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The Future of Family Medicine (FFM) project has helped shape and direct the evolution of primary care
medicine over the past decade. Pisacano Scholars, a group of leaders in family medicine supported by
the American Board of Family Medicine, gathered for a 2-day symposium in April 2013 to explore the
history of the FFM project and outline a vision for the next phase of this work—FFM version 2.0 (v2.0).
After learning about the original FFM project (FFM v1.0), the group held interactive discussions using
the World Café approach to conversational leadership. This commentary summarizes the discussions
and highlights major themes relevant to FFM v2.0 identified by the group. The group endorsed the FFM
v1.0 recommendations as still relevant and marveled at the progress made toward achieving many of
those goals. Most elements of FFM v1.0 have moved forward, and some have been incorporated into
policy blueprints for reform. Now is the time to refocus attention on facets of FFM v1.0 not yet realized
and to identify key aspects missing from FFM v1.0. The Pisacano Scholars are committed to moving the
FFM goals forward and hope that this expression of the group’s vision will help to do so. (J Am Board
Fam Med 2014;27:142–150.)
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For decades, the US health care system has strug-
gled to address problems surrounding access to
care, quality of care, and rising costs of care.1–7 The
landmark Future of Family Medicine (FFM) pub-
lication addressed many of these issues and pro-
posed solutions.8 Innovative changes in systems of

care delivery that sprang from the FFM project, such
as the patient-centered medical home (PCMH) and
the patient-centered primary care collaborative,
have shown early promise.9–19 Models such as
communities of solution and direct primary care
practices provide needed innovations.20–23 With
change mandated by the Affordable Care Act
(ACA) and new opportunities supported by the
implementation of this legislation, primary care
inhabits a rapidly evolving health care landscape.24

This time of great change in primary care
prompted a group of Pisacano Scholars to gather in
April 2013 to reflect on the original FFM project
(FFM version 1.0) and to look forward to the future
(FFM version 2.0), envisioning how family physi-
cians can continue to contribute to an improved
health care system for all.

The Pisacano Leadership Foundation was founded
by the American Board of Family Medicine (ABFM)
in 1991 in honor of Nicholas Pisacano, the founder
and first executive director of the ABFM, to iden-
tify leaders entering family medicine and to offer
group training and networking opportunities. Pisa-
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cano Scholars are selected in their fourth year of
medical school, receive financial support through
residency, and maintain their connection to the
group throughout their careers. Most Pisacano
Scholars grew up as physicians alongside the FFM
project of 2004, which was a guiding light, a man-
ifesto for excellence, and a call to action amid the
chaotic and fragmented US health care system.
Thus, this group has a unique vantage point from
which to reflect on the original FFM (v1.0) as well
as to envision its future (FFM v2.0). This group
also is aware that more improvements are needed in
the US health care system and that these improve-
ments need to happen at a faster pace. To optimize
the health of patients, family physicians need to be
prepared to lead bigger and faster changes in the
system.

The Group and Discussion Process
Thirty-five Pisacano Scholars (12 in their final year
of medical school or in residency, 23 who have
completed residency) gathered in Chicago in April
2013 for a 2-day series of facilitated discussions
centered on the theme of “The Future of Family
Medicine.” Invited speakers included Jim Martin,
MD, Bob Phillips, MD, MSPH, and James Puffer,
MD. Table 1 describes the basic sociodemographic
characteristics of this subgroup of 35 Pisacano
Scholars compared with all 105 Pisacano Scholars.
Because young family physicians will play an im-
portant role in the future, their voices should be
heard in discussions regarding the future of our
discipline.

Using the World Café approach to conversa-
tional leadership,25 the group responded to 6 ques-
tions:

1. After hearing the history of the FFM, what are
your thoughts?

2. How has this project succeeded?
3. What elements of the FFM still need to be

developed?
4. Given the changes in health care since the last

FFM, what new elements need to be considered
and/or added?

5. Given the changes in health care since the last
FFM, what elements are no longer relevant?

6. Have you seen and/or experienced elements of
the original FFM project in your own practice
or doctor-patient relationship?

