SPECIAL
ARTICLES

— Foundations of Residency Redesign —

Redesigning Family Medicine Training
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ABSTRACT: This paper reflects a vision of how family medicine residency
training will be redesigned to prepare graduates to meet the health care
needs of their patient populations and regional communities. Family physi-
cians are needed to serve as personal physicians and as the patient’s usual
source of care, as recognized in historic documents that have defined the spe-
cialty’s enduring role in society as the foundation of the health care system.

Modern residency practices will include residents as junior part-
ners and members of multidisciplinary faculty teams. Residency prac-
tices will measure and improve care consistent with the triple aim:
enhancing the experience of care for patients, improving outcomes of care
for populations, and reducing waste and the cost of care in the system.
Curricula will include core elements of the roles of family physicians,
including the development of therapeutic relationships with patients and
families, recognizing patients’ needs and expectations, profession-
alism, the identification and management of acute and chronic
illness, maternity care, and the care of hospitalized patients.

Also included will be emerging expectations of family physicians, including
team roles, expanded care through telehealth and patient portals, identifying
and intervening in modifiable social determinants of health, addressing struc-
tural racism, closing gaps of inequitable care for their patient populations, man-
aging addiction as a treatable chronic illness, improving performance through
clinical data registries, personalized medicine, and leadership. Wellness and as-
surance of a satisfying career will be a priority focus of preparation for career-
long practice. Residents will become competent in the comprehensive scope
of practice needed to serve in the role of continuous personal physician on
multidisciplinary teams that serve as the usual source of care for populations
in regions where the residencies are located.
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“General practice is (and ever shall
be) for general practitioners....
Thus, general practice...has been
preserved for posterity....”

“Every individual should have a
personal physician who is the cen-
tral point for integration and con-
tinuity of all medical and medically
related services to his patient....
His [sic] concern will be for the pa-
tient as a whole, and his relation-
ship with the patient must be a

continuing one.”

“What is wanted is comprehensive
and continuing health care.... A dif-
ferent kind of physician is called
for.... We suggest that he be called
a primary physician.”

“Medicine needs a new kind of spe-
cialist, the family physician who is
educated to provide comprehensive
personal health care.”™

“Our vision is to transform the
health of our country, not just its
medical care. A robust family medi-
cine foundation is necessary but not
sufficient to achieve this vision.”

From the Department of Family Medicine,
University of Kansas School of Medicine,
Kansas City, KS.
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“We can insist that family medicine
take its rightful place as the foun-
dation of a high-quality health care
system, a system that serves the
needs of everyone. We can achieve
these things ... ‘by force of our de-
mands, our determination and our

96

numbers.

he challenges currently fac-
T ing health care in the United

States need family medicine
to again be the solution. Family
medicine was conceived of Ameri-
can society’s call for the profession
of medicine to dedicate its newest
family member to altruism, and
born embodying that aspect of pro-
fessionalism which puts the needs of
patients, populations and communi-
ties first. In 1966, three seminal re-
ports, all external to the specialty,
were published which created the
new discipline of family medicine
to meet the health and health care
needs of American society. 4

Family medicine is the incumbent
specialty in primary care, yet fami-
ly medicine will always be a reform
movement. While the core role of the
family physician is enduring, the en-
vironment continually demands that
newly identified needs be addressed
and newly recognized challenges be
met. Family medicine is a change
agent on which society has repeat-
edly called, even if it was called by
different names, and even if society
did not always recognize that family
medicine had previously responded
to the call. Family medicine identi-
fies as generalists, personal physi-
cians, primary physicians, family
physicians, and the foundation of
the health care system.

Now family medicine is again be-
ing called upon, with expectation and
hope, to assure that quality health
care and population health are deliv-
ered in an affordable system. Family
medicine will again respond because
FM has a culture of servant leader-
ship. The specialty of family medi-
cine recognizes that to meet the new
challenges, it is time to re-envision
medicine, specifically through re-de-
signing family medicine residency
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training at this time. This is family
medicine’s vision for the future.

It is time for family medicine to
own our vision, to assert leadership
and take full responsibility for put-
ting the vision of family medicine
into practice. We will not succeed if
we call upon and wait for others to
create conditions we believe may be
required to enable our vision to be-
come reality. While we do not have
control over the entire health care
delivery system and therefore can-
not control all aspects of the cur-
rent practices of family physicians,
we will start with changing our res-
idency programs, and the accredita-
tion requirements thereof.

Owning the Triple Aim

“Health professions education has
not kept pace with ‘changes in pa-
tient demographics, patient desires,
changing health system expecta-
tions, evolving practice require-
ments and staffing arrangements,
new information, a focus on improv-
ing quality, or new technologies.”"?

