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Charge
In 2014, the Family Medicine for 
America’s Health (FMAHealth) 
Board created the Workforce and Ed-
ucation Development Tactic Team 
(WEDTT) as one of six original core 
groups to achieve FMAHealth’s stra-
tegic plan, to demonstrate the true 
value of primary care and identify 
necessary changes in the health care 
system. The WEDTT addressed the 
following assigned tactics1:

• Improve the evaluation of the 
full continuum of family med-
icine education to include and 
meet the standards of the En-
trustable Professional Activities 
(EPAs).2

• Increase medical student choice 
of family medicine (FM) through 
multiple strategies, including 
enhanced resident and faculty 
mentoring, with a specific em-
phasis on building a diverse 

workforce that addresses health 
disparities.

• Increase the strength, impact, 
and prosperity of family medi-
cine departments and residency 
programs through recruitment, 
development, and retention of 
faculty and preceptors, and pro-
vide support to enhance their 
value in their communities and 
their institutions.

The majority of the WEDTT’s 
work centered on student choice of 
family medicine, since family physi-
cian production is vital to meet the 
health care needs of patients and 
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ABSTRACT: When the Family Medicine for America’s Health (FMAHealth) Work-
force Education and Development Tactic Team (WEDTT) began its work in De-
cember 2014, one of its charges from the FMAHealth Board was to increase 
family physician production to achieve the diverse primary care workforce the 
United States needs. The WEDTT created a multilevel interfunctional team to 
work on this priority initiative that included a focus on student, resident, and 
early-career physician involvement and leadership development. One major 
outcome was the adoption of a shared aim, known as 25 x 2030. Through a 
collaboration of the WEDTT and the eight leading family medicine sponsoring 
organizations, the 25 x 2030 aim is to increase the percentage of US allopathic 
and osteopathic medical students choosing family medicine from 12% to 25% 
by the year 2030. The WEDTT developed a package of change ideas based on 
its theory of what will drive the achievement of 25 x 2030, which led to specif-
ic projects completed by the WEDTT and key collaborators. The WEDTT offered 
recommendations for the future based on its 3-year effort, including policy ef-
forts to improve the social accountability of US medical schools, strategy cen-
tered around younger generations’ desires rather than past experiences, active 
involvement by students and residents, engagement of early-career physicians 
as role models, focus on simultaneously building and diversifying the family 
medicine workforce, and security of the scope future family physicians want to 
practice. The 25 x 2030 initiative, carried forward by the family medicine or-
ganizations, will use collective impact to adopt a truly collaborative approach 
toward achieving this much needed goal for family medicine.
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communities in the United States.3 

Primary care physicians should 
represent at least 40% of the phy-
sician workforce, yet this measure 
is currently approximately 32% and 
falling.4 In 2016, only 12% of US al-
lopathic and osteopathic medical 
school graduates entered an ACG-
ME-accredited family medicine resi-
dency program.5 This article focuses 
on how the WEDTT addressed the 
charge to sufficiently produce a di-
verse family medicine workforce.

Method of Addressing 
the Charge
Structure
The WEDTT’s infrastructure includ-
ed a Core Team (CT), five Tactic Proj-
ect Teams (TPTs), and a Student and 
Resident Collaborative (SRC) to ac-
complish its work between Decem-
ber 2014 through December 2017 
(Figure 1).

The FMAHealth Board-appointed 
CT provided macro-level leadership, 
developed vision and strategy for the 
team’s work, used outcome-oriented 
methods to carry out activities, and 
communicated regularly with other 
team members. 

The TPTs provided micro-level 
leadership as well as project plan 

development and implementation. 
The five TPTs included (1) Education 
Evaluation and Curriculum Develop-
ment, (2) Student Choice of Family 
Medicine, (3) Wellness, (4) Workforce 
Diversity, and (5) Advocacy, Health 
Policy and Research. Each team was 
led by a family physician and had a 
CT member who acted as an advi-
sor and support for outside organi-
zations and trainees.

