full PC HPSA
[ Already a full PC HPSA

PC = primary care; FP = family physicians; HPSA = health professional shortage area.

Source: The Robert Gaham Center: Policy Studies in Family Practice and Primary Care.

Figure 4. 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

DN

21 visit a hospital outpatient clinic

14 receive home health care

13 visit an emergency department

" 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.
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Table 5. Distribution by Soedialty of the Usual S f Care f of the extensive FFM survey
able >. .IStrl ution Y p.e$|a ty of the Sua ource ot (are tTor research make it clear that
People With Selected Conditions and a Physician as That Usual Source o
the future contributions and
General Internal  General well-being of the discipline
Family Medicine Medicine Pediatrics All Others lie, in part, in the ability of
Condition % % % % fami . .
amily medicine to rearticu-
Arteriosclerotic 56 31 0.0 14 late its vision and competen-
cardiovascular disease . fashi hat h
Stroke 56 34 0.9 9 cies in a rashion t aF as
Hypertension 63 28 0.2 8 greater resonance with the
Diabetes 67 23 0.6 10 public while substantially
Cancer 60 26 2.3 11 revising the organization
Chronic obstructive 62 2> 54 » and processes by which care
pulmonary disease is delivered. When accom-
Asthma 58 15 20.8 6 . . ..
. ) plished, family physicians
Anxiety, depression 62 20 7.0 1 . .
will achieve more fully the
Note: Based on 1996 Medical Expenditure Panel Surveys. aspirations articulated by the

what family physicians are positioned currently to pro-
vide. Previous approaches to primary care and models
of family practice are inadequate. Critical contributions
of primary care and family medicine that are essen-

tial to high-performance health care are struggling to
survive, much less excel, in a chaotic, almost malevo-
lent health care system gone awry. The next time for
change and adaptation has arrived.

THE WAY FORWARD

Functioning within a health care system that is broadly
viewed as flawed and failing, and where the specialty

is both underappreciated and underrecognized, family
medicine nevertheless finds many of its core attributes
highly sought after by the American public. The results

Table 6. Proportion of Visits to Family Physicians
and General Practitioners for Selected Problems

Problem 1980-1992 1993-1999
General examination 40 37
Pharyngitis 48 41
Otitis Media 30 24
N1 pregnancy 18 10
Contraception 23 21
Menopause 31 16
Asthma 28 26
Diabetes 41 34
Obesity 62 48
High blood pressure 49 41
Migraine 38 34
Benign prostatic hypertrophy 8 15
Depression 39 39
All 30 25

Source: Based on National Ambulatory Medical Care surveys, National Center for
Health Statistics, US Public Health Service.

specialty’s core values.

Even within the constraints of today's flawed
health care system, there are great opportunities for
family physicians to redesign their models of practice
to realize improved results for patients and economic
success. In fact, because major elements of the US
health care system are in disarray, an environment
exists where the reconfiguration and reengineering
of the basic elements of office-based family medi-
cine may meet less resistance—and more outright
demand—than would be the case in a system more
generally viewed as performing adequately. To realize
fully the aspirations of the discipline, however, there
must be major changes both in the organization and
financing of health care services in the United States
and within the specialty itself.

The undertaking of major change always carries
with it equal elements of risk. Certainly risks exist for
family medicine as it strives to leave old patterns and
practices behind while mapping out a new course that
will express adequately its values and reengineer its
processes. The alternative of the status quo, on the
other hand, carries its own and perhaps greater risk.

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—a discipline that would be
more highly recognized and valued by the public. The
challenge now facing family medicine is to take the
initiative for change, engage others truly committed to
reform, and to see it through—in all its complexities
and risks—to a successful conclusion.

In preparing to move the specialty of family medi-
cine forward, it is important first to articulate the core
values and competencies, key characteristics, and
identity that underlie the specialty and that position it
favorably to meet the challenges and opportunities of
the future.
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Figure 5. Percentage of physician population compared with percentage of visits seen.
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Source: American Medical Association Physician Masterfile and the National Ambulatory Medical Care Survey.

