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ABSTRACT

PURPOSE More than a decade ago the American Academy
of Family Physicians, American Academy of Family Physi-
cians Foundation, American Board of Family Medicine,
Association of Departments of Family Medicine, Association
of Family Practice Residency Directors, North American
Primary Care Research Group, and Society of Teachers of
Family Medicine came together in the Future of Family
Medicine (FFM) to launch a series of strategic efforts to
“renew the specialty to meet the needs of people and soci-
ety,” some of which bore important fruit. Family Medicine
for America’s Health was launched in 2013 to revisit the role
of family medicine in view of these changes and to posi-
tion family medicine with new strategic and communication
plans to create better health, better health care, and lower
cost for patients and communities (the Triple Aim).

METHODS Family Medicine for America’s Health was pre-
ceded and guided by the development of a family physician
role definition. A consulting group facilitated systematic
strategic plan development over 9 months that included
key informant interviews, formal stakeholder surveys, future
scenario testing, a retreat for family medicine organizations
and stakeholder representatives to review strategy options,
further strategy refinement, and finally a formal strategic
plan with draft tactics and design for an implementation
plan. A second communications consulting group surveyed
diverse stakeholders in coordination with strategic planning
to develop a communication plan. The American College

of Osteopathic Family Physicians joined the effort, and stu-
dents, residents, and young physicians were included.

RESULTS The core strategies identified include working to
ensure broad access to sustained, primary care relation-
ships; accountability for increasing primary care value in
terms of cost and quality; a commitment to helping reduce
health care disparities; moving to comprehensive payment
and away from fee-for-service; transformation of training;
technology to support effective care; improving research
underpinning primary care; and actively engaging patients,
policy makers, and payers to develop an understanding of
the value of primary care. The communications plan, called
Health is Primary, will complement these strategies. Eight
family medicine organizations have pledged nearly $20
million and committed representatives to a multiyear imple-
mentation team that will coordinate these plans in a much
more systematic way than occurred with FFM.

CONCLUSIONS Family Medicine for America’s Health is a
new commitment by 8 family medicine organizations to
strategically align work to improve practice models, pay-
ment, technology, workforce and education, and research
to support the Triple Aim. It is also a humble invitation to
patients and to clinical and policy partners to collaborate in
making family medicine even more effective.

Ann Fam Med 2014;12(Suppl_1):S1-S12. doi: 10.1370/afm.1699.
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INTRODUCTION

he current state of health in the United States

was recently summed up by the National Acade-

mies of Science: the US population leads shorter
lives in poorer health compared with those in countries
around the world." In fact, the United States continues
to lose ground compared with other countries, and
women in the Unites States are experiencing unprec-
edented declines in health outcomes. Despite spending
more money per capita on medical care than any other
country in the world, the United States has not devel-
oped effective and widespread systems to improve pop-
ulation health and prevent disease.>* In part, this crisis
in US health is related to undervaluing primary care.’"'°

It is well documented that health care systems

based on primary care have better quality of care,
better population health, greater equity, and lower
cost.'"® The effect of primary care is believed to be
due to its local adaptability and the complex interac-

51417 which include

tion of the tenets of primary care,

the following:

e Accessibility as the first contact with the health care
system

e Accountability for addressing a vast majority of per-
sonal health care needs (comprehensiveness)

e Coordination of care across settings, and integration
of care for acute and (often comorbid) chronic ill-
nesses, mental health, and prevention, guiding access
to more narrowly focused care when needed

e Sustained partnership and personal relationships over
time with patients known in the context of family
and community

Among citizens, policy makers, and the health

care industry, there is growing recognition of a need

to move away from the status quo—a fragmented,

depersonalized, unsustainable, and often ineffective

US health care system—to a health care system that

supports healthier people, families, and communities at

a lower cost. Transformations in the way primary care

is organized and delivered have shown early promise in

meeting this need for integration, personalization, and
sustainability.'®'” The patient-centered medical home
has become a transitional step for an era of compre-

2021 Fam-

hensive primary care practice transformation.
ily medicine has entered a period of experimentation
and innovation in residency education and in primary
care payment generally, and specifically in comprehen-
sive payment models designed to support more robust
primary care.?>?® These efforts to transform primary
care, train new models of practice, and adequately

pay for more robust primary care are part of a larger
effort among diverse stakeholders to achieve the Triple
Aim—to create better health, better health care, and
lower cost for patients and communities—and to cre-

ate an important movement in which family medicine
has an essential role.?’