The CT created an SRC to utilize 
medical student and resident view-
points as a source of inspiration, in-
corporate trainees’ perspectives into 
the team’s work, and provide lead-
ership development opportunities 
for our future workforce. The SRC 
included five parallel teams and a 
liaison position on the CT to relay 
information and viewpoints. SRC 
teams, led by and comprised of stu-
dents and residents, were given 
space to develop projects that fed 
their passions and related to FM 
workforce development. An inclusive 
leadership model was used—any stu-
dent or resident could participate in 
the SRC and specific roles were de-
termined by their leadership goals, 
specific interests, and availability. 
Over 2 years, approximately 45 stu-
dents and residents participated in 

the SRC and contributed to WEDTT 
work.6 An early-career physician ad-
vised and provided professional de-
velopment for the SRC team leaders. 

All teams completed their work 
through e-mail and videoconference 
calls, and the CT additionally at-
tended biannual in-person meetings. 
FMAHealth contracted with CFAR 
consulting firm to provide project 
management support for all tactic 
teams.

Process
The CT’s strategy to create a work 
plan included the following key 
steps: (1) understand current work 
being done on primary care work-
force issues; (2) identify evidence-
based areas of impact; and (3) build 
collaborations with key stakeholders 
within and outside FM to align ef-
forts, promote inclusion, and develop 
sustainable solutions. The details of 
this process are outlined in Table 1. 

Changes in the Charge
The WEDTT work effort had origi-
nally been planned to span 5 years 
from December 2014 through 2019. 
The timeline was accelerated in Feb-
ruary 2017 by the family medicine 
sponsoring organizations (FMSOs) 

Figure 1: Workforce Education and Development Tactic Team Infrastructure
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for many of the tactic teams, includ-
ing the WEDTT, with work to sun-
set in December 2017. This timeline 
change shifted the WEDTT’s focus 
to the most impactful and strategic 
efforts to increase student choice of 
FM that could be achieved in the re-
maining time allotted, rather than 
completing the entire WEDTT work 
plan. 

A second change included the ad-
dition of a CT member. To better un-
derstand the priorities, viewpoints, 
and capabilities of the FMSOs, an 
organizational staff member was 

appointed to the CT in January 2016 
and funded by the American Acad-
emy of Family Physicians (AAFP). 
This member brought a vital per-
spective to the team’s work and 
served as a liaison to the FMSOs.

Outcomes Produced
One of the major outcomes of the 
WEDTT is a shared aim for stu-
dent choice of family medicine that 
all FMSO boards agreed to, namely 
to increase the percentage of US al-
lopathic and osteopathic medical stu-
dents choosing family medicine from 

12% to 25% by 2030 (25 x 2030). 
The organizations agreed that al-
though the goal is lofty and unat-
tainable without significant reform, 
it is necessary that the specialty take 
on this workforce reform to provide 
the care patients and communities 
depend on from family physicians. 
Having a clear, collective aim allows 
for alignment of current efforts, but 
more importantly, truly collective 
and collaborative efforts developed 
for the future. 

There is a need for increased so-
cial accountability of US medical 

Table 1: Process Used to Create the Workplan for the Workforce Education and Development Tactic Team

Core Team (CT) Process to Develop a Work Plan to Increase Student Choice of Family Medicine

Understood 
current 
efforts 

• Inventoried current programs and initiatives that aimed to build and diversify the primary care 
workforce by organizations within and outside of family medicine (FM).

• Discerned the specific efforts that the family medicine sponsoring organizations (FMSOs) felt made an 
impact 

Performed an 
environmental 
scan

Assessed the continuum of medical education from pre-medical to post-graduate FM residency training 
for the following: 
• Positive and negative influences on family physician production
• Key formative times for trainees that influence their specialty choice 
• Levers and potential collaborators that could be used as part of a change package to increase student 

choice of family medicine
• Level of CT expertise in each area and if any subject matter experts were needed

Performed 
a literature 
review

• PubMed search - Search terms used in different combinations: family medicine, primary care, medical 
student specialty choice, workforce, diversity, social accountability, & mentorship. Articles published 
in English between 2000-2014 when the CT began its work in 2015. Monitored for new publications 
from 2015-2017. Key articles were identified based on team goals.7-25

• Focused on search results that applied to the United States. Reviewed workforce data for Canada,26-29 
New Zealand,30-33 and United Kingdom.34-39

• Robert Graham Center website review of content for workforce40 and medical education41 sections. 
Discussions with staff when work was initiated.

• Three videoconference calls in 2015 with 8-10 family medicine researchers that have expertise in 
family medicine specialty choice to gain historical background, insights, and recommendations for 
high impact steps to take

Reimagined 
the future

• Reimagined medical education in the US as a system that supports students in becoming family 
physicians who provide high-quality and high-performing care42 for patients and communities.

