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Charge
Family Medicine for America’s 
Health (FMAHealth) aimed to exam-
ine the challenges and opportunities 
currently facing the specialty of fam-
ily medicine.1 The Workforce Educa-
tion and Development (WED) Tactic 

Team was charged to: (1) improve 
the evaluation of family medicine ed-
ucation to meet the standards of the 
Entrustable Professional Activities; 
(2) increase student choice of fami-
ly medicine through multiple strat-
egies, including enhanced resident 

and faculty mentoring, with empha-
sis on building a diverse workforce 
that addresses health disparities; 
and (3) increase the strength, im-
pact, and prosperity of family med-
icine departments and residency 
programs through recruitment, de-
velopment, and retention of facul-
ty and preceptors.2 Given that these 
goals are linked to the experience of 
trainees, the FMAHealth WED Tac-
tic Team (WEDTT) piloted a Student 
and Resident Collaborative. The pur-
pose of the Collaborative was to (1) 
aid the WEDTT in achieving their 
tactic goals, and (2) engage family 
medicine trainees in leadership de-
velopment.

The future of family medicine 
lies in its trainees, and the major 
achievement of the WEDTT was 
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BACKGROUND AND OBJECTIVES: Trainees—medical students and resi-
dents—are an important constituency of family medicine. The Family Medicine 
for America’s Health (FMAHealth) Workforce Education and Development (WED) 
Tactic Team attempted to engage trainees in FMAHealth objectives via a nation-
ally accessible leadership development program. We discuss a how-to mech-
anism to develop similar models, while highlighting areas for improvement. 

METHODS: The Student and Resident Collaborative recruited a diverse group 
of trainees to comprise five teams: student choice of family medicine, health 
policy and advocacy, burnout prevention, medical student education, and work-
force diversity. An early-career physician mentored team leaders and a resident 
served as a liaison between the Collaborative and WED Team. Each team es-
tablished its own goals and objectives. A total of 36 trainees were involved with 
the Collaborative for any given time. 

RESULTS: Including trainees in a national initiative required special consider-
ations, from recruitment to scheduling. Qualitative feedback indicated trainees 
valued the leadership development and networking opportunities. The experi-
ence could have been improved by clearly defining how trainees could impact 
the broader FMAHealth agenda. To date, the Collaborative has produced a total 
of 17 conference presentations and four manuscripts.  

CONCLUSIONS: Although trainees felt improvement in leadership skills, more 
robust trainee involvement in FMAHealth core teams would have made the 
leadership initiative stronger, while simultaneously improving sustainability 
among family medicine and primary care reform strategies. Nonetheless, the 
unique structure of the Collaborative facilitated involvement of diverse train-
ees, and some trainee involvement should be integrated into any future stra-
tegic planning.
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agreement among organizations to 
have 25% of allopathic and osteo-
pathic medical students choosing 
family medicine by 2030.3 Trainee 
involvement in planning for the fu-
ture of family medicine is the key to 
successful engagement in and sus-
tainability of the field. Although nu-
merous national organizations have 
one to two elected trainee represen-
tatives,4,5 a large presence of trainees 
in national initiatives is uncommon, 
obscuring the contribution of this im-
portant demographic.

Trainee viewpoints are a window 
into the strengths and weakness-
es of the medical education system. 
Residents provide feedback on fam-
ily medicine-specific training, while 
medical students aid in identify-
ing educational weaknesses. As the 
health care landscape evolves and 
the role of physicians changes, train-
ees can speak to both the desires 
and ambitions of early-career phy-
sicians and the current demands of 
medicine. Additionally, family med-
icine has higher rates of burnout 
than other specialties, with younger 
family physicians experiencing the 
highest rates in the field.6,7 Thus, de-
termining strategies to promote long-
term commitment to the profession 
is crucial.

Numerous sources acknowledge 
the need for leadership develop-
ment among trainees, noting that 
leadership skills can improve health 
outcomes.8,9,10 Yet, neither undergrad-
uate nor graduate medical educa-
tion are consistently designed with 
formal leadership curricula to pre-
pare trainees for the evolving health 
care industry.8,9,10,11 If medical edu-
cation improved trainee leadership, 
the health care system would bene-
fit from a cadre of physician leaders; 
however, this requires significant ef-
fort and investment that programs 
may lack. National organizations can 
provide some of this training, and in-
volving specialty organizations may 
signal an investment in the trainee 
and thus increase retention and the 
robustness of our workforce.