Foundational steps have been taken to transform
primary care, and family medicine is now at an impor-
tant crossroads—a moment of great collaborative
opportunity for internal and external reform. The cur-
rent challenge in widely implementing, disseminating,
sustaining, and building on this early transformative
work will require changes in the broader health care
system, as well as partnerships with diverse stakehold-
ers inside and outside health care. It will also require
examination within family medicine about the changes
needed in our own ways of working and contributing
so that a new covenant with our patients and the public
can be established.

Motivated by recent progress and an urgency to
accelerate the pace of change, the 7 national family
medicine organizations, joined by the American Col-
lege of Osteopathic Family Physicians (ACOFP), issued
a call to action and initiated a reexamination of how to
best equip family medicine to take action to improve
America’s health. This strategic planning process, called
Family Medicine for America's Health, was also fueled
by growing recognition among policy makers that a
strong primary care system is key to solving the US
health care crisis and improving the nation's health,
including important recognition in the Patient Protec-
tion and Affordable Care Act (ACA). Family Medicine
for America's Health is also fueled by calls to make
family medicine more comprehensive, particularly by
integrating it with public health and mental health.'”3°
This article outlines the new strategic plan, which was
completed in the spring of 2014 and will launch the
evolving efforts of the family medicine organizational
agendas for the next 5 years, but with an important
front-loading of effort, particularly with stakeholders. It
also describes the impetus for this plan and the process
for developing it, including important historical events
and context. The implementation of the strategic plan
and an accompanying communications initiative are
underway, the first steps of which will be to refine the
goals, tactics, and timelines for these high-level plans.

HISTORICAL CONTEXT: THE FUTURE OF
FAMILY MEDICINE PROJECT

In 2003, the Keystone Il conference was convened

to “examine the soul of the discipline of family medi-
cine—to take stock of the present and grapple with the
future of family practice.”?' This important meeting led
to the commissioning of a series of studies, “to develop
an objective understanding of the contemporary situa-
tion of family medicine in the United States based on
unbiased quantitative and qualitative research.” Spurred
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by Keystone IlI, the Future of Family Medicine project
(FEM), a collaboration of the 7 major family medicine
organizations, sought to address how the discipline
should change as a result of growing frustration among
family physicians, confusion of the public about the
role of family physicians, and persistent inequity and
inefficiency in the US health care system.? FFM aimed
to renew the specialty of family medicine to “meet the
needs of people and society in a changing environ-
ment." FFM was guided by a series of questions that
focused on defining the core attributes of the specialty,
strategies for the future, and the leadership role of fam-
ily medicine. One outcome of FFM was a fundamental
concern that, “unless there are changes in the broader
health care system and within the specialty, the posi-
tion of family medicine in the United States may be
untenable in a 10- to 20-year time frame."*

FFM generated specific task forces that produced
recommendations (Table 1). These recommendations
were then translated into specific commitments taken
up by each of the family medicine organizations. The
recommendations led to important outcomes and
successes: leadership of the patient-centered medi-
cal home effort; formation of the Patient Centered
Primary Care Collaborative; important residency
training demonstration projects and a willingness by
the Accreditation Council for Graduate Medical Edu-
cation to support education innovation; leadership in
maintenance of certification and movement of these
lifelong learning tools into residency training; a rapid
uptake of electronic health records by family physi-
cians; and focused work on advancing the science of
family medicine and research advocacy. Many goals
were not attained, however. Payment reform lagged
behind practice transformation efforts as private and
government payers were slow to adopt new payment
models; production of family physicians and other
primary care physicians declined sharply; electronic
health records failed to evolve as information manage-
ment tools or to facilitate population health; and a
robust, national communication plan about the value
of family medicine was not implemented.