Developed 
change 
concepts

• Identified change concepts43 to improve students’ medical education experience
• Planned a timeline for completion of each change concept within 5 years.
• Prioritized the change concepts generated from the reimagination process.

Identified 
opportunity

• Performed a gap analysis44 to determine areas of opportunity for each change concept based on work 
not currently being done by FMSOs and others.

Created a 
work plan 

• Used prioritized change concepts to create a change package, work plan and timeline for the Workforce 
Education and Development Tactic Team (WEDTT).

Identified 
collaborators

• FMSO collaboration: If there was alignment with the strategic plan and staff capacity, a RACI 
(responsible, accountable, consulted, and informed) model was used to transition that piece of the 
work plan to the specific organization that accepted responsibility. 

• Key stakeholder collaboration: Remaining tasks in the WEDTT work plan were completed by the 
Core Team, Tactic Project Teams, and Student and Resident Collaborative. Partnerships with FM 
organizations and those outside FM were built to complete these tasks, streamline efforts, and create 
sustainability as needed.
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schools to produce the workforce 
to provide adequate health care for 
the nation.19-22 This requires a strong 
foundation in primary care.3,7,8 As 
family physicians provide the ma-
jority of primary care throughout 
the nation, especially in rural and 
underserved communities, medical 
schools must produce more family 
physicians.45 After a literature re-
view of future primary care work-
force predictions, factors impacting 
medical student specialty choice, the 
culture of diversity and inclusion in 
medical education, and trends of 
physician production by specialty at 
medical institutions (Table 1), the CT 
proposed a model whereby all FM-
SOs would share one goal to aspire 
toward in increasing student choice 
of FM. With agreement of all eight 
FMSOs, FM could assertively speak 
with one consistent voice for one 
measurable goal, align strategies, 
and allocate resources to achieve an 
agreed-upon outcome.

Achieving systemic and cultur-
al change takes time and a shared 
vision for the future. With the ulti-
mate goal of a physician workforce 
comprised of 40% primary care in 
mind,4 the CT proposed the 25 x 
2030 as a stretch goal,46 which is 
a target reached for over a certain 
time through innovative change. 
The stretch goal could be support-
ed by an improvement framework 
that includes milestones, an action 
plan, a logic model that illustrates 
how the plan will impact the driv-
ers of change, measurement of out-
comes against expected results, and 
goal adjustment as needed.

To determine a reasonable stretch 
goal, the CT studied how Canada 
addressed similar specialty choice 
challenges, determined how lessons 
from their success could be applied 
to the United States, and ascertained 
a timeframe to achieve it. The num-
ber of Canadian medical graduates 
choosing family medicine as their 
first choice increased by 52.2% in 9 
years—from 23% in 2003 to 35% in 
2012 with an overall family medicine 
fill rate of 40%.27,28 

The CT estimated that it would 
likely take longer for the United 
States to have a similar gross in-
crease because of the need to influ-
ence a greater number of medical 
schools, shift the undergraduate 
medical education (UME) system to-
wards social accountability and pro-
motion of family medicine, reform 
graduate medical education (GME) 
policy on state and national levels, 
build collaborations that lead to FM 
support by other specialties and reg-
ulatory bodies, and evaluate the dis-
tribution of residency slots across the 
country by specialty. 

The CT further supported the 25 
x 2030 goal by looking at workforce 
data for other countries that de-
clared a need to increase their fam-
ily physician workforce and achieved 
success. In New Zealand for example, 
the number of active general practice 
(GP) doctors increased by 135% be-
tween 2005 and 2016 due to a mul-
tipronged effort—Health Workforce 
New Zealand—that included expan-
sion of medical school training slots 
and retention efforts.31 And in the 
United Kingdom, a stretch goal was 
set in 2015 to generate 5,000 addi-
tional GPs in practice by 2020, dou-
bling the rate of growth in primary 
care in that 5-year period.34-36 As part 
of a larger initiative to produce and 
retain a physician workforce that is 
50% general practice, GP training 
slots were expanded in 2016 and 
filled in 2017 at the highest num-
ber ever recruited.35,37

The CT recognizes that there are 
many challenges to achieving 25 x 
2030, including need for payment 
reform; current capacity and expan-
sion of FM residency programs; fac-
ulty recruitment, development, and 
retention; the potential implications 
of moving to a single GME accredi-
tation system; and scope of practice 
issues, among others. To reach 25 x 
2030 and overcome these challeng-
es, key stakeholders need to be en-
gaged (Figure 2) and collaboration 
is essential.