In this paper, we describe the 
process of creating a national team 

of trainee representatives and the 
challenges we faced. We also identify 
strategies to improve trainee involve-
ment in future strategic planning for 
a specialty and leadership develop-
ment among new and training phy-
sicians.

Method of Addressing 
the Charge
In order to provide trainee feed-
back on what is now known as 
FMAHealth, approximately 30 stu-
dents, residents, and early career 
physicians were invited to meet 
with various national family medi-
cine stakeholders. These individuals 
were nominated in 2014 by each of 
the eight family medicine organiza-
tions, prior to the formal launch of 
FMAHealth. 

Once the FMAHealth struc-
ture was created, the WEDTT in-
corporated trainees by piloting the 
now-called Student and Resident 
Collaborative. Initially, the WEDTT 
leader contacted previously involved 
representatives and trainees in na-
tional leadership positions. This 
workgroup brainstormed and gener-
ated an original collaborative model 
that was presented to approximate-
ly 20 trainees in an open forum for 
feedback at the 2015 American Acad-
emy of Family Physicians (AAFP) 
National Conference for Students 
and Residents.

Once the structure of the Collab-
orative was revised and finalized, 
medical students and residents 
were recruited in several ways: a 
sign-up booth at the 2015 AAFP 
National Conference for Students 
and Residents, a general call for in-
volvement via listserv emails, and di-
rect contact by the WEDTT Leader. 
Each family medicine organization 
used their own listservs to publi-
cize FMAHealth, inviting the medi-
cal community, including trainees, 
to be involved. Individuals contact-
ed directly were targeted due to in-
volvement in national or local family 
medicine organizations or through 
connections with FMAHealth board 
members. Ultimately, the Collab-
orative welcomed any interested 

trainee, regardless of prior partic-
ipation in family medicine leader-
ship positions. Trainees could join at 
any point throughout the existence 
of the Collaborative. At the start, 29 
trainees were involved. One early-
career physician was chosen by the 
WEDTT leader as a mentor to pro-
vide coaching, support, and oversight 
(Figure 1).

In July of 2015, the WEDTT lead-
er hosted a webinar orientation to 
discuss FMAHealth’s mission and 
the goals of the Collaborative with 
trainees. The orientation itself was 
relatively unstructured, but included 
discussion of project team develop-
ment. Participants then submitted 
topics of interest from which the 
WEDTT leader and physician men-
tor created and divided trainees into 
five project teams: student choice of 
family medicine, health policy and 
advocacy, medical student education, 
burnout prevention, and workforce 
diversity.

Initially, each of these five teams 
had two trainees who were a des-
ignated team leader and a team 
advisor, selected by the same afore-
mentioned individuals based on 
their application interests. The 
leaders were to manage their team 
members via creating goals and ob-
jectives, establishing timelines, del-
egating work, and ensuring progress. 
The team advisors were intended to 
be consultants, connecting the work 
of the individual teams to the broad-
er FMAHealth initiative. Based on 
trainee feedback, these roles even-
tually evolved into coleader positions 
to eliminate the unclear hierarchy.

Each team consisted of additional 
trainee members to help with orga-
nization and tasks (Table 1). Led by 
the coleaders, the teams developed 
their own goals and objectives. These 
goals were not necessarily informed 
by the WEDTT objectives and strat-
egies, but it was assumed that the 
goals would relate. Each team had 
a volunteer physician advisor who 
supported, but did not lead, the team 
with logistics such as research ap-
proval processes, and finding rele-
vant articles or resources outside of 
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FMAHealth. These advisors were 
chosen by the WEDTT leader after 
teams had decided upon objectives 
and did not necessarily have a role 
within FMAHealth.

To provide the WEDTT with train-
ee insights, one resident member 
acted as a liaison between the Col-
laborative and the WEDTT (Figure 
1), with intention to communicate 
the opinions of the Collaborative on 
specific WEDTT projects.