Pisacano Leadership Foundation also reflected on FFM
saying, ‘now is the time to refocus attention on facets
of [FEM ] not yet realized and to identify key aspects
missing from [FEM]."%°

Family Medicine for America’s Health:
Convergence of Concern and Opportunity

A decade after FEM, the ACA and other prominent
efforts to achieve the Triple Aim have led to national
recognition of the central role that primary care and
specifically family medicine must play in support-
ing this goal.*® There is overwhelming evidence that
primary care's key features are associated with bet-
ter outcomes at lower cost, and that primary care's
essential functions need to be made more robust.”*!-*¢
There is also evidence that family medicine's particu-
lar delivery of primary care is associated with better
outcomes.'"** The opportunity for family physicians
and other leaders in primary care to step into this role,
however, remains constrained by delays in the develop-
ment of new payment models and other crucial ele-

t.°% Despite the mount-

ments of infrastructure suppor
ing evidence of primary care's impact, the last decade
has seen continued expansion of the physician income
gap between primary care and subspecialty incomes,
which contributes to the limited medical student inter-
est in primary care careers.’'® This income gap also
limits the ability of family physicians and other pri-
mary care physicians to invest in and sustain practice
transformation.**”*° On the other hand, early innova-
tions and primary care transformation projects have
demonstrated successful ways to improve primary care
effectiveness and efficiency and, if done well, to return
joy to practice.®®® This convergence of concern and
opportunity has produced the key questions that drove
the evolution of Family Medicine for America's Health:
e Core attributes: What are the core attributes of fam-
ily medicine today—and what do they need to be in
the future—for our profession to achieve the Triple
Aim in the service of our patients in the context of
the larger health care landscape>

There was a lack of specificity about what
leadership meant in some FFM strategies

Table 1. Task Forces of Future of Family Medicine

that led to lack of ownership or imple-
mentation. Further, there was no clear
family physician role definition.

In 2012, the unfinished work of FFM
was a focus of the semiannual meeting of
the 7 national family medicine organiza-

Task Force 1. Identify the core attributes of family practice, reform family practice
to meet consumer expectations, and determine systems of care to be delivered by
family practice®

Task Force 2. Determine the training needed for family physicians to deliver core
attributes and system services*

Task Force 3. Ensure that family physicians deliver core attributes and system services
throughout their careers®

tions and led to a call for what became
Family Medicine for America's Health.
Not long after, a group of young fam-
ily medicine leaders supported by the

Task Force 4. Determine strategies for communicating the role of family physicians
within medicine and health care, as well as to purchasers and consumers3®

Task Force 5. Determine family practice’s leadership role in shaping the future health
care delivery system*”

Task Force 6. Report on financing the new model of family medicine*®
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e Evolving ecosystem: How should family medicine
change to respond to the challenges of an evolving
health care system to best meet the needs of the
nation?

e Education: What changes are needed in the con-
tinuum of education (from medical school, through
residency, and into continuing professional develop-
ment) to train family physicians needed in the new
health care system?

e Communicating value: How does family medicine
best communicate to relevant stakeholders the value
and benefits of family medicine and the important
role family physicians play in meeting the health care
needs of the US population?

Family Medicine for America's Health was pre-
ceded by a 3-month effort to create a 100-word role
definition for the family physician (Figure 1) in the fall
of 2012.%* The role definition process is detailed else-
where, but it ultimately produced 2 definitions: an aspi-
rational definition and a foil definition. The latter was
crafted to emphasize “the role family medicine risked
adopting without redirection”; it is not a desirable or
beneficial role for the family physician.®

METHODS

Upon completion of the role definitions, Family Medi-
cine for America's Health was launched, gestating 9
months to produce strategic and communication plans
approved by all 8 organizations (the 7 original orga-
nizations plus the ACOFP) in May 2014. Consulting
firms CFAR and APCO Worldwide were contracted to

guide Family Medicine for America's Health through
the production of these plans. CFAR is a private
management consulting firm that began as a research
center at the Wharton School of Business (http:/www.
cfar.com/). APCO Worldwide is a global communica-
tion, stakeholder engagement, and business strategy
firm (http://www.apcoworldwide.com/). The Family
Medicine for America's Health project was guided

by a steering committee and directly involved a core
group, each of which comprised leaders from the 8
family medicine organizations. In addition, an insight
group made up of students and residents and a young
leader insight group were also engaged at key points to
ensure that Family Medicine for America's Health had
multigenerational input.