These questions were designed to be broad and
open ended; however, we acknowledge that they
might not have allowed groups to cover every ma-
jor issue of importance to the FFM v2.0 discussion.
The meeting participants moved through small
group discussions focused on each question, then
came together as a large group to share ideas. We
compiled notes taken throughout the discussions,
creating a foundation for this article.

Reflections and Recommendations
While reflecting on the goals of the FFM project,
the group reaffirmed the original 10 FFM recom-
mendations as a guide to transforming family med-

Table 1. Characteristics of the 35 Pisacano Scholars
and Alumni Who Participated in the 2013 Chicago
Conference on the Future of Family Medicine
Compared with All 105 Pisacano Scholars and Alumni

Characteristics

35 Pisacano Scholars
in Attendance the

Chicago Conference

105 Pisacano
Scholars (as of

June 2013)

Age (years)
�30 10 (29) 12 (11)
31–35 7 (20) 20 (19)
36–40 8 (23) 24 (23)
41–45 7 (20) 30 (29)
46–50 2 (6) 16 (15)
�50 1 (3) 3 (3)

Residency Completion
Currently in medical

school or residency
12 (34) 15 (14)

Completed residency
�5 years ago

9 (26) 23 (22)

Completed residency
�5 years ago

13 (37) 66 (63)

Other path after
medical school

1 (3) 1 (1)

Medical School
Graduation Year

2012–2013 9 (26) 10 (10)
2010–2011 9 (26) 12 (11)
2005–2009 5 (14) 23 (22)
2000–2004 5 (14) 25 (24)
1994–1999 7 (20) 35 (33)

Geographic Residence
Northeast 6 (17) 18 (17)
Midwest 10 (29) 23 (22)
South 6 (17) 15 (14)
West 13 (37) 47 (45)
International — 2 (2)

Data are n (%).
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icine and the health care system. The group iden-
tified many tangible outcomes and marveled at the
progress being made toward these goals. The
greatest accomplishments of FFM v1.0 identified
by the group were the PCMH becoming a corner-
stone of the ACA, the solidification of the identity
of family physicians (including officially changing
the name to family medicine), and the improve-
ments to family medicine training and lifelong
learning processes (eg, maintenance of certification
[MOC], 4-year residency pilots, and the P4 Project
[Preparing the Personal Physician for Practice]).

Much of the discussion focused on scholars’
ideas for the future, and 12 broad themes for FFM
v2.0 arose from the workshop. Some of these FFM
v2.0 themes overlap with the original FFM project
discourse (as noted in parentheses after the descrip-
tion of each theme), and others move beyond FFM
v1.0 (Table 2).

Theme 1: Leading Health Care System
Transformation
Family physicians are well suited to lead the trans-
formation of the US health care system in primary
care settings, hospital systems, and communities.26

Leadership training opportunities should be avail-
able through all phases of career development and
in diverse health care and community settings.
These lifelong leadership opportunities would ide-
ally produce a pipeline of leaders in family medi-
cine, beginning in medical school (or earlier) and
continuing through residency, fellowship, and into
practice. The model could include traditional di-
dactics and continuing medical education pro-
grams, as well as internships, mentorships, and ap-
prenticeships at all career stages. (FFM v1.0
recommendation #10: leadership and advocacy).

Theme 2: Advocating for Policies That Improve
Health
Family physicians are well positioned to advocate
for policies that improve the health of patients and
the public. To do so, family physicians must be
supported to maintain expertise in the current
health care environment, including knowledge of
the provisions of the ACA.27 Advocacy efforts
should be further enhanced by scholarly work on
topics such as health policy, health economics,
health services research, dissemination and imple-
mentation science, health literacy, and social deter-
minants of health in collaboration with academic

institutions and policy research organizations, such
as the Robert Graham Center and the Institutes of
Medicine. Family physicians should also be well
equipped to work alongside politicians and policy
makers to influence legislation and funding streams
that support and promote the benefits of primary
care and improve the health of populations. (FFM
v1.0 recommendation #10: leadership and advo-
cacy).