The CT developed a change pack-
age based on its theory of what will 
drive the achievement of 25 x 2030, 

represented by the aim and driver di-
agram in Figure 3.43 The four pillars 
for primary care workforce reform, 
developed by the Council of Aca-
demic Family Medicine (CAFM),13 
were used as the key drivers that 
influence primary care workforce 
development, and therefore the foci 
for interventions to be developed. 
A set of prioritized secondary driv-
ers led to change ideas and specific 
projects worked on by the WEDTT, 
FM organization partners, and key 
collaborators. Highlights of concepts 
and specific projects included in the 
change package are described in Ta-
ble 2. 

The CT’s theory of change, change 
package, and specific projects that 
aimed to increase student choice 
of FM are unique in the following 
ways: (1) dialogue about 25 x 2030 
contributed to the movement from 
student interest in family medicine 
to student choice; (2) efforts to build 
and diversify the family medicine 
workforce were focused on simulta-
neously; (3) partnerships with key 
stakeholders outside of family med-
icine served as a model for future 
collaboration.

The responsibility of 25 x 2030 
was transitioned to the AAFP in Au-
gust 2018 during a kickoff event that 
marked the beginning of a long-term 
FMSO collaborative to work hand-in-
hand to more than double the rate of 
US medical students choosing fam-
ily medicine by 2030. Participants of 
the 2-day meeting included thought 
leaders and staff of the FMSOs who 
have a sense of urgency and com-
mon purpose. 

The meeting agenda utilized a 
structured effort known as “collec-
tive impact” to frame presentations, 
discussions, and group work.51 This 
approach is materially different than 
what has been done in the past to 
coordinate some efforts across orga-
nizations. Collective impact has five 
conditions: common agenda, shared 
measurement, mutually reinforc-
ing activities, continuous commu-
nication, and backbone support.51 
Organizations using this approach 
achieve greater progress than any 
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Figure 2: Summary of the Process Used to Get to the Shared Aim of 25 x 2030, How an Improvement 
Framework Can Be Used With the Stretch Goal, and the Challenges That Need to Be Addressed to Achieve It

one isolated organization could ac-
complish due to the collaborative ap-
proach.

Using CAFM’s four pillars for pri-
mary care workforce reform13 as the 
foundation, participants were invit-
ed to imagine the possibilities that 
could be high impact, highly feasible 
activities to initiate in the context 
of building on the existing student 
choice interventions that each FMSO 
was already engaged in during 2018-
2019. Key themes discussed were: 
• Impact student experience be-

fore medical school. Identify how 
to support a diverse group that 
is representative of our commu-
nities long before they apply for 
medical school.

• Impact medical school admis-
sions. Transform it into a ho-
listic system that has specific 
goals for recruitment and ad-
mission of first-generation and 
underrepresented-in-medicine 
applicants.

• Impact medical school curricu-
lum and role modeling. Revise 
the focus of the UME curricu-
lum to one that is patient-cen-
tered, community-centered, and 
primary care-focused and equip 
enthusiastic FM role models at 
all levels.

• Impact health system funding 
and leadership. Enhance FM 
leadership in medical schools 
and health systems, foster ally-
ship with patients, and reduce 

the payment gap between fami-
ly physicians and subspecialties.

Challenges and 
Lessons Learned
The FMAHealth Board charged the 
WEDTT with tactics from the stra-
tegic plan that were broad and likely 
difficult to achieve within the initial 
5-year timeline. Since the CT was 
not part of the initial FMAHealth 
conversations regarding tactic de-
velopment, it was challenging to 
fully understand the background, 
rationale, and priority level for each 
tactic. Including the CT in these dis-
cussions would have improved the 
efficiency of developing SMART 
(specific, measurable, attainable, 
relevant and timely) goals, defined 
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outcomes, and detailed strategies, 
work plan, timeline, and evaluation 
for each tactic. Overall, increasing 
student choice of family medicine 
was not addressed as well as it could 
have been due to the WEDTT’s earli-
er sunset date and the team’s charge 
to achieve multiple broad tactics.