CFAR Methods
In designing and facilitating the creation of family med-
icine's strategic plan, CFAR used a systematic 3-phase
planning process that it has developed over many years.
Phase 1 focused on creating a shared understanding
of the current state of family medicine as a specialty.
CFAR began with interviews of a wide range of family
physicians and other stakeholders designed to bring
to the surface issues critical to the current state of
the specialty. These interviews informed the creation
of a strategic assumptions and options questionnaire
that asked survey respondents to describe issues of
importance to family medicine and to provide guid-
ance about its choices for the future. The resulting
current-state analysis blended quantitative data about
family medicine in the context of the current health
care environment with the more

Figure 1. Role definition and foil definition for the family physician.

qualitative data from CFAR's
interviews and survey. Taken

Selected Role Definition Foil Definition?

Family physicians are personal doctors for
people of all ages and health conditions.

They are a reliable first contact for health
concerns and directly address most health
care needs.

The role of the US family physician is to pro-
vide episodic outpatient care in 15-minute
blocks with coincidental continuity and a
reducing scope of care.

The family physician surrenders care coordina-

together these data were used to
explore strategic choices facing
family medicine in the future.

In phase 2, CFAR facili-

tated an exploration of family

Through enduring partnerships, family phy-
sicians help patients prevent, understand,
and manage illness, navigate the health
system, and set health goals.

Family physicians and their staff adapt their
care to the unique needs of their patients
and communities.

They use data to monitor and manage their
patient population and use best science
to prioritize services most likely to benefit
health.

They are ideal leaders of health care sys-
tems and partners for public health.

tion to care management functions divorced
from practices and works in small, ill-defined
teams whose members have little training
and few in-depth relationships with the phy-
sician and patients.

The family physician serves as the agent of a

larger system whose role is to feed patients
to subspecialty services and hospital beds.

The family physician is not responsible for

patient panel management, community
health, or collaboration with public health.

2 This definition was accepted as a risk of the role family physicians may be asked to play or may already be play-
ing, but it was rejected as the role that the family physician should play.

medicine's options for its future
with a variety of different
stakeholder groups. CFAR con-
structed 3 plausible scenarios for
family medicine's future, each
featuring divergent strategic
directions related to practice,
payment, workforce, technol-
ogy, research, and engagement
of other health care professions,
patients, and payers. Because
health care is undergoing a
great deal of rapid change,
CFAR believed it was impor-
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tant for family medicine to explore multiple possible
futures, but with an intention of identifying ways the
specialty may need to adapt while staying true to its
principles and chosen direction. This phase culminated
in a strategy retreat, where internists, pediatricians,
nurses, physician assistants, payers, patient advocates,
family medicine residents, medical students, and fam-
ily physicians from a variety of practice types, as well
as academia, came together to evaluate the merits and
challenges of the 3 scenarios. They also explored the
risks that came with each before having to make final
decisions. A secondary reason for the collection of
stakeholders involved in the retreat was to test strate-
gic options for the future with other groups that might
be helpful allies in implementing the strategic plan.

In phase 3 of the project, CFAR met with the lead-
ership of the 8 family medicine organizations to craft a
single strategic plan that all could own as clearly stated
commitments that family medicine's leadership is mak-
ing to patients and families, to family physicians, and
to other health care professions.

The final part of phase 3 was to ensure the strate-
gic objectives and commitments can be implemented
by developing draft tactics and a structure for imple-
mentation that outlined roles and responsibilities.
This final step created a bridge between strategy and
implementation—a plan for the next phase of Family
Medicine for America's Health.

