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In support of our core belief in patient-centered care and the promise of improved health outcomes for all people in all communities, family medicine recommits to far reaching reform and reorganization of the health care system. The foundation of this tramsformed health care system should be robust primary care based in communities and delivered by family physicians and their colleagues in other specialties and professions. Such a sweeping change should start with recognition of the declining life expectancy in the US, the increasing performance gap in health care between the US and other wealthy countries and ongoing and dramatic changes in our patients’ health and the organization of care. 

Change will require new models of care and adaptation to many different communities and settings. Nevertheless, we believe that there are certain principles that should serve as the foundation of care for the future. They should be scalable, with implementation flexible across communities, states and the country.

Family medicine commits to: 

1. Improving access to continuity of care, person by person, community by community.
· Challenges to access are the greatest I’ve seen in my career, for primary care as well as specialty care. I see for-profit online virtual care trying to fill this gap, to the detriment of continuity, comprehensiveness and coordination.
· Doing #1 inherently means improving efficiency and being mindful of equity.
· I think we should likely be pursuing attachment to a mini (or core) team of 2-4 professionals (e.g. 1-2 MDs + RN, PA, behavioral health specialist, or MOA etc) — attachment to one personal physician will be challenging with changing workforce preferences including many physicians’ desire to work in clinic part-time.

2. Integrating virtual and urgent care into continuity of care.
· Last summer, Dr. Koopman described a “bright spot” at Missouri in which they seem to be able to compete with on line clinical services. This seems important and I’d like to know how successful they have been.

3. Caring for the whole person, referring patients only when clinically appropriate for the patient and integrating behavioral health and oral health into everyday practice.

· We must begin by acknowledging the definitional challenge at the heart of “comprehensiveness” in 2025. It is a term that evokes pride and purpose in Family Medicine, but also one that risks becoming so expansive as to defy useful boundaries. For some, FM comprehensiveness means the ability to manage a breadth of clinical conditions across the life course and many settings, spanning not only the clinic, but also hospital care, obstetrics, home visits, and beyond; for others, it also encompasses the willingness to care with greater depth for complex patients—such as those with multimorbidity, substance use disorders, or HIV—in outpatient settings, aiming to refer less and care for more, or even to maintain outpatient procedural skillsets from dermatology to reproductive health.  This breadth-versus-depth tension—plus growing expectations around interprofessional collaboration and whether comprehensiveness is best achieved at the individual, teamlet, or practice-levels —raises essential questions about what is sustainable, what should be expected of every family physician, and how this impacts training, well-being, and access. 
· Flexibility of all team members is crucial to high quality care. Roles can overlap, and even change, with patient needs.  Any one person on the team could be the leader for any period of time depending on the acute concern. 
· Everyone on the team can participate in different facets of patients’ preventive care and chronic disease management. In fact, health care is so complex and patient comorbidities are only increasing as new diseases discovered and treatments identified I don’t think it’s possible for one person to meet all of a patient’s needs. 
· If we are thinking about the work of family physicians, I personally do not think we should be doing much preventive care or stable chronic condition management. Some of these should continue to be in the purview of primary care but can be done by nurses or other trained staff. Others (e.g. breast or colorectal cancer screening) can be organized by larger health systems/agencies directly. I was struck that this is the set-up in many countries with high performing primary care.
· As our practice shifted to open access, I reacquainted myself with “simple utis” in my patients—which I loved, and I think my patients did to. These visits allowed me to touch base about other things with my long term patients, give immunizations and other preventive care—and save time in my day. Don’t take away my simple cases!
· I was surprised by the inclusion of oral health (several comments). In some states, FPs apply dental varnish to kids, and many FQHCs provide dental care as do some health departments, but is this a bridge too far? It requires specialized expensive equipment and personnel.


4. Recapturing clinical prevention and vaccination into everyday family medicine practice, while connecting with public health partners in each setting and community. 