To encourage leadership develop-
ment and reach individual team ob-
jectives, multiple approaches were 
taken. First, the early-career physi-
cian hosted monthly evening webi-
nars through a video-based online 
conference tool for the 10 project 
coleaders and the WEDTT liaison. 
These webinars included three 
components: (1) leadership develop-
ment, (2) coleader check-ins, and (3) 
updates from the resident liaison. 
Leadership development activities 
included discussions on leadership 
articles, such as identifying one’s 
leadership style, conducting effec-
tive meetings, or innovation within 
family medicine. The coleader check-
ins allowed teams to share progress, 

which invited feedback from the 
group. The liaison check-in updat-
ed the Collaborative on the larger 
WEDTT and asked for insight on 
specific questions. 

Second, each Collaborative team 
met on their own, typically month-
ly. Each team determined how to 
share tasks, recognizing individu-
als’ schedules. Most teams used 
multiple communication platforms, 
allowing trainees to complete work 
on their own schedules and maintain 
accountability. To accomplish their 

objectives, each team utilized vari-
ous methods, including surveys, fo-
cus groups, presentations, research, 
and establishing external collabora-
tions. The level of interaction with 
each team’s assigned physician advi-
sor was unique; for some, the advisor 
was present at monthly meetings, 
while others consulted the advisor 
ad hoc. 

Finally, teams engaged in ad 
hoc meetings with the early-career 
physician who provided consult-
ing and coaching, while allowing 

Table 1: Demographics of Collaborative Participants (n=36)

Demographic Percentage (n)

Medical students (on initiation)  58.3 (21)

Male  36.1 (13)

MD  91.1 (33)

White race 63.9 (23)

Geographic location  

 Northeast  11.1 (4)

  South  33.3 (12)

  Midwest  25 (9)

  West  30.6 (11)

Figure 1: Workforce Education and Development Tactic Team (WEDTT)
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independence of the actual problem 
solving. These meetings were done 
to structure goals or with teams who 
wanted additional guidance. 

Throughout the timeline of the 
Collaborative, teams developed new 
projects and trajectories based on 
workload, the interest of team mem-
bers, evolution of leadership, or iden-
tified need (subjective or objective). 
The number of team members fluc-
tuated, with members both leaving 
and joining; a total of 12 members 
were involved for the entire duration 
and 24 additional members were in-
volved at any point. Sixteen addi-
tional individuals were associated 
with the Collaborative through lead-
ership positions within collaborative 
workforce diversity organizations (eg, 
Latino Student Medical Association, 
Gay and Lesbian Student Medical 
Association).

All positions were voluntary and 
involved no costs. The online commu-
nication platform did have a monthly 
fee, but was also used by the broader 
FMAHealth teams and no costs were 
passed down to trainees. Minimal fi-
nancial support was given toward 
survey fees and conference costs.

Outcomes Produced
Given the unique recruitment pro-
cess, the Collaborative consisted of 
diverse participants, both in terms of 
experience, geography, and ethnicity 
(Table 1). Unfortunately, there was 
minimal representation from the 
osteopathic community, with only 
three of 33 members. Outcomes for 
the Collaborative focused on three 
domains: (1) leadership development, 
(2) tangible outputs (ie, presenta-
tions, publications, etc), and (3) over-
all impact on the WEDTT objectives.

There was no formal pre- and 
posttesting to measure leadership 
outcomes. However, participants pro-
vided informal feedback through a 
survey administered 1 year after the 
end of the Collaborative and through 
open-ended qualitative feedback 
throughout the process. The survey 
response rate was 56% (20/36); mul-
tiple emails bounced back from in-
dividuals who had graduated from 

either medical school or residen-
cy. On a scale, participants ranked 
how beneficial involvement in FMA-
Health was in regards to their over-
all future career, to leadership 
development, and to networking op-
portunities. The mean response for 
all questions was 6/10. Regarding 
satisfaction with the Collaborative 
and with FMAHealth overall, the 
mean responses were also 6/10.

Qualitatively, trainees reported 
improvements in organization, proj-
ect management, communication, 
and research. Notably, members 
felt that their involvement provid-
ed valuable relationships with like-
minded colleagues and mentors (ie, 
networking), resilience in their pro-
fession, and excitement about im-
proving family medicine.