APCO Worldwide Study
In late 2013 and early 2014, APCO Worldwide inter-
viewed 75 health care policy makers, 100 employers/
purchasers, 75 health care payers, 800 patients, 400
physicians (250 family physicians, 150 other), and 300
residents and medical students, as well as 100 nurse
practitioners, physician assistants, and other clinical
team members. They asked each participant to rate the
favorability of various physician specialties and other
clinicians, to explain why they rated family physicians
the way they did, and to compare physicians and clini-
cians for their impact on the health care

a series of questions about their understanding of fam-
ily physicians' capabilities, approachability, usefulness,
and relevance; about their admiration of, identification
with, and values shared with family physicians; about
empowerment/confidence in health care resulting from
having a family physician; and about pride in hav-

ing a family physician. APCO asked whether family
physicians added value to society and about family
medicine's perceived advocacy goals. Participants were
asked about how family medicine should respond to
changes in the health care system. Finally, participants
were asked whether they had a family physician or
other type of clinician. APCO also collected partici-
pant demographics for subanalyses.

RESULTS

Strategic Plan

The strategic plan used the role definition that preceded

Family Medicine for America's Health as the basis for

the expectations that patients should have of their fam-

ily physician (Table 2). The core group recognized that
this role definition was foundational but insufficient for
describing the expectations that the public should have
of its practices and the specialty. With CFAR's help,
the core group and steering committee further devel-
oped these expectations to guide the strategic planning
that will come from the implementation plan (Tables

3 and 4). An implementation committee, composed of

members of all 8 family medicine organizations, has

been formed and has begun the task of implementation

of Family Medicine for America's Health (Figure 2),

guided by the following 7 core strategies:

1. Family medicine's leadership will collaborate with
patients, employers, payers, policy makers, and other
primary care professionals to show the value and
benefits of primary care, as well as the contribution
that family physicians make in meeting the health
and health care needs of people throughout the
United States.

system. They also asked them to rate
family physicians' effectiveness on a list

Table 2. What Patients Can Expect of a Family Physician

of primary care characteristics, health
care costs and utilization, work with other
clinical team members, patient engage-
ment and education, and technology use.
APCO asked interview participants about

Give patients the care they need when they are most vulnerable

Care for patients regardless of age and health conditions, and work to sustain an
enduring and trusting relationship with them

Be each patient’s first contact for health concerns. Address all their health concerns,
and resolve most of them

Help patients with preventing, understanding, and managing illness

the likelihood to choose or recommend a
family physician and about their percep-
tions about family physicians’ authentic-
ity, that is, whether their actions matched
what they say they stand for. Participants
were asked about attachment by means of

Navigate the health system with patients, including coordinating with specialists and
staying connected with patients before, during, and after time spent in a hospital

Set health goals that adapt to each patient’s needs as defined by them

With the care team, use data and best science to prioritize and coordinate services
most likely to benefit patients’ health

Use technology to maintain and enhance access, continuity, and relationships, and to
optimize patients’ care and outcomes
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2. Family medicine will work to
ensure that every person in the
United States understands the
value of and has the opportu-
nity to have a personal rela-
tionship with a trusted family
physician or other primary
care professional in the con-
text of a medical home.

. Family medicine will, in col-
laboration with our primary
care partners, be accountable
for increasing the value of
primary care for the patients
family physicians serve by put-
ting into effect the following
specific measures:

a. Lower the total cost of care
for the patients family physi-
cians serve

b. Continuously improve the
health and quality of care
of the patients family physi-
cians serve

c. Continuously improve each
patient's experience of care
as they define it, with an
emphasis on access

. Family medicine will collabo-
rate with national stakeholders
to reduce health disparities in
the United States.

. Family medicine will lead,
through ongoing outcomes-
based research, the continued
evolution of the patient-
centered medical home to

ensure that it is the best way to deliver comprehen-
sive, patient-centered primary care to patients, fami-
lies, and the communities family physicians serve.

. Family medicine will work to ensure that the coun-
try has the well-trained primary care workforce it
needs for the future through expansion and transfor-
mation of training from pipeline through practice.

. To give patients the comprehensive and coordinated
care and attention they deserve, family medicine
commits to moving primary care reimbursement
away from fee-for-service and toward comprehensive
primary care payment as quickly as possible in coor-
dination with its primary care colleagues.