Core Values and Competencies

A necessary step in defining a new system of practice
for family physicians is to affirm the core values of

the specialty which are responsible for much that the
public currently values and trusts in family physicians.
A challenge to family medicine is to articulate these
core values in a sufficiently distinctive way so they are
recognized by the public as central to what people seek
from their personal physician. To date, family medicine
has not succeeded in communicating to the public what
family physicians are or what they do.

Family physicians are committed to continuing, com-
prebensive, compassionate, and personal care for their patients.
They are concerned with the whole person, 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 373847

Continuing care means providing care that fosters
trustful relationships between patients and physicians
over time. Comprehensive care provides access to what
is needed for people of any and all backgrounds and life
circumstances; in addition, it ensures the family physi-
cian is knowledgeable and willing to accept any type
of problem and take responsibility either to provide the
care or assure that care is provided by an appropriate
source. Compassion involves actually caring, not just
giving care.***” Compassion often enables long-term
relationships with patients and families that can deepen
with time and allows family physicians to share with
their patients the feelings of joy of health, the pain of
ill-health, and the grief associated with the loss of health
and life itself. Personal care is just that—personal, indi-
vidualized to each patient's needs, values, and culture.

Personal Characteristics and Competencies

of Family Physicians

The personal and professional attributes expected of
family physicians have evolved from the long history

of relationships between patients and their personal
physicians and are embraced in ideas of professional-
ism relevant to all physicians.’*' The nature of the
work and role of family physicians requires other
characteristics and competencies that suit some indi-
viduals better than others.*?°3

Family physicians must be comfortable dealing with
people of all ages and both sexes in situations that vary
in their complexity, certainty, and acuity. They must be
broadly trained with sufficient depth of knowledge to be
competent and confident in treating common ills, some
important uncommon problems, and problems that may
be specific to their patient population.” The ability to
deal with the inherent breadth, unpredictability, and
complexities of everyday practice while providing sci-
ence-based, effective, and compassionate care is a central
attribute of family physicians. Family physicians must be
adaptable to the wide variety of problems and situations
that affect their patients and include evolving diagnoses
and changing therapeutic recommendations and inter-
ventions necessary to meet the needs of each patient in
the context of his or her culture and values.>

Cognizant of the community setting in which their
patients live and work, family physicians should be able
to delineate community health problems as they affect
the health of individual patients and develop plans for
appropriate intervention. Individuals who respect all
persons regardless of their backgrounds, culture, socio-
economic status or life situation and have a deep under-
standing of human nature excel in this role. The ability
to identify with people and connect interpersonally
reassures patients and is the beginning of healing rela-
tionships that can produce maximum health benefits.

Clear communication with each patient, other
involved persons, and the rest of the health care system
is necessary to integrate patients’ care.’® This ability
requires simple, honest, open, and caring communica-
tion free of jargon or vocabulary that few understand.
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The questions and concerns of all involved need to be
considered. Effective communication involves main-
taining an open mind to new information and evolving
situations. A willingness to obtain additional opinions
and information is essential.

Today's ideal family physician is driven by curiosity.
What is there about this patient that is contributing to
his or her disease? How effectively is the health care sys-
tem responding to the needs and wishes of this patient?
The process of learning and discovery is lifelong, and
the opportunities to learn about health and disease as

viewed daily by family physicians are abundant.’”>°

The Necessary Environment for High-Quality
Practice

In the landmark Chasm Report, the IOM defined
the framework for the health care system of the 215t
century. According to the IOM, a health care system
should be safe, effective, patient centered, timely, efficient, and
equitable.* Family medicine's core values of continuous,
comprehensive, compassionate and personal care are
congruent with these rules and probably essential to
their realization.