My work with FMAHealth has ex-
panded my view of what leadership 
in our specialty can be…There is 
true benefit and value in working 
with others who are solely driv-
en by passion and that sharing in 
that experience can be incredibly 
rewarding.
 
I graduated from a medical school 
that lacked a department in fam-
ily medicine. FMAHealth provided 
me with the mentorship I struggled 
to find locally. My decision to pur-
sue family medicine is continuously 
validated by our projects in FMA-
Health and it makes me excited for 
the future of primary care. 

FMAHealth allowed me to pres-
ent at the AAFP National Confer-
ence...To engage with physicians, 
residents, and medical students 
across the nation was a truly valu-
able experience.
 
When asked about improvements 

in the Collaborative structure, mul-
tiple participants stated that the ini-
tial direction of FMAHealth or the 
Collaborative was unclear. Clearly-
defined roles and objectives were 
needed—both for individual teams 
and for how trainees would integrate 
into broader FMAHealth objectives. 

Most trainees wanted a more inte-
gral role in FMAHealth. One par-
ticipant suggested having trainees 
on all core teams; another proposi-
tioned a core team solely comprised 
of students and residents. The need 
for “less over-burdened” mentors 
was emphasized. One participant 
stated that having dedicated men-
tors (ie, with no other roles) would 
have improved both integration into 
FMAHealth and team productivity. 
Finally, many respondents wanted 
more meetings, specifically in-per-
son to facilitate networking and 
meet project timelines. The need for 
financial support was emphasized 
for in-person meetings and leader-
ship development activities such as 
conference presentations; residency 
continuing medical education funds 
or medical school scholarships were 
not sufficient.

 
Many people were talking about 
change, but we weren’t producing 
actionable items.
 
Choosing something that you are 
passionate about without a clear 
vision about how it will fit into the 
bigger picture [isn’t helpful] …we 
need a better process.
 
FMAHealth was a large enterprise 
with a lot of groups and subgroups. 
The student and resident sub-
groups seemed separate from sim-
ilar groups with faculty. Perhaps we 
could integrate these groups better.
 
Despite these critiques, the Col-

laborative provided trainees with 
opportunities to present at profes-
sional conferences, publish in aca-
demic journals, sit on committees to 
contribute opinions, gain advocacy 
experiences, and develop relation-
ships with colleagues (Table 2). A 
total of 17 presentations were giv-
en, four manuscripts submitted, and 
numerous additional awards and po-
sitions; all included trainees as main 
contributors, mostly first authors/
presenters.
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Lessons Learned and 
Advice for the Future
The Collaborative had two goals: 
(1) to advise the WEDTT and (2) to 
engage family medicine trainees in 

leadership development. By integrat-
ing trainees into its structure, FMA-
Health had the opportunity to gain 
insight from, as well as facilitate the 
development of, family medicine’s 

next generation of leaders. Although 
these goals were realized, challenges 
arose with involving trainees in na-
tional organizations. In the follow-
ing sections, we discuss methods to 