Theme 3: Assuring That Family Physicians Are Well
Trained
Family physicians must engage in lifelong learn-
ing to maintain clinical and population health
skills and provide high-quality, up-to-date health
care throughout their careers. Current MOC pro-
grams can be seamlessly integrated into daily clin-
ical workflows. Electronic health records (EHRs)
and other technologies should rapidly evolve to
foster “real-time” learning and support the delivery
of care to individuals and populations. New models
of delivering clinical care, engaging patients, and
caring for populations must be integrated into fam-
ily medicine residency training. There must also be
pathways for new training and retraining so that
family physicians already in practice can change or
broaden their scope of practice based on current or
future community needs. The group felt that it was
more important to support family physicians in
obtaining skills and a scope of practice that meets
the unique needs of their communities rather than
enforcing a uniform scope of practice for every
family physician. There was also discussion about
the need for family physicians to be trained along-
side other members of the health care team to
ensure effective and high-quality patient-centered
teamwork. (FFM v1.0 recommendation #4: lifelong
learning).

Theme 4: Improving Personal Relationships With
Patients
Relationships must remain at the core of medicine
and healing.28–34 Long-term relationships with a
personal physician can improve health outcomes
and are important for promoting shared decision
making.35,36 The personal relationship at the cen-
ter of the patient-physician partnership must be
nurtured and sustained even as excellent new mod-
els for team-based and data-driven care are devel-
oped and implemented. Care models that support
these relationships, such as direct primary care
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practices, should be explored and expanded. Per-
sonal physicians should be meaningfully involved
and have influence over their patients’ care
throughout the health care system, working along-
side specialist colleagues in all settings of care.
(FFM v1.0 recommendation #1: new model of fam-
ily medicine; FFM v1.0 recommendation # 6: qual-
ity of care).

Theme 5: Putting Patients Truly in the Center
As the PCMH continues to develop, it must be
truly patient centered and not simply practice cen-
tered. Best practices are needed to define the ideal
patient-centered team models and tailor these
models to fit unique patient and population needs.
Family physicians and the PCMH must partner
with patients, engaging them in self-management
and educating them about how to most effectively
navigate the health care system. Continuity of care
is critical for achieving a patient-centered ap-
proach. The group recognized that patients have
different preferences and needs: some patients pri-
oritize visits with the same physician; some patients
prefer to schedule a visit at a time most convenient
for them; others prefer to communicate about
health concerns via telephone and E-mail. Meeting
these diverse needs will require a combination of
flexible office hours, virtual care delivery, and con-
tinued assessment of patients’ desires and opinions
about their PCMH. (FFM v1.0 recommenda-
tion#1: new models of primary care).

Theme 6: Providing Healthcare that is Guided by
Best Evidence
The continued processes of learning, expanding the
knowledge base, and creating new evidence to sup-
port best practices should evolve alongside
changing medical practices and technology.
Family physicians should be involved in creating
and identifying evidence that is relevant to care
provided in primary care and community health
settings. This should also include actively contrib-
uting to the evaluation of new evidence and the
dissemination of evidence-based best practices into
diverse settings. Studies should focus on outcomes
that improve community health as well as individ-
ual health. (FFM v1.0 recommendation #5: en-
hancing the science of family medicine; FFM v1.0
recommendation #6: quality of care).

Theme 7: Defining the Role of the Family Doctor
Family medicine organizations should communi-
cate the role of the family physician to the commu-
nity and educate the public about the importance of
having a primary care medical home. While family
physicians are diverse and deliver services based on
the unique needs of the communities in which they
serve, it is still essential to speak with “one voice”
and have clear internal and external messaging.
Family medicine needs a concise slogan such as
“doctors for all people.” Family medicine should
also develop an “elevator speech,” such as “family
physicians are the personal physicians who know
you and are experts at providing and integrating
your care in the context of your community and
family relationships.” There is also a need to com-
municate the unique role of the family physician in
health care teams and how family physicians con-
tribute to the needs of individual patients and en-
tire communities. (FFM v1.0 recommendation #9:
unified communications strategy).