Table 3. What Patients Can Expect of Family Physicians’ Practices

Provide the right care, at the right time, at the right cost

Ensure patients can be seen by their family physician or a member of the care team whenever
needed

Assist patients with all of their health care needs

Coordinate patients’ care across settings; integrate care for acute and chronic illness, mental
health and prevention; and guide access to specialist care when needed

Organize care within the care team to meet their patients’ needs and provide continuity of care
across time

Use technology to maintain and enhance access, continuity, and relationships

Understand the effects of the community-level factors and social determinants of health on their
patients’ well-being, and identify community resources available to meet their health needs

Care for patients in the context of their family and the ways in which the health of each family
member affects the others

Table 4. What Patients Can Expect of the Discipline of Family Medicine

Family medicine’s leadership will welcome collaboration with patients, employers, payers, policy
makers, other primary care professionals, mental health clinicians, and public health to enhance
the value and benefits of primary care, particularly the contribution that family physicians
make, in meeting the health and health care needs of people throughout the United States

Family medicine will work to ensure that every person in the United States understands the value
of and has the opportunity to have a personal relationship with a trusted family physician or
other primary care professional in the context of a medical home

Family medicine will, in collaboration with primary care partners, be accountable for increasing the
value of primary care for the patients served, using specific measures to do the following:

1. Lower the total cost of care for the patients served
2. Continuously improve the health and quality of care of the patients served

3. Continuously improve each patient’s experience of and access to care, emphasizing the
patient’s definition of both
Family medicine will collaborate with national stakeholders to reduce health disparities in the
United States

Family medicine will lead, through ongoing outcomes-based research, the continued evolution
of the patient-centered medical home to ensure it is the best way to deliver comprehensive,
patient-centered care to the patients, families, and the communities served

Family medicine will work to ensure that the country has the well-trained primary care work-
force it needs for the future through expansion and transformation of training from pipeline
through practice

To give patients the comprehensive and coordinated care and attention they deserve, fam-
ily medicine commits to moving primary care reimbursement away from fee-for-service and
toward comprehensive primary care payment as quickly as possible in coordination with its
primary care colleagues

As with FFM, the work will include external partners
as well. It is recognized that family medicine cannot
achieve meaningful reform without engaging other
partners.

Each of the strategy tactics teams will include
young physicians and physicians in small or solo prac-
tices. Family medicine will also look to engage resi-
dents and students, both of whom have responded well
to education innovation and the resurgence of primary
care. Trainees have the potential to be family medi-
cine's staunchest advocates even as they are the targets
of our workforce strategies. Implementation of the stra-
tegic plan is anticipated to take at least 5 years.

These 7 core strategies have been translated into

6 major tactics areas: technology, practice, payment,
workforce education, research, and engagement. Six
tactics teams will be formed to implement the tactics.

Communication Plan
APCO Worldwide's interviews across stakeholders led

to a summary of findings that have guided their com-
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munication recommendations. These findings are sum-

marized as follows:

e Family physicians are viewed very favorably across
all stakeholders, especially by patients.

e Family physicians' broad scope of knowledge, abil-
ity to treat entire families, and caring nature are key
themes that define family physicians positively.

e Family physicians are selected most frequently across
every audience as the member of the primary care
community who will have the biggest impact on the
health care system.

e Coordinating care, treating the whole person, and
using technology to improve patient care are seen as
the most exciting ways family physicians can capital-
ize on the new health care system.

e At least 3 in 4 stakeholders across the audiences
believe that family physicians should focus more on
preventive and chronic care vs acute care.

e Core strengths of family physicians are treating the
whole person, being a patient advocate, and estab-
lishing patient rapport.

e Key opportunities to strengthen reputation lie in
serving as a health care resource advocate and pro-
viding cost-effective and affordable care.

e Emotional dimensions important for family physi-
cians are relevance—people find having a family
physician useful and benefits them—and empower-
ment—family physicians help people to feel self-
assured and confident about their health.

e A campaign tone that helps demonstrate the pride
that people feel about having a family physician will
help strengthen the emotional connection to family
physicians.