“Family medicine will transform
health care, starting with our own
‘grass roots’ residency practices,
pushing the system to change.”*

“Changes in both the practice en-
vironment and in residency educa-
tion since the specialty was created
have resulted in a need to re-evalu-
ate and revise the traditional fam-
ily medicine training model.”

For decades, the US health care
system has persistently ranked low-
er in international measures of qual-
ity and higher in costs than other
nations.'® The United States remains
the only developed nation in which
a portion of the population is unin-
sured.!® In response, the current foci
of the health care delivery system in
the United States are often referred
to as the triple aim: enhancing pa-
tients’ experiences of care, improving
outcomes for populations, and reduc-
ing the cost of care in the system.
These aims define the concept of

value in health care. Emerging from
the game-changing 2001 Institute
of Medicine Quality Chasm report,*’
the triple aim was first identified by
Don Berwick and others at the Insti-
tute for Healthcare Improvement.8
These goals were then integrat-
ed into the payment policies of the
Center for Medicare and Medicaid
Services (CMS) beginning in 2010
during Berwick’s tenure as CMS ad-
ministrator,'® and incorporated into
the National Quality Strategy, pro-
mulgated in 2016 by the Agency for
Healthcare Research and Quality
(AHRQ, https://www.ahrq.gov/work-
ingforquality/about/ngs-fact-sheets/
fact-sheet.html). It is through ad-
dressing the triple aim that family
medicine will meet the service, qual-
ity, and cost goals for patients and
for the population.

To Enhance Patients’ Experience
of Care...

Residents will learn that patients’
experiences of care focus on their
personal physician’s accessibility,
communication skills, and recogni-
tion of the patient’s physical and
emotional health (Table 1).20

At the same time, patients strug-
gle to understand concepts such as
comprehensiveness and quality.'?
Family physicians deliver on the
primary care promise of comprehen-
sive care when they provide care in
which they are trained and compe-
tent, and arrange and coordinate
care to be delivered by others when
the patient needs care that is beyond
the knowledge and skills of the fam-
ily physician.

Lacking the ability to measure
quality, most patients assume that
they are receiving quality care. Pa-
tients in residency practices will
serve as partners in their care, rang-
ing from shared decision making? in
their own care, to participating in
reviewing and advising on the per-
formance of the practice in achiev-
ing the triple aim. In this way, the
patients of the practice will come
to learn how to measure and rec-
ognize quality of care. Representa-
tives of the community served by
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Table 1: Patients’ Expectations of the Practice of Their Personal Physician

Patients expect the practice of their personal physician to:

e Be in their health insurance plan,

e Be conveniently located to the patient, and
e Have open appointments when the patient perceives the need for care.

In addition, patients expect their personal physician to:

health; and

e Have nonjudgmental, understanding, supportive, honest, and direct interpersonal communication skills, which includes
listening and explaining effectively to the patient;

e Attend to patients’ physical and emotional health;

e Have a relationship with them over a long period of time, in which the patient feels a partnership in maintaining

e Coordinate and be part of their care in settings other than their personal physician’s practice setting.

the practice, including patients of
the practice, will participate in the
governance of the practice.

To Improve Outcomes of Care for
Populations...
Faculty role models will nurture resi-
dents’ natural curiosity for the evi-
dence that underlies their choices of
interventions for their patients.
Gaps often persist between our
health care practices and what is
most effective. These gaps are closed
through using the tools of popula-
tion health, including practice-based
research, clinical guidelines, perfor-
mance measures, data warehouses,
clinical data registries, and perfor-
mance reports. Faculty will model
the use of these tools as core ele-
ments of the residency practices. All
family medicine residency practices
will use clinical data registries and
performance reports to monitor and
facilitate their achievement of im-
proved outcomes of care for their pa-
tient populations.??

To Reduce Waste and the

Overall per Capita Cost of Care
in the System...

Through modeling by faculty dur-
ing patient care and through struc-
tured learning, residents will become
aware of the complexities of deter-
mining costs versus charges, what
insurance plans will pay versus co-
pays and deductibles, and resul-
tant burdens to patients that serve
as barriers to adherence. As part of
shared decision-making, residents
will learn to incorporate inqui-
ry about what patients can afford.
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Residents will also learn what fac-
tors impact the cost of care to the
system, including utilization, lim-
iting unnecessary referrals, meet-
ing patients’ needs outside of the
emergency room, prevention of hos-
pitalizations, and preventing read-
missions through immediate and
ongoing follow up of patients in the
practice.?