Table 2: Listing of Accomplishments by the Student and Resident Collaborative
P

re
se

nt
at

io
ns

“Healing the Healer: Striving for Culture Change in Medical Education,” Annual Family Medicine Midwest 
Conference, 2015
“Healing the Healer: Achieving Wellness in Medical Education,” AAFP National Conference, 2016
“Student Activism Panel,” Beyond Flexner, 2016
“Pipeline to Enhance Diversity Panel,” Beyond Flexner, 2016
“Physician Advocacy: What Is It and How Do We Train For It?” AAFP Residency Education Symposium, 
Residency Program Solutions, 2017
“How to Incorporate Resident Burnout Prevention into the Residency Curriculum,” AAFP Residency Education 
Symposium, Residency Program Solutions, 2017
“Discussion Group: Metrics for Social Accountability of Medical Schools,” Starfield Summit, 2017
“Advocacy in Primary Care to Achieve the Triple Aim: What to Do,” STFM Annual Spring Conference, 2017
“Healing the Healer to Achieve the Quadruple Aim: Reaching Wellness in Medical Education,” STFM Annual 
Spring Conference, 2017
“Moving the Needle on Students Choosing Family Medicine: How to Make an Impact,” AAFP National 
Conference, 2017
“Building the Diverse Workforce America Needs,” AAFP National Conference, 2017
“Characteristics Associated With Advocacy Training in Family Medicine Residency Programs,” North American 
Primary Care Research Group Annual Conference, 2017
“Barriers To Wellness: The Resident Perspective,” Guest Speaker, AAFP Commission on Education Winter 
Cluster Meeting, 2017
“Preventing Burnout in Medical Education,” Illinois AFP Annual Meeting, 2017
“Identifying and Addressing Burnout in Medical Students: A Case-Based Session,” STFM Medical Student 
Education Conference 2018
“What Do 4th-Year Medical Students From Around the Country Say About Family Medicine?” STFM Medical 
Student Education Conference 2018 and OHSU Pennington Lectures, 2018

M
an

us
cr

ip
ts Incorporating advocacy training to decrease burnout. Published in Academic Medicine, 2017.

A shared aim for student choice of family medicine: an update from ADFM and Family Medicine for America’s 
Health. Published in Annals of Family Medicine, 2018.
Factors That Influence Student Choice in Family Medicine: A national focus group. Submitted for publication.
Formal advocacy curricula in family medicine residencies: a CERA survey of program directors. Submitted for 
publication.

P
os

te
rs “A Need for Formal Advocacy Curricula in Family Medicine Residencies: A CERA Study,” STFM Annual Spring 

Conference, 2018.

A
w

ar
ds

STFM Faculty for Tomorrow Scholarship (three winners)
AAFP GME Award (three winners)
AAFP All Member Advocacy Meeting Scholarship (one winner)
The 40 Under 40 Leaders in Healthcare Award, National Minority Quality Forum

L
ea

de
rs

hi
p 

O
pp

or
tu

ni
ti

es

AAFP Resident Conference Chair
Student Representative to Commission on Health of the Public and Science
Resident Representative to a State Board of AAFP
Resident Representative to the Board of STFM
Resident Member of STFM Preceptor Summit
Primary Care Leadership Collaborative, in partnership with FMAHealth, AAFP, and Primary Care Progress
Guest “Provoker” for an AAFP Commission on Education Meeting
Contributor to AAFP Physician Health First
Podcast contributor to AFP Family Physicians
Resident Interview with Medscape, re: burnout prevention 
Partnership with the STFM Group on Health Policy and Access
Partnership with Primary Care Progress
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improve upon our experiences for fu-
ture initiatives.

Goal #1: Integration With the 
WEDTT
There were numerous challenges 
with integrating the Collaborative 
with WEDTT and FMAHealth. Over-
all, the Collaborative had minimal 
interaction with the core FMAHealth 
teams, including the WEDTT, with 
the exception of the WED team lead-
er. Although there was a trainee liai-
son, there was limited bidirectional 
communication, and the liaison was 
not included in initial goal develop-
ment with WEDTT. Additionally, be-
cause of residents’ clinical schedules, 
trainees struggled to attend WEDTT 
and FMAHealth national meetings. 
Although the project teams had a 
physician advisor, this position did 
not always improve interaction with 
the WEDTT. Not all physician advi-
sors were members of the WEDTT, 
and most had limited contact with 
the team, only interacting with the 
WEDTT leader. 

A. Include Multiple Trainee Rep-
resentatives on Core Teams and 
on the Board. This would improve 
sustainability, engagement, and own-
ership of the overall strategies, as 
well as increase diversity of recom-
mendations and reflect the current 
state of medical training. Ensure 
these trainees are involved through-
out project timelines.

B. Have Clear Objectives to Con-
nect Trainees With the Broad-
er Structure. Collaborative teams 
were based on trainee interest and 
coleaders developed any goals de-
sired, which provided engagement 
in topics individuals were passion-
ate about, but little direction as to 
how these goals would feed back into 
the broader FMAHealth structure. 
Overall, having too much indepen-
dence led to feelings of nonintegra-
tion. Clear, relevant goals should be 
set and described during orientation 
to provide structure.