To achieve top performance, family physicians must
work in a practice environment that fully promotes
these transforming rules. On a daily basis they must
practice scientific, evidence-based, patient-centered
care, and accept a measure of responsibility for the
appropriate and wise use of resources. To assure every
person in America a personal physician and to achieve
the quality of care that could exist for everyone, family
physicians will necessarily work in teams within and
beyond their practice setting, focusing on the integra-
tion of care for each of their patients over time. To do
so requires systems that enhance quality by maintaining
access to comprehensive, compassionate, personal-
ized care; reducing unwanted variability in diagnosis
and treatment; reducing errors of misuse, overuse, and
underuse; and measuring results for individuals and

populations under care.

Managing Relationships, Information,

and Processes

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 relationships, information,

and processes.!%?

Relationship Management

Because a continuous healing relationship is the essence
of care, family physicians must be able to establish and
maintain systems and procedures that sustain an ongo-
ing partnership with patients and enable timely access

to the services their patients need. Face-to-face contact
must be supplemented with telephone, fax, e-mail, and
Internet interaction to enhance the flow of information
and promote the resolution of problems. The patient
should be able to say: "My personal physician gives me
exactly the care [ need, exactly when I need it."

Information Management

The complexity of caring for people with acute and
chronic problems and managing preventive services
for populations of patients requires the involvement of
many health professionals working in well-organized
systems and supported by information technology.®®
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 formats that allow for ready search,
retrieval, and transfer of information while protecting
patients' privacy and the confidentiality of their medi-
cal records. Electronic health records with a relational
database design and meeting national technical stan-
dards are essential. The paper medical record can no
longer provide the needed foundation for the clinical
care and research of family physicians.

Process Management

All physicians work in systems of care. Some family
physicians work in small systems; others work in very
large systems. Family physicians and their health pro-
fessional colleagues must assume responsibility for the
constant assessment and improvement of their care.
Patients, the central focus of the family physician's
enterprise, are crucial participants in many of the pro-
cesses of care and share responsibility for achieving
appropriate and successful care. Working together on
behalf of patients requires teamwork that occurs in a
complex web of relationships and services. It requires
skillful management with appropriate authority and
collaboration, as well as a mindset of vigilance and con-
tinuous process improvement.?”

Identity and Key Characteristics
Based on a careful analysis of the research findings, the
FFM Project Leadership Committee adopted the fol-
lowing identity statement for family medicine: Family
physicians are committed to fostering bealth and integrating health
care for the whole person by humanizing medicine and providing sci-
ence-based, bigh-quality care. This statement is derived from
and intertwined with the 5 key characteristics of family
physicians, which form the foundation for the specialty’s
identity (Table 7).4*

These 5 characteristics might be articulated differ-
ently and more simply, as follows.
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Table 7. Key Characteristics of Family Medicine

Characteristic Description

A deep understanding of the dynamics
of the whole person

A generative impact on patients’ lives

sense of well-being

A talent for humanizing the health care
experience

best care possible
A natural command of complexity

A commitment to multidimensional
accessibility

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

This terminology comes from Erik Erikson’s work on personality development. Family physicians
participate in the birth, growth, and death of people and want to make a difference in the lives of
their patients. While providing 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

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

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

This means not only to be physically accessible to patients and their families and friends, but to
maintain open, honest, and sharing communications with all involved with the care process

It is the person that matters most. Family physicians
want their patients to have longer and better lives. The
patient is not a machine in for a tune-up. Problems
are usually multifactorial, and patients do not always
choose optimally, but we can continue to do our best
with what is available. Sometimes patients just need to
unburden themselves with their physician.

Exactly how these characteristics are stated is less
important than recognizing their contemporary impor-
tance and that they enhance the core values of family
physicians the public finds attractive and valuable. The
core values of continuing, comprehensive, compas-
sionate, and personal care in the context of family and
community have contributed positively to the develop-
ment of family medicine and its identity as a discipline.
They have shaped the identity of individual family
physicians and have contributed to establishing a legiti-
mate position for family physicians in academia and in
the larger medical community.®*%

It is these core values—not a list of particular ser-
vices—that distinguish family physicians from other
health care providers. The public is hungry for these
attributes as the current health care system becomes
increasingly fragmented and impersonal.*% To real-
ize fully the specialty’s potential and meet the needs
of patients more completely, however, a new model of
practice, along with more global changes in how the
US health care system is organized and financed, is
required.