The Residency Practice
as the Curriculum

“For a noble purpose as complex as
improving health and health care,
real change actually happens by
taking risks and learning together.”

“You must be the change you wish
to see in the world.” (Attributed to
Mahatma Gandhi)

Family medicine will create inter-
professional and collaborative resi-
dency practices (residents, faculty,
team members, patients) that will
function as the health care delivery
system designed to meet the ongo-
ing and emerging needs of their lo-
cal and regional patient populations.®
These residency practices will hold
themselves accountable to their com-
munities to continually measure
their progress toward meeting the
identified needs of their patient pop-
ulations.

Family medicine residencies will
welcome new residents as new mem-
bers of their practices. Residents
will be oriented on how the care
and learning model they just joined
is designed and functions to meet

the needs of the patient population
served by the residency, as well as
that of the institution and communi-
ty. Since the majority of family med-
icine graduates will practice within
100 miles of where they train,® it is
reasonable during residency to prac-
tice and learn in a manner that will
prepare residents for regional prac-
tice as family physicians, as well as
to adapt to the changing needs of
their patient populations and com-
munities. Family medicine residents
will be specifically recruited, and
then expected to learn the necessary
knowledge, skills, and attitudes to
enter a career of serving their com-
munity as a personal physician and
usual source of care.!!!

While subspecialties are defined
by their content, family medicine is
primarily a context-based specialty,
managing the needs of patients in an
environment of increasing complex-
ity. As residents join the residency
practice, they will begin developing
relationships with their patients
and learning the processes of care
in their new practice, supervised by
faculty teams. Continuity of relation-
ships with patients is communicat-
ed as the core principle of being a
family physician, as are first contact
and comprehensive care.? The resi-
dents will join the faculty and team
members as partners in the practice
in which all practice members will
model these enduring core values of
family medicine. Team members will
reflect the added value of contribut-
ing roles in the delivery of primary
care, including full- or part-time phy-
sicians, nurses, nurse practitioners,
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physician assistants, clinical phar-
macists, social workers, public health
officers, behavioral health faculty,
nutritionists, patient educators, com-
munity health workers, and others.

Fulfilling the core principle of con-
tinuity, residents will participate in
the care of their patients in what-
ever settings their patients receive
their care: in the family medicine
ambulatory practice, through tele-
health, via asynchronous patient
portals, through necessary consul-
tations, in the hospital, in labor and
delivery settings, in surgery, in nurs-
ing homes, and at home. Patients of
these practices will experience their
personal physician as “being there
for them” in all their health care,
even if another physician in anoth-
er setting is temporarily managing
the patient’s care. In addition to be-
ing there, residents will learn to co-
ordinate the care of their patients in
various settings.

Core and Emerging
Curricular Elements

“Given the changes taking place in
the specialty and within the broad-
er health care system, it is clear
that the traditional family medicine
curriculum, although successful in
the past, cannot meet the needs of
the future.”*

Specific attention will be given to
preparing residents to meet today’s
and tomorrow’s needs of local and re-
gional patient populations. Many pa-
tient expectations are enduring, such
as for ongoing trusted relationships
between patients and their personal
physician and addressing patients as
whole people with integrated physi-
cal and mental health needs.

Early in their new continuity
practice, residents will have the op-
portunity to arrange—with the guid-
ance of faculty mentors—in-depth
learning experiences in other medi-
cal, public health, and community
settings. These additional learning
experiences will be specifically de-
signed to best prepare residents to
serve as comprehensive primary care
physicians to meet the needs of the
patient populations of the institu-
tion, community, or region. The resi-
dents’ continuity practices with their
panel of patients will be maintained,
albeit at times reduced, during addi-
tional in-depth learning experiences.

Residency practices will assure
that residents have experiences and
achieve knowledge and skills in both
enduring and emerging elements of
primary care (Table 2). Residency
practices will model and teach the
use of new tools to facilitate success-
ful primary care practice:

e Office technology is evolving,
such as using point-of-care ul-
trasound. Family physicians will

enhance the experience of care
for their patients beyond office-
based visits through telehealth?
and ongoing communication
with patients asynchronously
through patient portals.

e Genetically-based treatments
are anticipated to become more
available as all physicians en-
ter the future of personalized
medicine.?®

e The challenge to effectively ad-
dress opioid use disorder as a
chronic illness for which there
are effective treatments®* per-
sists in large part from the War
on Drugs, a term popularized
in 1971, which codified a judg-
mental view of drug addiction as
criminal and sociopathic behav-
ior. Residents will learn to use
behavioral therapies in conjunc-
tion with medication-assisted
treatment as tools in their prac-
tices to successfully manage and
intervene in the chronic illness
of opioid use disorder.?3°