· I think that we should not be ceding routine or preventative care to others (with all due respect to colleagues who have suggested this) - we are best situated to address these elements due to our superior training both as clinicians and scientists (who can read and interpret data). Further, if we cede these things, we run the risk of making FM less viable as distinct from mid-level providers - a challenge we are already facing.
· I resonate with the concern some have raised. While shifting some of this work to other team members or systems may be logical, we must not allow it to erode the longitudinal, whole-person orientation that defines us. Rather than abandoning this domain, I would advocate for reimagining how we deliver it.
· Lifestyle medicine is not listed as separate entity but can impact many aspects of life and various disease process, needs to have more emphasis. 
· The Future of Family Medicine emphasized that we do a lot of prevention, that patients like it, and suggested that we emphasize it. Do we want to reject that advice at this point? 

5. Broad scope of practice: Maintaining the presence of personal physicians across the continuum of care and helping to lead reform of hospital-based care and transitions between hospitals and continuity of care. 
· From a training point of view, broad scope attracts strong residents. I love the challenge and the fun of leading care in the hospital. 
· I chose my family doctor, not only because she was competent, conscientious and personable, but also she because she and her practice take care of people in the hospital. I am older and relatively healthy, but I don’t want to be at the mercy of strangers if I should have a significant health event.

6. Addressing population health and social drivers of health and wellness in everyday practice.
· What is realistic? What is practical?  I see many practices doing a social determinants checklist before being seen. My own experience is that they can be useful, and that they occasionally can tell me things I don’t know about long term patients which helps talking with patients about what they want to do. And, having a social worker on site has been helpful. But I worry about the time spent and the workflow issues. Is this just capturing what good clinicians should be doing already? 

7. Implementing team-based care to include a variety of health professionals organized around the needs of a panel of patients. 

· I don’t envy the person asked to argue AGAINST team-based primary care on the panel in 2025 (certainly not a case that I would make), but I’d offer the following as a potential setup for that contrarian view: while team-based care has potential benefits, Family Medicine should be cautious about embracing it as a universal model. It stands in tension with proven, sustainable approaches like direct primary care and micropractices, which emphasize low overhead, high-access, and deep personal continuity between patient and physician. Team-based models often raise costs and administrative burdens without reliably improving outcomes, and current payment systems—particularly CMS and most commercial insurers—do not consistently support the infrastructure required to make teams function well. Without explicit commitment from payors and educators to support and train true interprofessional teams, practices tend to default to parallel workflows rather than cohesive collaboration, undermining the intended value of team-based care. For patients, these loosely coordinated arrangements can cause confusion about who is responsible for their care and reduce the clarity and trust that come from a single, consistent clinician relationship. Continuity of care—central to better outcomes, lower costs, and patient satisfaction—is often strongest in models without teams, where one physician is clearly accountable and deeply familiar with the patient’s story.
· Flexibility of all team members is crucial to high quality care. Roles can overlap, and even change with patient needs.  Any one person on the team could be the leader for any period of time depending on the acute concern. 
· Must be dynamic to meet patient needs and in order to be sustainable
· I do not like the language around teams that the group is using. The family physician must be the center of the primary care system and we should discuss what structures should be around the family physician to support them in their work versus what structure the family physician should exists within. We represent the family physician(s) and our obligation is to center them and their skills as the solution.
· There is sometimes a tension between theory and practice in “Team based care”. The gap is particularly substantial when members of team are absent—not infrequent in the post COVID era--and there is literature that teams function significantly more poorly when any member is absent. How do we plan the workforce to mitigate this risk? 

8. Prioritizing a contemporary professionalism and the core values of the specialty at the foundation of the care provided. 
· Is professionalism part of a model of care? I think it is—it doesn’t work unless all members of the team have it…

9. Continuously improving the quality of care provided in everyday practice, while addressing the crises of burnout, cost and disparities that threaten the faith of the public in the profession and the overall US health care system. 

· FM (along with Peds) is distinctive for its embrace of performance improvement.. I think it remains important and should be channeled to addressing the big issues listed. I believe that physicians, even employed physicians, can make a difference in their practice, and that we need to set up the environment so that they can. 