Because of the decision to ac-
celerate tactic team timelines, the 
WEDTT had to prioritize tactics 
and change the charge from three 
tactics to one tactic that focused on 
student choice of family medicine. 
The two remaining tactics were left 
unfinished, but they are important 

initiatives that should be addressed 
through future work.

Questions about responsibility 
and authority challenges were oc-
casionally posed during the CT dis-
cussions and those of other tactic 
teams. Although CTs were respon-
sible for developing work plans that 
accomplished the tactics assigned by 
the FMAHealth Board, the author-
ity, resources, and ability to accom-
plish this work often needed support 
from pertinent FMSOs. The FMA-
Health Board acting as an interface, 
while helpful, at times did not pro-
vide clarity on what was expected 

from the FMSO in transitioning the 
work from CTs back to them. CTs 
worked closely with pertinent FM-
SOs because accomplishing the tac-
tic goals required administrative and 
financial resources not provided by 
FMAHealth. FMSOs have varied ca-
pacities and resources, so responsive-
ness to requests or transition of work 
depended on the individual FMSO. 

The project management support 
for the WEDTT consisted of dedicat-
ed, hard-working and talented peo-
ple; however, the capacity to provide 
support was exceeded by the needs 
of all seven tactic teams. If similarly 

Figure 3: Aim and Driver Diagram for Shared Aim of 25 x 2030
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Table 2: Summary of Change Ideas and Specific Projects That Were Part of the 
WEDTT’s Change Package to Increase Student Choice of Family Medicine

Secondary 
Driver Summary of Change Ideas and Specific Projects Project Lead Key 

Collaborators

Pipeline

Workforce 
diversity 
(WD)

Creation of Workforce Diversity Coalition (WDC)b: brought medical student 
leaders who represented organizations dedicated to improving the health 
of underserved communities together, identified common areas of work and 
collaborated efforts.

WEDTTa WDC

Identified key components for social accountability metrics for medical schools. WEDTT
Beyond 

Flexner and 
WDC

Online WD resource to help institutions create a comprehensive approach.47 WEDTT FM experts

Specialty 
choice factor 
analysis 
using 
4th year 
student 
(M4) 
input

Qualitative analysis of virtual focus groups with M4s who both chose and did 
not choose family medicine (FM) at schools with high and low family physician 
production. Key themes identified: (1) need for high quality preceptors, (2) 
value of a rural FM experience, (3) understanding and seeing consistent use of 
the full scope of FM, and (4) importance of “top down” institutional influences.

WEDTT

AAFPc M4 survey analysis identified what plays an important role in student 
choice of FM: (1) Financial and administrative support of Family Medicine 
Interest Groups (FMIGs), (2) Attendance at AAFP National Conference of 
Family Medicine Residents and Medical Students, and (3) AAFP student 
membership.

AAFP

WEDTT 
and
 FM 

research 
team

Process of Medical Education

Identity 
of what 
matters 
in student 
specialty 
choice by 
those in 
medical 
education

Survey of family medicine department chairs to gain their perspective. ADFMd WEDTT

Identify positive deviance: Investigated a model that tracks medical schools 
who produce more family physicians than predicted.

WEDTT
AAFP

Research 
consultant

Qualitative analysis of focus groups with primary care educators and leaders 
in undergraduate medical education (UME) confirmed the importance of early 
exposure to positive FM role models, either as physician mentors or robust 
FMIG outreach; longitudinal experiences; and clinical exposure to full scope 
FM.

WEDTT STFM

Student Learning and Action Network: An effort to bring departments 
together to learn, test, and measure the impact of individual interventions. AAFP

STFM,e 
ADFM, and 

WEDTT

Best Practice Guidebook Project for FM department chairs that can be one of 
the tools used by the Student Learning and Action Network. ADFM WEDTT, 

AAFP

Train 
advocates

Council of Academic Family Medicine Education Research Alliance (CERA) 
survey of FM program directors and a national student and resident survey 
(internal data) identified a need and a desire for advocacy and policy training.

WEDTT
STFM, 
CERA 

participants

Model advocacy curricular resource: could assist FM programs with training WEDTT STFM

Develop 
leaders

Primary Care Leadership Collaborative (PCLC): a new FMIG leadership pilot 
that provides medical students with relational leadership skills and prepares 
them to be primary care champions. This model is aimed to lead FMIGs into a 
new era where they do more than educational programming and move toward 
making more systems-level changes.