C. Ensure Dedicated Time. Bal-
ancing the demands of medical 
school and residency with outside 
leadership responsibilities is diffi-
cult. No program gave trainees ad-
ministrative or leadership time to 
work on projects. There was also no 
minimum time commitment set by 
FMAHealth. It is critical for training 
institutions to (a) recognize leader-
ship involvement as crucial to phy-
sician development and (b) provide 
dedicated time for such involvement. 

Goal #2: Trainee Leadership  
Development
Overall, participants were satisfied 
with involvement. Yet, because this 
type of leadership training is rare, 
comparison of its effectiveness is lim-
ited. As an initial model, much of the 
development was ad hoc and non-
uniform; this could be improved in 
future strategies.

A. Ensure Broad Recruitment. 
The Collaborative avoided tradi-
tional recruitment strategies by not 
requiring a formal application or 
election. Through this, the Collab-
orative improved accessibility, in-
creasing the numbers of involved 
trainees compared to similar boards, 
and strengthening the future of fam-
ily medicine leadership. This pro-
cess generated improved diversity, 
a wider breadth of ideas, and pro-
vided participants with insight into 
the challenges and benefits of col-
laboration. Further work is needed 
to encourage those who may not seek 
out opportunities, but have valuable 
contributions.

B. Create a Clear Structure for 
Support, Including Financial 
Support. Trainees were expected 
to develop their leadership skills by 
leading a team, but also create a new 
structure and individual goals. Mul-
tiple roles were helpful to leadership 
development, but required trainees 
to find a balance between personal 
leadership development and provid-
ing support, guidance, and mentor-
ship to others. Again, clearly defining 
roles for trainee leaders and for their 

support structure may help mitigate 
this. Available staff or a point person 
for administrative-related questions 
would help avoid overburdening phy-
sician mentors and allow them an 
integral role in trainee leadership 
development.

Additionally, if a goal of trainee 
leadership development is to pres-
ent at conferences or attend stake-
holder meetings, financial support 
should be set aside or requested from 
trainee development stakeholders, 
such as academic family medicine 
departments or state organization 
chapters. 

C. Emphasize Evaluation.9,10,11,14 
The Collaborative was not based in 
a leadership framework, nor was 
there rigorous or formal evalua-
tion. Instead, our evaluation relied 
on feedback through an anonymous 
survey distributed by the early-ca-
reer mentor and ongoing informal 
qualitative feedback. Presentations 
and manuscripts are both signals of 
leadership development, but more 
indicators are necessary. A validat-
ed or commonly used assessment of 
leadership milestones is needed.  

Conclusion
Trainee involvement in the WEDTT 
facilitated leadership development 
among future family physicians. 
These trainees now have an im-
proved understanding of advocat-
ing for change, program development 
and management, and establishing 
team relationships. Future endeav-
ors should continue to facilitate a fo-
rum for students and residents to 
share ideas and collaborate. Includ-
ing trainees in a structured, integral 
way would further improve this.

FMAHealth had the potential 
to include trainees in the strategic 
planning and execution of a large, 
national initiative, but the Collab-
orative’s engagement in the overall 
WEDTT and FMAHealth structure 
was cursory and could have been 
improved. Involving trainees earli-
er in the process of development, as-
signing them core positions, or using 
them as focus group leaders could 



172 FEBRUARY 2019 • VOL. 51, NO. 2 FAMILY MEDICINE

SPECIAL ARTICLES

all strengthen organizational goals. 
This could improve engagement in 
the process, increasing the reten-
tion, impact, and strength of future 
family medicine community leaders 
and academic departments. Using 
formal evaluations of leadership de-
velopment can assist in achieving 
program goals and refining future 
models. As trainees become fami-
ly physicians poised to change the 
health care landscape, family medi-
cine should continue to create a col-
laborative environment for trainee 
involvement, emphasizing the cul-
ture of family medicine as one that 
fosters tomorrow’s leaders.

CORRESPONDING AUTHOR: Address corre-
spondence to Dr Anastasia J. Coutinho, 3569 
Round Barn Circle, Santa Rosa, CA 95404. 
802-343-0928. anastasia.coutinho@gmail.com.
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