10. Improving health equity through practice quality improvement, shared decision making and structural changes in care. 

· This principle is missing a component: the recognition of patients, families, and community members as essential members of the care team. True team-based care goes beyond clinicians and support staff; it includes those receiving care as active participants. Patients should be meaningfully engaged in care planning, decision-making, and quality improvement efforts, helping to ensure that services reflect their needs, values, and lived experiences. Without their inclusion, team-based care risks remaining provider-centered rather than truly patient-centered.
· I think we are seeing a cataclysmic shift in terms of health equity and access to care. Further, I think that FM is the specialty best situated to prioritize reform that ensures these challenges are addressed. I think without our expertise and knowledge of how local medicine works for our patients, we will find the system becoming drastically less efficient and many more people falling through the cracks
· More than an outcome, equity must be foundational—embedding cultural safety and barrier-free access
· Re: health equity, I would also include the concepts of i) cultural safety (care without racism or discrimination) and ii) removing barriers to care (e.g. barriers related to cost, transport, physical ability etc). To me, these are more basic requirements than QI and shared decision-making and what came up in our own discussions with patients and the public through OurCare.ca
· Obviously, DEI is under attack, not just by the Trump administration but also by corporate America. I think it is important for us to recommit—and to emphasize improving outcomes.

11. Taking responsibility for addressing deserts of care provided in remote, rural, urban, and underserved areas. These are complex and urgent challenges that demand sustained leadership, partnership, and investment.

12. Improving the outcomes of care through prevention of chronic disease,  managing multi-morbidity, and altering the trajectory of the common chronic diseases most feared by patients, such as cancer, diabetes, heart disease, and dementia.

· Improving outcomes is important—we can do a lot. I think it is important to state publicly our commitment to improving outcomes (provided we don’t overpromise and have the resources). I think patients and the public are frightened by the specter of many chronic diseases—and they turn to snake oil (eg anti-amyloid drugs) because of that fear. 

13. Community accountability

· Finally, one concept that I would add as a priority focus would be family medicine in service of communities (or family medicine being accountable to the communities it serves). We would need to define what community means but ultimately this concept gets at issues related to i) transparency in how things are done, ii) partnering with patients and community in governance and service design to ensure care is meeting the needs of communities, and iii) empowering patients and communities to care for themselves and navigate the system. This was a key concept that came out of our discussions with patients and the public.
· How does community accountability work, in practice? Like many, I have been entranced by rural community models such as what Julian Tudor Hart described. In many urban areas, however, jobs and public order are challenged, and school districts often act without real input from the communities. Our larger mission should include helping retore functional human size community accountability…
· Defining success based on how well we meet community-defined needs keeps us honest, relevant, and grounded.

We embrace the following key enablers: 
· metrics aligned with holistic, patient-centered goals.
· technology that enhances and supports enduring continuity in doctor-patient relations
· payment reform that supports both personal doctors and  team-based care
· efforts to make comprehensive primary care affordable
· research that drives the organization and effectiveness of a primary care led health care system 
· Should team based care and professionalism be classified as enablers because they help many goals? 

General comments:

A. There is no reference of family - however you define it - as the foundation for family medicine.

B.  Clinical care involves the patient - doctor relationship. It is the quality of the relationship that determines whether a patient is ready to address the chronic conditions and change.  As a member of the public, I can choose my primary care physician. I think it is important to get back to the roots of family medicine - it is the differential for primary care providers
C. Medicine is practiced differently when there are many doctors and specialists available. As a direct extension, family medicine looks different:
· when there are more or less specialists available
· when the system is more closed (more capitation and/or health system is also the health insurer for a substantial portion of the patients) or more open (more FFS), and
· whether NPs and PAs are seen as extenders of care, PCP-adjacent, or PCP-like/licensed independent providers

D. It may be helpful to consider consolidation of some of these items:
1. Caring for the whole person (includes elements of 3, 4, and 6)
1. Access that is timely, continuous, and comprehensive (because access means more than just getting an appointment, it means getting your needs met at or as a result of that appointment – elements of 1, 3, 5, 7)
1. Improving the outcomes of care that matter most to our patients (12)

E. At a minimum, access, continuity, continuous improvement and broad scope all support health equity. At a maximum, health equity cannot happen without them. Continuity of Care (COC) occurs via a personal physician working with a team, and includes virtual, urgent, chronic, preventive, and TOC. COC promotes trust. COC also secondarily benefits shared decision making and chronic disease prevention and management.