The communications campaign built around these
findings was designed to address patients, the medi-
cal community, students, payers, and policy makers.
The overall theme of the campaign will be Health is
Primary, which resonated well with all groups. Health
is Primary, meant to convey a linkage between health
and primary care, implies that primary care is founda-
tional to health even as it recognizes that health is key
to well-being. Participants in the interviews believed
that Health is Primary was a straightforward concept,
easy to understand and agree with, and was an inter-
esting play on words with primary care. Most felt that
it conveyed an image of people involved in healthy
activities, of healthy eating, and of happy people, with
a positive outcome implied. One subspecialist reacted

Figure 2. Implementation infrastructure of Family Medicine for America’s Health.
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saying, "If you have health, everything else follows.” A
medical student said, “Health is foundational. It's the
base of the pyramid of life."

The communication plan is anticipated to last
at least 3 years, and it is designed both to reach an
internal audience and to secure important external
partnerships. The final communication plan has not
been developed, but initial plans include a campaign
launch, concurrent with the 2014 AAFP Assembly, that
will announce campaign goals, kick off thought lead-
ership and core campaign communications (website,
print materials, mobile app for consumers), and provide
resources for consumers. This launch will be followed
by a city tour, with campaign events in 12 to 18 mar-
kets. The aim is to enlist local partners, drive coverage
of campaign messages, brief national and local policy
makers, and court corporate partners. There will also
be a series of mini campaigns that focus on the 6 stra-
tegic plan themes.

DISCUSSION

The strategic and communication plans outlined

here are part of a larger movement of which family
medicine is only a part, but an essential part. This
movement is about making US health care effective,
equitable, sustainable, and linked to the social and
environmental determinants that have a greater effect
on the health of Americans than health care.

The components of Health is Primary: Family
Medicine for America's Health are designed to use the
current wave of health reform to move the specialty
of family medicine into position to best deliver on the
Triple Aim. Family medicine was partially successful
with FFM, but the difference now is that patients, pay-
ers, and policy makers are aligning in favor of improv-
ing the value they get from the US health care system.
A decade ago, the United States was riveted by news
that the nation had a “quality chasm” that killed nearly
100,000 people each year.”> A decade later, another
landmark report from the Institute of Medicine
reported that the United States is not only last among
developed countries in health outcomes, but that
women in the US are actually losing ground.! Primary
care, particularly family medicine, must ascend to its
essential role, or the larger efforts are doomed to fail.

The first, if not the most difficult, community to
convince will be ourselves. When the FEM report was
written a decade ago, family medicine as a discipline
was noted to have experienced an erosion in scope of
practice.*?* That erosion continues,®*“’ fostered by the
country's dysfunctional payment system, and as a result,
a more limited scope of practice has unfortunately been
embraced by many practicing family physicians.®®

It will be challenging to ask family physicians to
consider expanding the services they provide and the
settings they serve. Even if the desire to do so is there,
many will need strong signals that this change will be
rewarded by payers and patients.®® A recent study of
innovative practices teaches us that much of the joy of
practice is sapped when primary care physicians are
doing tasks that keep them from doing what they are
best trained to do.°® Family medicine becomes most
effective, perhaps most enjoyable, when team members
in the practice are working collaboratively at the top
of their capabilities and training. Making primary care
more robust is a major cognitive shift, and there are
many good models to help us understand what it will
look like.®> A change of this magnitude will be threat-
ening and difficult for many, and family physicians
must help each other to achieve these goals.

Family medicine is already experiencing a backlash
from the larger health care system to the advancement
of primary care as a necessary solution to failings in
the US health system.*” Although challenging, this
sign is good, because backlash means that the system
itself is wrestling with the pressure to change. Even as
family medicine makes its case, presenting evidence
and pointing to improved outcomes, it also must look
for ways to help the rest of American health care to
see a path forward for themselves. Subspecialists and
hospitals will need help understanding why they must
transition to being cost centers and support systems for
primary care and population health rather than being
revenue centers at the top of the financial food chain.

The inherent value of a robust primary care system
is to successfully reduce the need for more expensive
and avoidable care through prevention, early treat-
ment, and longitudinal care of chronic disease. Thus,
the incentives in primary care run counter to those
hospital systems that are sustained by the volume of
patients which fill their beds. Family physicians who
find themselves employed by hospital-based systems
will face diverging incentives and loyalties if systems
are supported by population-based payment models.