Theme 8: Building a Family Medicine Workforce for
the Future
A robust, well-trained primary care workforce is
essential to meet the needs of the aging US popu-
lation. Furthermore, as millions of previously un-
insured individuals gain coverage under the ACA, it
is likely that the demand for primary care services
will grow.37 Through innovations such as middle
and high school programs, the workforce pipeline
should start early to promote primary care health
careers, accelerated pathways to careers in family
medicine for students from rural communities, and
opportunities for mentorship from a diverse cohort
of family physicians. (FFM v1.0 recommendation
#8: promoting a sufficient family medicine work-
force; and FFM v1.0 recommendation #3: family
medicine education).

Theme 9: Making Technology Meaningful
“Smarter” EHRs are needed to assist in asynchro-
nous communication with patients, provide feed-
back on quality of care, support clinical decision
making, incorporate advanced analytics, allow for
interactive patient engagement, and integrate data
from multiple EHRs and health care settings. Fam-
ily physicians must be experts at putting data “into”
EHRs to document visits and patient care, but they
should also be experts at getting data “out of”
EHRs to inform improvements in patient care and
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Table 2. Summary of Themes from the Pisacano Scholars’ Vision for the Future of Family Medicine (FFM) Version
2.0, Related FFM Version 1.0 Recommendations, and Representative Quotes

Themes Representative of Pisacano
Scholars’ Vision for FFM v2.0 FFM v1.0 Project Recommendations Representative Salient Quotes

1. Leading healthcare system
transformation

10. Leadership and advocacy “The healthcare system needs us; this is a
call to action.”

“This is about leading the transformation
within primary care but also stepping up
to be leaders across the health care system
and in the community.”

“Step into the role–walk the walk.”
2. Advocating for policies that

improve health
10. Leadership and advocacy “Let’s provide ‘leadership with guts’ to

clearly define our goals.”
“We need to come out of the closet and

support the ACA.”
3. Assuring that family physicians are

well trained
4. Lifelong learning “Integrate MOC more seamlessly into daily

work.”
4. Improving personal relationships

with patients
1. New model of family medicine
6. Quality of care

“Although rethinking structure and processes
in medical care is undeniably essential,
relationships must remain at core of
medicine and healing.”

5. Putting patients truly in the center 1. New models of primary care “We need to achieve meaningful
transformation, not just check boxes.”

“Don’t stifle innovation.”
“Innovation is key.”
“We need to put the heart into the vision.”

6. Providing healthcare that is guided
by best evidence

5. Enhancing science of family medicine “Let’s put forth practical models of what
actually works (not just the philosophical
models).”

6. Quality of care “We can focus on implementation but we
also need to focus on measurement: are we
really putting forth measureable goals to
assess success?”

“Who will be accountable for ensuring that
‘stuff’ gets done?”

7. Defining the role of the family
doctor

9. Unified communications strategy “Let’s put some of this information into the
New Yorker, not just the JABFM.”

“Doctors for the Whole Person . . . Doctors
for All People”

“We would like our patients to say to us:
‘You’re my everything doctor.’ ”

8. Building a family medicine
workforce for the future

8. Promoting a sufficient family medicine
workforce

3. Family medicine education

“We need to expose medical students to the
FFM vision out in the ‘real world’—not
just at the academic health centers.”

“Resident education will drive change.”
9. Making technology meaningful 2. Electronic health records “Are we talking about using the EHR as a

medical record, or are we talking about
meaningful use?”

10. Engaging all family physicians in
“learning communities” to share
and learn best practices

1. New model of family medicine
5. Enhancing the science of family

medicine

“We need to move beyond statements of
intent to implementation of ideas.”

“Has the FFM moved down into the
trenches? How do we work to create a
universal language and move this into the
world of the average family physician?”

“We cannot leave behind small communities,
rural practices, and underserved
populations.”