A New Model of Practice

The shortcomings of the current US health care system
and dissatisfaction with it provide family physicians with
a compelling opportunity to improve the health of the
nation and influence their own destinies by redesigning
their model of practice. The 6 aims and 10 new rules

that were enumerated in the [OM Chasm Report (Tables
1 and 2), along with the key characteristics (Table 7)
and identity statement for family medicine developed as
part of this study, provide a compelling vision to guide
the development of the New Model of family medicine
(New Model). This New Model must be traditional
enough to reflect and sustain enduring principles and
values, familiar enough to be understandable, bold
enough to attract interest and capital, and not so ideal-
ized as to be impractical in the immediate future.

The critical bridge between the expression of the
core values of family medicine as a medical disci-
pline and the New Model of care in which the family
physician’s patients will be cared for is the relationships
between the physician, the practice, and the patient.
The identity of family physicians is centered upon the
need to make people whole by humanizing medicine
and providing science-based health care and medical
services. The commitment to make people whole has
major implications for the redesign of the specialty of
family medicine. People cannot become whole in a sys-
tem that is fragmented.”

The challenge, therefore, is one of configuring fam-
ily medicine in such a way that people will walk out of
their family physician's office not only feeling cared for,
but also feeling that they are being guided appropri-
ately through and represented within the larger health
care system. This outcome will require a reintegration
of the patient, the practice, other providers and organi-
zations, and ultimately the larger health care system.”!
Only through such a reintegration will safe, effective,
patient-centered, timely, efficient, and equitable care be
possible.

For family medicine to contribute substantially to the
reintegration of medicine, family physicians will need to
reconceptualize their role and redesign their practices.
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Table 8.Characteristics of a New Model Family Medicine Practice

Characteristics

Description

Patient-centered care

Whole-person
orientation

A team approach

Elimination of barriers
to access

Advanced information
systems

Patients are active participants in their health and health care. The practice
has a customer service orientation that embraces the importance of
meeting patients’ needs, reaffirming that the fundamental basis for
health care is “people taking care of people.””

A visible commitment to whole-person care through such mechanisms
as developing cooperative alliances with services or organizations
that extend beyond the practice setting, but 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 their care—not simply coordinating it

An understanding that health care is not delivered by an individual,
but rather by a system,* which translates to the development of
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.”#7> A standardized electronic health record, adapted

Whole-Person Orientation
The focus of New Model prac-
tices will be whole person care
designed to meet the complete
range of needs of the population
they serve.’” While 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 to each
patient's health care. The practice
will provide or integrate all of
their patients’ care. Family physi-
cians will consider not only what
they can do for their patients,
but also what other resources and
services are available in the com-
munity to meet patient needs.
When a family physician cannot

nervous system of the practice

Attractive, convenient,
and functional offices

Focus on quality
of appropriate changes to enhance quality

Equitable
reimbursement

services from public and private payers

to the specific needs of family physicians, constitutes the central
Office facilities that are attractive, convenient, and functional in order to
meet a variety of patient needs and expectations

Ongoing assessment of performance and outcomes and implementation

Payment mechanisms that provide for equitable reimbursement for

provide specific services person-
ally, 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 across

Table 837407275 suymmarizes the orientation and charac-
teristics that New Model practices will need to embrace.

Patient-Centered Care
The cornerstone of the New Model will be patient-
centered care based on a patient-physician (or patient-
practice) relationship that is highly satisfying and
humanizing to both the patient and the physician (and
other practice providers). The starting place for helping
make people whole is to establish a participatory cul-
ture within each family medicine setting.”® In the New
Model, the patient, not the physician, is center stage.
From the moment a patient walks into the office and
through the completion of the encounter and checkout
process, he or she must meet with consistent and com-
petent caring. In the New Model, all patients receive
care that is culturally and linguistically appropriate.
Incorporating the type of customer service orienta-
tion that is employed by successful businesses in every
other sector of the economy, New Model practices
will strive to meet consumer demands and expectations
by giving patients what they want and need (preven-
tive care, acute care, rehabilitative care, chronic illness
care, and supportive care) when they want and need it;
indeed, anticipating patient needs and designing ser-
vices to meet those needs.

ages, genders, 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 be open to the different ways those from varying
socioeconomic backgrounds seek and accept medical
care. Such a practice will be a system that models the
very whole-person orientation that patients can expect
in the care that they receive. While 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 pre-
pared to deliver their full basket of services wherever
they are needed.