AAFP

WEDTT 
and

Primary 
Care 

Progress

Preceptor 
shortage

Preceptor Summit in Aug 2016 and Preceptor Expansion Action Plan48: 
addressed the need to identify, develop and disseminate resources for 
community preceptors; involved key stakeholders from multiple areas of 
healthcare; and aimed to increase the number of preceptors available to 
primary care clerkship directors and percentage of students learning at high-
functioning FM sites.

STFM
WEDTT, 
ABFMf 

Foundation

(continued on next page)
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structured teams are utilized for the 
next “future of family medicine” ini-
tiatives, the purpose of the teams 
should be carefully considered. It 
should be clear whether the pur-
pose is to: (1) generate, develop, and 
propose new, innovative ideas that 
are then sent to the FMSOs for con-
sideration, or (2) complete projects 
themselves based on those ideas. The 
need for administrative and project 
management support would depend 
on the teams’ roles.

Advice for the Future
• To achieve 25 x 2030, increas-

ing student choice of FM will 
require moving outside of the 
influence of family medicine 
departments and educators and 
toward a multilayered strategy 
involving multiple factors, in-
cluding the social accountability 
of US medical schools, payment 
reform, relief of administrative 
burden, and transformation of 
practice models. 

• To make impactful change, col-
laboration and clear communica-
tion among the family medicine 

organizations is needed to allow 
our specialty to speak with one 
voice and engage key stakehold-
ers inside and outside of family 
medicine.

• An adaptive approach that cen-
ters around and is responsive to 
the needs and desires of young-
er generations is paramount to 
moving the needle on the num-
ber of students choosing FM.

• Students, residents, and early-
career physicians have an im-
portant voice when discussing 
the future of family medicine. 
Future initiatives should find 
unique and sustainable ways 
to incorporate multiple, diverse 
voices.

• The plan to achieve 25 x 2030 
must prioritize diversity to pro-
duce a family medicine work-
force as diverse as the US 
population. 

• The full scope of family medi-
cine needs to be preserved. For 
medical students who choose 
FM to provide inpatient, mater-
nity, and procedural care that 
many communities currently 

lack access to, those must be 
viable options for them when 
they graduate from residency 
and enter practice. Otherwise, 
family medicine has failed them 
and the communities they want 
to serve.

• Identifying new partnerships 
within and outside of family 
medicine, including patients, 
community organizations, pa-
tient advocacy groups, and 
health professional colleagues 
can help overcome hurdles in 
medical education redesign, 
GME reform, and pipeline strat-
egy.  

• Future initiatives should focus 
on creating a diverse group of 
leaders in order to bring rich 
discussion, foresee challenges, 
and agree on solutions most 
likely to impact change.

• Primary care workforce dis-
cussions can easily broaden in 
scope, which can make it chal-
lenging to initiate change. A pro-
cess that provides a continual 
checkpoint on whether work is 

Secondary 
Driver Summary of Change Ideas and Specific Projects Project Lead Key 

Collaborators

Practice Transformation

Prevent 
burnout

SRC leaders presented awareness-building strategies to learners and 
educators to detect burnout and developed change ideas to achieve wellness in 
UME and graduate medical education (GME).

WEDTT AAFP

Payment Reform

Salary gap
Through other family medicine organizational efforts, address salary gap 
between: (1) primary care and other medical specialties, and (2) faculty and 
employed/private practice physicians within FM.49 

GME 
reform

Structural and financial GME reform is needed and change is being led by 
the GME Initiative (GMEI) - a group of primary care leaders and educators 
passionate about reforming GME through payment reform, advocacy, and 
education.50 

GMEI
WEDTT 
kept 
informed

a Family Medicine for America’s Health Workforce Education and Development Tactic Team 

b  The Workforce Diversity Coalition was made of student leaders from the following groups: American Medical Student Association, American 
Medical Association Medical Student Section Minority Issues Committee, Association of Native American Medical Students, Gay and Lesbian 
Medical Association, Latino Medical Student Association, PreHealth Dreamers, Student National Medical Association, Student Osteopathic Medical 
Association, Tour 4 Diversity, and White Coats 4 Black Lives.

c American Academy of Family Physicians

d Association of Departments of Family Medicine

e Society of Teachers of Family Medicine

f American Board of Family Medicine

Table 2, continued
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leading toward the shared aim 
will help reach 25 x 2030. 