F. Another way of combining principles:
· Continuity, Access, and Integration of Care: Seamless, patient-centered care across settings and modalities.
i. Improving access and continuity of care, consistent with the needs and preferences of individuals and communities
ii. Better integrating virtual, urgent, and convenience care into continuity of care
iii. Maintaining the presence of personal physicians across the continuum of care
· Whole-Person and Preventive Health: Comprehensive, patient-centered proactive care that addresses physical, behavioral, and social health.
i. Caring for the whole person, including shared decision making, referring patients only when clinically appropriate for the patient and integrating behavioral health and oral health into everyday practice
ii. Enabling clinical prevention and vaccination in family medicine practice, while connecting with public health partners in each community
iii. Addressing population health and social drivers of health in everyday practice
iv. Improving the outcomes of care through preventing chronic disease, managing multi-morbidity, and altering the trajectory of the chronic diseases most feared by and impacting our patients and communities
· Professionalism, Quality, and Systemic Improvement: Upholding values, improving care quality, and responding to systemic challenges.
i. Prioritizing professionalism and core values of the specialty at the foundation of the care we provide
ii. Continuously improving the quality of care we provide in everyday practice, while addressing the crises of burnout, cost and disparities that threaten the faith of the public in the profession and the overall US health care system.
iii. Helping lead reform of hospital care, transitions between hospitals and continuity care, and other structural changes in care
iv. Advocating for and addressing deserts of care in rural, urban, and underserved areas. 

G. I see this statement as a reclamation of territory that has been lost over time – none of this is new, or even controversial (in normal times!). I pulled out the Center for Excellence in Primary Care at UCSF’s 10 Building Blocks model, and then mentally mapped the 12 commitments listed on this draft document to them.  They all fit, with the exception of Item #8 – professionalism/core values, which is about having a shared mental model of who we are in the medical ecosystem. That’s pretty darn important. 

The four blocks at the bottom are there for a reason, they are foundational, and other blocks depend on them. So I would argue that the items which fit into those are among the most important:
· #9 – Continuously improving quality of care (Block 2: Data-Driven Improvement)
· #7 – Integrating team-based care (Block 4: Team-Based Care)
 
And then I would argue that the items having to do with equitable access to high quality primary care are in the top 5 – what does it matter how great our FM gizmo is, if it only gets to a few people? That would be items #1, 10, and 11. 

H. I have a slightly altered version of a top three.  But also think determining where we have agency, where we need more advocacy and prioritizing is also critical work. 

My thought is that the 1st (increasing access to continuity of care)- and what so many others indicated as 1st - is where we can/ do have so much ability to impact and that the other 2 might follow from this.   Quite similar to Barbara's sentiments about reclamation.   But I know I am also embedded in a system that has trained me to think like that probably.  So excited to be a part of conversations where there might be different ways of considering.  Also, reforming the 1st will likely take many enablers. Here’s how they might come together:
1. Improving access to continuity based whole person care- through use of a team organized around patient panels- which includes access via urgent care, virtual care, and within hospitals – referring outside of the continuity practice only when clinically appropriate and patient centered. ((1, 2, 3, 4, 5, 7)
1. Improving the outcomes of care in all settings. (6, 10, 11, 12)  
1. Improving the outcomes of our physicians and the health system. (9, 10, 11)

I. My initial "knee jerk" suggestion is to prioritize the 'just do it dozen' elements of family medicine into blocks of 1) Continuity, 2) Quality, 3) Education, and 4) Innovations in care. 
· Under innovations in care, I would incorporate patient nutrition, emerging medical technologies, and human genomics care in the medical home.*
· The language needs to positively address the family physician’s foundational position in supporting the nation’s healthcare system and not use language to imply that we need to recapture or redefine the value of having a trusted personal physician who uses contemporary technology and personalized interventions to care for the mind, body, genetics, spirit of the patient. 