Team Approach
Patient care in the New Model will be provided
through a multidisciplinary team approach and will be
dependent on a deep understanding of the population
served by the practice. In addition to the usual clerical
and nursing personnel, staffing will typically include
physician assistants and nurse practitioners, as well as
nutritionists, health educators, and behavioralists in
some cases. Some of these staff might only work in the
practice on a part-time basis.

A cooperative effort among all practice provid-
ers and staff will be the cultural norm, and it will be
understood that the practice is more than the sum of
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its individual parts. Practice staff will share in decision
making regarding patient care, with explicit account-
ability for their work 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 specialists
for the purposes of improving and better integrating
patient care. Some specialists 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 removed. Practices will use an open scheduling
model for scheduling patient visits (ie, the patient usu-
ally 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
telephone communication with a staff person—not an
answering machine or voice mail—on a 24-hour-a-day,
7-day-a-week basis. In areas where multiple practices
exist, New Model practices will be networked for pro-
viding emergency 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. Depending on the particular
circumstances, patients may or may not receive face-
to-face care and may or may not be seen by a physi-
cian. For example, they may receive on-site care from
another member of the multidisciplinary team or may
have their needs met through asynchronous communi-
cation with a family physician. New Model practices
will develop a Web portal and will utilize secure e-mail
to provide additional, convenient options for communi-
cation between patients and practice staff. Patients will
be able to make appointments online through the prac-
tice Web site and will be able to access online patient
education materials appropriate to their health status.
Implementing creative alternatives to the traditional
one-on-one office-based approach to care, combined
with successful advocacy for changes in health care
payment policies, will be necessary if family physicians
are to get off the current treadmill of having to see 30
to 40 patients a day to survive financially.

Information Systems

e A standardized electronic health record (EHR),
adapted to the specific needs of family physicians,
will constitute the central nervous system of the New
Model practice. Such an EHR will have the following
characteristics and capabilities:

® Embedded evidence-based clinical practice guide-
lines for enhancing the management of patients with
the most common conditions encountered in family
medicine practices

¢ Order entry and referral tracking system

® Managed care organization-specific pharmacy
formulary

e Web-enabled access to data repositories, with
appropriate levels of security

e Capability of generating chronic disease registries,
which will ensure that patients can be recalled for care
at appropriate time intervals

e Capability of tracking health maintenance inter-
ventions and generating physician and patient remind-
ers for personalized preventive services

¢ Capability of being integrated with common
practice management and billing systems

® Some availability to patients by means of Web
interface, for entry of self-care data, patient history
data, health-related quality of life measures, mental
health screening questionnaires, and other applications

e Capability to support practice-based clinical
research using electronic audits concerning the costs, pro-
cesses, and outcomes of care (including the Health Plan
Employer Data and Information Set or similar measures)

In addition to the EHR, the New Model practice
will have computerized decision support systems—ide-
ally Web-based—to help patients make better, more
informed health care decisions and to facilitate the
process through which the family physician explains
patient 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.