• Throughout FMAHealth, “fami-
ly medicine” and “primary care” 
were terms used interchange-
ably. This unclear terminology 
can cause confusion in creating 
a message for key stakehold-
ers outside of primary care. 
Although family physicians pro-
vide the majority of care within 
the United States,45 our special-
ty and leaders must be mindful 
of the additional health profes-
sionals who encompass primary 
care and the roles of each spe-
cialty and profession in provi-
sion of this care.

• There are many health profes-
sional leaders and organiza-
tional staff who are committed 
and passionate about increasing 
student choice of family medi-
cine and producing the diverse 
primary care workforce our na-
tion needs. Their tenacity and 
hard work were appreciated by 
the WEDTT during its time, 
and they are sure to make the 
shared aim of 25 x 2030 a suc-
cess.

FINANCIAL SUPPORT: Support was provided 
by Family Medicine for America’s Health.

PRESENTATIONS: Content from this article 
was presented under various titles at these 
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STFM Annual Spring Conference, May 2018, 
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to Advance Primary Care”
• “A Need for Formal Advocacy 
Curricula in Family Medicine” 

STFM Conference on Medical Student 
Education, February 2018, Austin, TX:

• “Characteristics Associated with 
Advocacy Training in Family Medicine 
Residency Programs.”
• “Student Choice of Family Medicine: 
What Impact do FMIGs Have?” 

North American Primary Care Research Group, 
November 2017, Montreal, Canada:

• “Characteristics Associated with 
Advocacy Training in Family Medicine 
Residency Programs”
• “Student Choice of Family Medicine: 
What Impact do FMIGs Have?” 

AAFP National Conference, July 2017, Kansas 
City, MO:

• “Building the Diverse Workforce 

America Needs”
• “Moving the Needle on Students 
Choosing Family Medicine: How to 
Make an Impact”

STFM Annual Spring Conference, May 2017, 
San Diego, CA:

• “Family Medicine Departments 
Collaborating to Impact Student 
Choice”
• “Healing the Healer to Achieve the 
Quadruple Aim: Reaching Wellness”
• “Student Choice of Family Medicine 
– What Influence do Family Medicine 
Interest Groups Have?”
• “Advocacy in Primary Care to 
Achieve the Triple Aim: What to Do”

AAFP Residency Education Symposium, 
Residency Program Solutions, March 2017, 
Kansas City, MO:

• “Physician Advocacy: What Is It and 
How Do We Train for It?” 
• “Student Choice of Family Medicine: 
What Do Fourth-Year Medical 
Students Say About It?”
• “How to Incorporate Resident 
Burnout Prevention into the 
Residency Curriculum”

STFM Conference on Medical Student 
Education, February 2017, Anaheim, CA:

• “Family Medicine Interest Groups: 
What We Know and What We Want 
to Know”
• “Closing the Leadership Gap in 
Health Care Through Student and 
Resident” 
• “Development and Involvement: 
Lessons Learned From Family 
Medicine for America’s Health”

STFM Conference on Practice Improvement, 
December 2016, Newport Beach, CA:

• “Producing More Primary Care 
Physicians to Care for America: How 
Can We All Better Understand and 
Help Foster Social Accountability 
in Our Training Programs and Our 
Practices?”

AAFP National Conference of Family Medicine 
Residents and Medical Students, July 2016, 
Kansas City, MO:

• “Healing the Healer: Achieving 
Wellness in Medical Education”
• “Family Medicine for America’s 
Health: Working to Meet the 
Quadruple Aim and Reduce Health 
Disparities”

STFM Annual Spring Conference, May 2016, 
Minneapolis, MN

• “Achieving the Quadruple Aim in 
Medical Education: Models to Use at 
Your Institution and for the Future of 
Family Medicine” 

STFM Conference on Medical Student 
Education, January 2016, Phoenix, AZ:

• “Help Build America’s Workforce 
and Make Health Primary”
• “Increasing Medical Student Choice 
of Family Medicine: How Did Canada 
Do It?” 

• Medical Schools that Produce 
Family Physicians–What Makes the 
Difference?”

STFM Conference on Practice Improvement: 
December 2015, Dallas, TX: 

• “Partnering to Develop the Family 
Medicine Workforce We Need” 

AAFP National Conference, July 2015, Kansas 
City, MO:

• “Help Build America’s Family 
Physician Workforce and Make Health 
Primary”
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