The last strategy of the strategic plan, and the most
important, is that of a reformed payment model for pri-
mary care. Stand-alone fee-for-service produces over-
utilization within the health care system and creates
incentives in direct opposition to the role and function
of family physicians.”® If primary care is intended to
improve the health of the nation, a payment model is
needed that incentivizes primary care physicians to
maximize their relationship and effectiveness to the
patients for whom they provide care. Such a payment
model represents a substantial investment in primary
care transformation. In our American model of health
care, the United States currently spends less than 5%
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of the total health care dollar to support primary care.*
The Arkansas Surgeon General, Dr Joseph Thompson,
recently told an audience that primary care receives
only 2% of that state's Medicaid spending.”' Rhode
Island, on the other hand, mandated an increase in
primary care spending from 5.4% to 8.0% between
2007 and 2011.72 The Rhode Island Insurance Com-
missioner reported that a 23% increase in primary care
spending was associated with an 18% reduction in total
spending—a 15-fold return on investment. The Com-
monwealth Fund modeling of maintenance of the 10%
primary care incentive payment suggests a 6-fold return
on total spending reduction.” Other countries that
spend more on maintaining a robust primary care infra-
structure realize a slower rise in health care spending.*’
It has been suggested that the United States should aim
for primary care to reach 10% to 12% of total health
care spending to have a maximum effect on reducing
overall health care spending.* Payment reform is criti-
cal to successful system reform. Without it, none of the
core strategies of the plan will be resourced sufficiently
to succeed, nor will the incentives of primary care be
aligned with the desired outcomes of the Triple Aim.
Health is Primary: Family Medicine for America's
Health is now a $20 million commitment by the spe-
cialty to develop family physicians' potential and to
partner with diverse others to leverage that potential
for the health of the American people. This combined
cost estimate is for the strategic plan and communica-
tions campaign, and all the family medicine organiza-
tions have pledged substantial contributions to their
budgets in meeting this target. It is an important
investment in navigating a movement for health system
change that family medicine did not create, but one
that the discipline’s investment a decade ago definitely
helped to stimulate. Even so, the money is less impor-
tant than the commitments family medicine makes
to change our practices, our communities, and our
nation's health care system. The outcomes of our effort
will be measured in part by a number of factors:
e Growth in the number of students choosing family
medicine careers
¢ Adoption of non—fee-for-service payment models by
private and government payers that represent true
investments in primary care as a larger part of health
care spending while the total cost of care improves as
a return on those investments
e Expansion in the nation's primary care capacity
¢ Enhancement of family medicine practices to better
use technology in delivering on the Triple Aim
e A reversal of erosion of family medicine's scope of
practice and comprehensiveness
¢ Improved satisfaction for family physicians and other
members of the family medicine team

e Improved satisfaction for patients in their health care
experiences and relationships in family medicine

A Convergence of Concern and Opportunity
Ten years after FFM, family medicine is on stronger
footing, but the US health care system is still under-
going changes needed to realize its full potential and
viability. A decade ago, the most recent wave of oppor-
tunity for primary care had passed, and the specialty's
future was an open question. Family medicine is now
perched atop a new wave of change that may have less
chance of collapse. Unlike FFM, after which the nation
saw the worst reduction in primary care workforce
production in our nation’s history, Family Medicine
for America's Health is focused on how to ride a swell
of enthusiasm and new policies that favor primary
care. Eight family medicine organizations have made
major financial and staffing commitments to long-term
strategy and communication implementation. These
organizations are open to welcoming other partners
and are committed to helping the discipline adapt and
serve. The stakes are high, but so is family medicine's
commitment—to our patients, our families, our com-
munities, and our nation. Family medicine calls upon
patients, government, policy makers, employers, pay-
ers, and others to join with us in moving from today's
inefficient and costly health care enterprise to a health
care system based on family medicine and primary
care, a system that does deliver on the Triple Aim.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.org/content/12/Suppl_1/S1.
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