We commit that family physicians
will be prepared to address current
additional challenges, which have
been either frustratingly persistent
or steadily growing in importance:

e Research into diagnostic and
therapeutic aspects of medical
care has eclipsed the role of so-
cial determinants of health.?
Residency practices will sup-
port the experience of residents

Table 2: Core Elements of the Family Medicine Curriculum

Effective team roles

patient population
Community needs assessment

infectious diseases and pandemics
Maternity care and care of newborns

patient populations

Behavioral health skills and the development of therapeutic relationships, including shared decision-making
Professionalism: altruism and ethical behaviors

Beyond in-person care: telehealth and asynchronous patient portals as part of continuity
Using social determinants of health and public health interventions to improve care for vulnerable members of the

Primary mental health care, including medication-assisted treatment for opioid use disorder

Performance measurement and improvement through clinical data registries and performance reports, as well as
incorporation of practice-based research

Personalized health care through health assessment and genomics

e The scope of primary care from health promotion through primary and secondary prevention; recognition and

management of acute injuries and illnesses, chronic illnesses and multimorbidities; and preparation for emerging

Care of hospitalized patients, hospital-community transitions, including rehabilitation services and end of life care
Leadership to advocate for and make necessary changes in the health system to achieve the triple aim with their
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learning about the social deter-
minants of health and effective
interventions in community set-
tings.

e Persistent inequities of care per-
sist for people with disabilities.
Inequities also manifest as ra-
cial, ethnic, language, and class
disparities that are not limited
to the urban core.?> Structural
racism has been identified as an
underlying contributor to ineq-
uities of care and must be ad-
dressed during the training of
family physicians. Gaps in the
processes of care for patients
violate the triple aim. No one
specialty can address dispari-
ties in care across the system.
Generalists who care for patient
populations, particularly fami-
ly physicians and their practice
teams, will be called upon to
advocate for and accept this set
of population-based challenges.
Residency practices will be de-
signed, and residents will learn
to model successful approaches
to identifying and closing care
disparity gaps.

e The fragmented US health sys-
tem continues to deliver ineq-
uities in care and outcomes for
populations which remain geo-
graphically isolated from needed
care. For example, many areas
are maternity care deserts with
a lack of maternity care provid-
ers and no hospital offering ob-
stetric care.?® Family centered
maternity care will be a part of
the training of all family physi-
cians and a substantial element
of such training when practic-
ing maternity care will be a core
part of their practices in their
communities.®*

e An aging population brings with
it people who develop and live
with multiple chronic illnesses.
The newly coined term “mul-
timorbidity” calls attention to
an historically recognized and
currently central role of fam-
ily physicians to manage over
time their patients with multi-
ple chronic conditions.?
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e While COVID-19 may be a once-
in-a-hundred-year pandemic, the
population has been threatened
repeatedly by other epidemics
of emerging infectious diseas-
es, including such recent ex-
amples as HIV-AIDS, Zika and
Ebola.?® While experts in infec-
tious diseases and public health
are required to address these re-
peated epidemics, primary care
is where people affected by ep-
idemic diseases will present.
Therefore, family medicine res-
idency practices will be prepared
and will prepare graduates.

Residents will be graduated from
the residency program when they
demonstrate that they have met
the goals and objectives of the train-
ing program, are deemed to be com-
petent family physicians who are
prepared to serve their patients
populations as personal physicians
and as their patients’ usual source
of care, and who have completed at
least 3 years of residency practice
and training. Both competency and
time of experience are valid mea-
sures to determine successful com-
pletion of training and readiness for
their next stage of practice.

Assuring Satisfying Careers

“The principal driver of physician
satisfaction is the ability to provide
quality care.”’

Since “burnout among the health
care workforce threatens patient-
centeredness and the triple aim,”
residency practices will prioritize the
well-being of its practice partners.
Faculty will model and residents will
participate in interventions designed
to promote clinician well-being. This
focus on well-being has been incor-
porated into the concept referred to
as the quadruple aim.*"

The residency practice will rec-
ognize and address elements of
the practice system that result in
obstacles to the ability to provide
quality care. After first address-
ing frustrations in the practice sys-
tem, residents will be encouraged
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and supported to implement per-
sonal wellness interventions, such
as mindfulness, meditation, exer-
cise, and other interventions that
have been demonstrated to be use-
ful in facilitating mental wellness
and avoiding burnout. System and
practice interventions must be ad-
dressed, however, before personal
interventions can be expected to be
successful.®

Upon being accepted into the resi-
dency, residents will be matched to
faculty mentors who will guide the
new resident members of the prac-
tice through orientation to the care
and learning system, building the
resident’s curriculum, knowledge
and skill acquisition, formative
performance review, and prioritiz-
ing personal wellness. These men-
tors will continue to be available to
residents after graduation to help
mentees continue to develop and im-
plement a plan for lifelong learning,
including advances in medicine, but
also seeking opportunities to learn
new skills to enhance the ability of
their practices to achieve the triple
aim with their patient populations
and in their communities.