Convenient, Attractive, and Functional Offices
New Model practice facilities will be convenient,
attractive, and functional to meet a variety of patient
needs and expectations. The facilities will be designed
to accommodate staffing patterns that differ from the
current model, including most notably a broader array
of health professionals working together as part of a
multidisciplinary team. Family medicine offices will be
designed purposefully to meet the needs of the popula-
tion, with special attention to the patient market seg-
ments the practice wishes to attract. The practice facility
will have space available to accommodate group visits
for patients with certain chronic diseases. The group
meeting space will be private, comfortable, and able

to accommodate 10 or more patients at a time. The
traditional waiting room will be replaced by a patient
resource center with a small patient library and computer
work stations offering ready access to online health
education materials. Practices will be equipped with suf-
ficient technology, staff, and supplies to be able to pro-
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vide onsite a comprehensive set of diagnostic services,
assessment and testing for important genetic predisposi-
tions, and common therapeutic procedures. Most New
Model practices typically will be physician owned and
configured as group family practices of a workable size.
For purposes of capitalization, marketing, economies of
scale, and bargaining power, it may be advantageous to
form linkages with a larger, umbrella organization.

Focus on Quality

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
to reflect, adapt and improve; update quality improve-
ment efforts; reduce errors and enhance patient safety;
and advance current research projects of the practice.
Practice staff, along with representative 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. Electronic
data and decision support systems will play an important
role in assuring safe care.

Enhanced Practice Finance

The dictum “"no margin, no mission” will be taken seri-
ously. Improved operating efficiencies will decrease
practice expenses and contribute to improved practice
margins. Practices will compete for gaining a portion
of patients’ discretionary spending on health care. New
Model practices will be organized to accommodate all
payment options while advocating for coverage of all
Americans under health insurance plans. New Model
practices must be paid equitably to enjoy improved
financial margins. Within the constraints of current
payment systems, practices will search for ways to bill
for appropriate services that are not currently in the
allowable charge base. The New Model requires a pay-
ment system that blends capitation, fee-for-service, and
premium or incentive payments based on measurable
processes and outcomes of care.

Core Services in the New Model

Core clinical services in the New Model will include
the management and prevention of acute injuries, ill-
nesses, and chronic diseases; health promotion; and
rehabilitation and supportive care, across health care

Table 9. Core Services in the New Model

Integration of personal care
Health assessment (evaluation of 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, with
referral as appropriate

Diagnosis and management of chronic diseases
Coordination and provision of rehabilitative services
Supportive care, including end-of-life care

Women’s health care

Primary mental health care

Advocacy for the patient within the health care system

settings, with a focus on the outpatient setting, where
most people are most of the time (Table 9).

The care provided in the New Model will be of
the highest quality; it will be evidence based and up
to date. Care will be technologically sufficient (sophis-
ticated) and facilitated (enabled), but not technologi-
cally excessive or harmful. Physicians practicing within
the New Model practice will be very well trained and
highly competent. The New Model will require and
will attract medical students of the highest caliber into
family medicine residency training programs.

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 population-based approach,
including the use of disease registries. The practice will
adhere to up-to-date, evidence-based clinical practice
guidelines, which will be embedded into the EHR.
The practice will participate in continuous quality
improvement in an ongoing fashion. The management
of patients with chronic diseases will involve the multi-
disciplinary team and will include some care of patients
in their homes. The use of new technologies, such as
telemedicine, will be explored as ways of enhancing the
management of these patients.

Excellent preventive care across the individual life
cycle and age spectrum will be another key component
of New Model practices. Preventive interventions will
be implemented based on the quality of supportive evi-
dence. Standard health-risk assessments will be used for
risk factor identification. The EHR will play a key role in
tracking adherence to prevention guidelines and in con-
tinuously improving the quality of the preventive care
provided by the practice. Health behavior and lifestyle
modification skills will be essential to the multidisci-
plinary team providing preventive care in the practice.