11. Using resources wisely and
equitably

Task force 5 but was not explicitly a
recommendation of FFM v1.0

“Maybe we should pay for an air conditioner
rather than a hospitalization?”

Continued
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population health. This technological expertise and
ease of use should extend other technologies such
as tele-health, in-home devices, and remote physi-
cal examination tools that will likely become part of
the toolkit for providing optimal primary care in
the future. Residency training should emphasize
technology, and family medicine should be branded
as both “high tech” and “high touch.” Family phy-
sicians and patients should be intimately involved
in leading the development of next-generation
technologies. (FFM v1.0 recommendation #2: elec-
tronic health records).

Theme 10: Engaging All Family Physicians in
“Learning Communities” to Share and Learn Best
Practices
Once effective models of care are defined, these
best practices must be shared throughout the coun-
try through learning communities. Mechanisms for
sharing information, adapting practices, and testing
the feasibility of best-practice models in different
settings should be developed.38 Protected adminis-
trative time is essential to implement these changes,
and new training programs should be developed to
teach family physicians how to mentor colleagues
in other places. Mentors can serve as “community
champions” in “patient-centered medical commu-
nities” that bring together PCMHs to share best
practices.39 The development of a national cohort
of practice facilitators, care managers, and primary
care improvement advisors as pollinators and
change agents can also make vital contributions to
implementation and dissemination of ideas.40–42 A
particular challenge will be developing practice
transformation models tailored to rural physicians
and mechanisms to disseminate these models to
rural communities. Family physicians and practice-
based research networks must contribute to the

evolving science of implementation and dissemina-
tion so that we can understand what works and
what does not work well and why. (FFM v1.0 rec-
ommendation #1: new model of family medicine;
FFM v1.0 recommendation #5: enhancing the sci-
ence of family medicine).

Themes 11 and 12 (below) go beyond the orig-
inal FFM v1.0 statements, which focused on “med-
ical” care. These FFM v2.0 themes move primary
care further into the community, integrating it with
population and global health, representing new
pathways for expansion and change.

Theme 11: Using Resources Wisely and Equitably
Traditional payment mechanisms incentivize over-
treatment and provide the highest reimbursements
when patients remain sick and become sicker. In-
stead, physicians should be reimbursed for keeping
patients healthy. New payment models should re-
imburse for office visits but also for e-visits, care
coordination, telephone counseling, home visits,
leadership of community wellness events, and other
efforts that address social determinants of health.
Meaningful and robust tests of alternative payment
methodologies are needed. Health care systems
built on a strong primary care foundation can pro-
vide better outcomes at lower cost.19,43,44

Theme 12: Addressing the Needs of Populations to
Eliminate Health Disparities
Family physicians should look beyond the patient
and family to include the broader contexts of com-
munities and populations. They may best accom-
plish this by integrating primary care, preventive
care, and public health. This also will require that
access to basic medical care, health insurance, and a
medical home is seen as a “public good.” Driven by

Table 2. Continued

Themes Representative of Pisacano
Scholars’ Vision for FFM v2.0 FFM v1.0 Project Recommendations Representative Salient Quotes

12. Addressing the needs of
populations to eliminate health
disparities

No FFM v1.0 recommendation or task
force explicitly addresses this theme.

“We need to create a community-centered
medical home and integrate with social
services and use their resources.”

“Our job is to fundamentally solve problems.
We should define ourselves by what
problems we solve and how we help
communities.”

ACA, Affordable Care Act; EHR, electronic health records; JABFM, Journal of the American Board of Family Medicine; MOC,
maintenance of certification.
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a social justice ethic, many family physicians al-
ready devote their careers to ensuring this access to
individual patients, whether by working in federally
qualified health centers, volunteering among the
neediest of the needy, or working abroad in global
health programs. Family physicians should also be
trained to work toward policies that can guarantee
this access for populations. In addition, family phy-
sicians should strive to be healthy and serve as role
models for health and life balance within the com-
munities they serve. To achieve this, they should
maintain a healthful work-life balance and be sup-
ported in their efforts to do so.