Medical students will be inspired
to seek educational experiences that
display the satisfaction and excite-
ment of resident practice partners
who successfully develop rewarding
ongoing relationships with patients,
provide comprehensive care, and
demonstrate measurable, continu-
ous progress in achieving the triple
aim. It can be expected that medical
students will then seek to join a fam-
ily medicine residency practice as a
new partner.

Residency practices will model
lifelong learning for family physi-
cians.® Ongoing personal develop-
ment will include a commitment
to service, personal wellness and
growth. Professional development
will include self-evaluation and at-
tention to the tasks of career stag-
es, including skill building, practice
building, leadership, governance, and
mentoring. Scholarship will include
practice-based research, evidence-
based reviews, and translation of
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knowledge and practice guidelines
into primary care relevance.

As residents transition into their
communities of practice, they should
serve as extensions of the residency
practices of the sponsoring institu-
tion into the community and region.
This multiplies sites for resident
experiences, increases faculty role
models, and enhances the resources
available to the community practic-
es to achieve the triple aim by being
linked to the residency practices and
sponsoring institution.

“The challenge now facing family
medicine is to take the initiative for
change, engage others truly com-
mitted to reform, and to see the
process through—in all its com-
plexities and risks—to a success-
ful conclusion.”

Family medicine residency prac-
tices will initiate a new reputation
for the specialty*’:

e Family physicians will model
satisfying and rewarding ca-
reers, with continuous intel-
lectual stimulation, a sense of
being of service, making a differ-
ence in the lives of patients and
communities and enjoying pro-
fessional and financial security.

e Other health professionals, in-
cluding team members and
consultants, will view family
physicians with professional
respect and esteem, recogniz-
ing that family physicians have
a reputation for quality care,
satisfied patients, and effective
collegial communication among
health professionals.

e Payers will see family medicine
practices serving as the patient’s
medical home, delivering acces-
sible, 24/7/365, comprehensive,
continuity, coordinated, and ef-
ficient, and affordable care for
patients in the practice.

e Medical students will see fami-
ly physicians serving as positive
role models, providing technolog-
ically advanced care, receiving
positive feedback from patients
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regarding relationships and care
and enjoying career satisfaction.

e Communities will recognize
family physicians as partners
in public health, adapting to
the needs of the community as
they arise.

e Patients will choose a fami-
ly physician as their personal
physician, and the family phy-
sician’s practice as the patient’s
personal medical home and
their usual source of care. In so
doing, patients will be assured
that their family physician will
establish an ongoing relation-
ship with them, be available to
meet their health care needs,
will listen and explain, will
stay current, will incorporate
appropriate technology to im-
prove their care effectively and
efficiently, will demonstrate a
whole-person approach to their
care over time, and will advocate
for the patient and their fam-
ily members in the health care
system.

DISCLOSURES: The author’s career has in-
cluded relationships, experiences, and per-
spectives that might be perceived by others
as resulting in biases.

The author trained in an early family
medicine residency that was designed to
prepare graduates to meet the needs of the
underserved population in the local urban
community. He then practiced full-scope
family medicine in a rural community with
one medical office, 100 miles from his residency.

The author served as director of both a
community-based and academic health center-
based family medicine residency, as well as
director of a university-affiliated network
of predominantly rural family medicine
residencies. He worked for the American
Academy of Family Physicians and served
as staff executive for the Future of Family
Medicine project (2002-2004). He spent a
decade leading the Council of Medical Specialty
Societies, which focused on professionalism and
performance improvement in practice.

The author currently teaches health system
science, professionalism, and leadership to
graduating family medicine residents in
each of the three family medicine residencies
in his local community. He is a member
of the Advisory Board for the Center for
Professionalism and Value of the American
Board of Family Medicine.

The author has for the past 8 years received
his own personal health care from an academic
family medicine residency program. His
personal primary care physician is a resident
who changes every 3 years.

The plans described in this article reflect

the vision of family medicine that has evolved
from the seminal reports of 1966 (Millis,
Willard, Folsom), through the publications of
the Future of Family Medicine project in 2004,
Family Medicine for America’s Health in 2015,
and many intercedent publications. All of these
remain relevant. Society’s need for the role of
the family physician as the generalist personal
physician is enduring.
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