*Patients increasingly ask questions about these aspects of health management. When they sense that we are not knowledgeable about these matters or outright reject them, patients seek answers on social media - Dr. Google or through other means (family, friends, gossip, or use of con artist products). 

J. As someone who practiced process improvement for many organizations, I look at challenges from more of an engineering, first principle perspective. I see these statements as aspirational rather than foundational. To reach a goal, we have to understand what is restricting us, what processes or functions need to be streamlined or improved, where new technology can be applied, as well as what we actually have control over and what we don't. 
I urge that we consider where we can actually impact change and how. Where is the most leverage? (biggest bang for the buck or best outcome for the effort) If other entities have control over critically needed change, then what negotiating strategy or leverage can be applied to persuade that change. Simply stating that it "has to be" won't overcome organizational inertia or strong financial motivation to the contrary. It's great to have a vision of the "perfect" system, but it is unlikely that a dramatic shift will suddenly occur resulting in that outcome. Nevertheless, meaningful changes can be made. Which ones can and should be pursued, one by one.
K. It has been a robust conversation, but I do not believe we are focusing on the right things. For example, the group seems to be drifting towards aspirational outcomes of a new model of care (or the health system) versus actually focusing on a model of care for family medicine. For example, you cannot suggest that we seek continuity of care for each person and each community without defining what they will have continuous access to. Each individual needs continuous access to comprehensive primary care and prevention across their lifespan – not simply access to a practice. I agree 100% with the whole person care orientation of primary care, but we have to spell that out what this means and not simply rely on family physicians and the public understanding what that means.

A new model of care must also clearly define the population of patients we, as family medicine, will provide care to (adults, children, pregnant women, etc). If we truly believe that >80% of health care can be delivered by family physicians, we need to be very bold in stating this.

We must accept the comprehensiveness of the biopsychosocial model as the foundation of family medicine and this means that our new model of care must be inclusive of physical, mental and social aspects of the patient. Community Health Centers and DPC practices are doing a great job leaning into this comprehensiveness and we need to do the same.

The model of care must also be agnostic to location – a truly inclusive, comprehensive model of care should adapt to meet the needs of all patients and all communities. We do not need a special rural model or urban model – the attributes of the model should create the plasticity necessary to meet the needs of the community and population being served by the physician.

Other areas such as professionalism, commitment to quality improvement, etc are attributes we expect of the individual physician, not attributes of a model of care. Although very important to the success of a new model of care, we need to separate these items from the larger goal of identifying a model of care.

L. As a medical school dean, I worry about a lot. Some of my concerns/comments are:
· Students are disproportionately drawn to specialties more than primary care fields, starting as M1s
· M1s start medical school worried about the residency match instead of focusing on their core curriculum
· Work/life balance is front of mind
· 1.0 FTE UME/GME graduate 20 years ago is not a 1.0 FTE today - more graduates are working part-time or not providing billable patient contact hours (social media influencers, etc.)
· AI is changing the landscape of medical education and care delivery - how do we embrace this?
· Debt from medical education is a significant cause for worry, thereby influencing student career choice - this is going to get worse with new federal mandates in OB3

Lifestyle medicine education and integration into UME as a driver of chronic disease prevention (not a worry - this is a priority of my med school!). Let's celebrate this as one small area of MAHA that primary care/FM can do well.

M. Remember, we are not simply defining what FM education should be - we are telling those who would consider it as a specialty what they will be up against. Without clarity in that process, and without honesty about the challenges, we will continue to struggle to increase interest in the profession.