Discussion and Some Suggested Next Steps
The themes and concepts discussed in this article
emerged from a thoughtful discourse within a
group designated by the ABFM as young leaders in
family medicine, many of whom are within 10 years
of completing residency training. The Pisacano
Scholars’ vision for FFM v2.0 echoes voices from
the past while adding next-generation perspectives.
Nicholas Pisacano stated in 1967, “First, we must
do what is best for the American public. Second, we
must do what is best for medicine. Finally, we must
do what is best for family medicine.”45 In that
spirit, this commentary outlines themes important
to the continued transformation of family medi-
cine, with the larger goals of improving US and
global health. This document also is intended to
demonstrate one model for documenting and re-
flecting on a large group’s conversations about a
critical topic. We hope the format used herein will
be beneficial to other groups wanting to share their
processes in the future.

Many of the themes put forth by this group
highlight the great progress being made toward
meeting goals from FFM v1.0. Other themes iden-
tified in the Pisacano Scholars’ vision for FFM v2.0
highlight areas where the specialty has not made
substantial progress with recommendations from
FFM v1.0 and needs to move forward. The group
also identified areas not addressed by FFM v1.0
recommendations. These create opportunities for
new pathways for improvement, discourse, and
professional development.

While Family Medicine has made great progress
in the past decade toward the inspirational goals of
FFM v1.0, much work lies ahead. We suggest a few
tangible next steps:

1. It is urgent that we revitalize and expand the
FFM v1.0 task forces #5 (family medicine’s role
in shaping the future health care delivery sys-
tem) and #6 (enhancing practice reimburse-
ment).

2. A new task force should be created to address
family medicine’s role in population health, in-
cluding communities of solution and the inte-
gration of primary care with community and
public health.

3. Similar to continuous quality improvement,
FFM v2.0 should involve an ongoing process of
evaluation and reflection. To ensure that this
evaluation occurs for FFM v2.0, an entity such
as the ABFM must “own” this process and be
supported in doing so.

4. The personal physician should coordinate care
not only in the PCMH but throughout the
health care system. Under the ACA, institu-
tional financial reimbursement will hinge on
well-coordinated care.1 Thus, we propose a new
“chief” role in every large health care institu-
tion: Chief Primary Care Medical Officer. This
physician will develop and oversee systems that
preserve the critical role of the personal physi-
cian in assuring coordinated care, integrated ser-
vices, and continuity of care for patients. These
services will be tailored to patients’ wishes and
appropriate to their social and cultural back-
grounds.35,46

5. It is time to move forward, continue discussions
about the future, and develop the full blueprint
for FFM v2.0. This process should include a
diverse group including clinicians, patients, re-
searchers, educators, policy makers, and com-
munities.

Of note, discussions did not focus on defining a
uniform scope of practice for family physicians;
instead, the group felt it was more important for
family physicians to be able to identify and deliver
services needed in their unique communities. This
included discussions about the need for mid-career
retraining opportunities and support for physicians
wishing to expand their scope of practice. There was
also little discussion regarding addressing shortages
in the primary care workforce; instead, the group
focused more on quality rather than quantity. They
saw a great need for improving family physician’s
contributions to the US health care system and
envisioned our discipline working collaboratively
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alongside others in the field to improve the health
of patients and communities.

Conclusion
The US health care system is at a crossroads. Frag-
mented care, skyrocketing costs, variations in qual-
ity, and poor access to care threaten the system and
adversely affect the health of many Americans.1,47

The ACA aims to address these issues and will
dramatically alter the landscape of US health care.
The authors of the ACA incorporated the PCMH
into the ACA’s structural model because they rec-
ognized that high-quality, patient-centered pri-
mary care can improve the health of populations.
The challenge now, as outlined in this commen-
tary, is to improve and disseminate that medical
home, to move beyond a practice-centered medical
home to one that is truly patient-centered and
community-centered, and to move beyond treating
disease to promoting wellness. The goals of the
FFM v2.0 should focus not only on the future of
family medicine but also on the future of US and
global health.
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