Family physicians will participate in the care of
their hospitalized patients but will not necessarily
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Table 10. Comparison of Traditional vs New Model Practices

Traditional Model of Practice

New Model of Practice

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

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

in the financing of health care
in the United States, to business
security and margin survival for
the practice. With appropriate
dissemination strategies”” New

The doctor is center stage

Unnecessary barriers to access by patients

Care is mostly reactive

Care is often fragmented

Paper medical record

An unpredictable package of services is offered

Care is integrated

Individual patient oriented

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

Quality of care is assumed
improved

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

Consumes knowledge
Safety is assumed
Experience based Evidence based

Haphazard chronic disease management
management

Struggles financially, undercapitalized

The patient is center stage
Open access by patients
Care is reactive and prospective

Electronic health record
A defined package of services is offered reliably
Individual and population oriented

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

Quality of care is continuously measured and

A multidisciplinary team is the source of care

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

Consumes and produces knowledge
Systems to insure safety are built in

Purposeful, organized chronic disease

Positive financial margin, adequately capitalized

Model practices should become
the premier source of acute care,
chronic care, and preventive care
within the US health care system.

The New Model is an ambi-
tious, robust model. It expresses
important values and continues
important traditions of medicine.”
With the assets of the United
States and a relentless commit-
ment by family physicians to stay
the course and work with others,
it can be achieved.

RECOMMENDATIONS

Recommendation 1.1. The
professional organizations of fam-

ily medicine should undertake

assume full or primary responsibility for patient care in
the inpatient setting. The approach taken to hospital
care must support the maintenance of continuing, heal-
ing relationships with patients, and there should be
seamless transitions between different settings of care.

The flexibility and adaptability of the New Model
will accommodate, indeed encourage, variation from
practice to practice depending on physician interests and
training, geographic location, the unique needs of the
population being served, and availability of staff. As a
result, some practices will provide care beyond the core
services or will place greater emphasis on certain core
services. Practices will vary in the range of diagnostic
and therapeutic procedures performed, the amount and
intensity of hospital care provided, the provision of
intrapartum maternity care, and the range of extended
hours provided by the practice. One size fits all has
never been a feature of family medicine, and it will not
be characteristic of the specialty under the New Model.
Table 10 displays a simple comparison between the tra-
ditional model of practice and the New Model.

ANTICIPATED RESULTS AND CONCLUSION

The New Model should improve the care of patients
and their health, the lives of their family physicians
and their colleagues, and the performance of an ailing

health care system. The New Model should lead to

practice advancements, and with appropriate changes

wholeheartedly a period of active
experimentation and innovation in the delivery of clini-
cal services and the education of clinicians to ensure
the provision of quality health care.

Recommendation 1.2. Family medicine should
redesign the work and workplaces of family physicians
to create a model of care that supports scientifically
valid and evidence-based acute, chronic, and preven-
tive medical care of the highest quality for people of all
ages, cultures, and socioeconomic status, delivered in
a humane, service-oriented fashion that provides great
satisfaction to those who become family physicians and
the patients of family physicians.

Recommendation 1.3. Family medicine should
develop and adapt into practice electronic health records
and other technologies and systems of care that stan-
dardize and enhance (1) communication, (2) diagnosis
and treatment, (3) measurement of processes and results,
and (4) on-going relationships between family physicians
and their patients to make family practices sufficiently
robust to provide definitive care for a large portion of
the problems that people bring to their family physician.

Recommendation 1.4. To support steps toward
making operational recommendations 1.1, 1.2, and 1.3,
the Future of Family Medicine Working Party should
charge an appropriate group to develop a range of
business plans, reflecting differing patterns of revenues
and expenses, which could make reengineered family
practices economically viable and result in attractive
alternatives to current business models.

ANNALS OF FAMILY MEDICINE © WWW.ANNFAMMED.ORG 1 VOL. 2, SUPPLEMENT 1 0 MARCH/APRIL 2004

~T>



REPORT OF TASK FORCE 1

Recommendation 1.5. As a companion effort to
recommendation 1.4, the Future of Family Medicine
Working Party should charge an appropriate group
with the responsibility for developing a model and
implementation plan for a national resource that would
be financially self-sustaining and provide individual
practices with ongoing support for reengineered new
models of family medicine.

Recommendation 1.6. Throughout the period of
experimentation and innovation, family physicians and
their organizations should seek out and welcome like-
minded groups, who share values and commitment to
similar purpose.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/cgilcontent/full/2/suppl_1/S33.
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identification; delivery of health care
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