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This manuscript focuses on implications of the Soci-
ety of Teachers of Family Medicine (STFM) Family 
Medicine Curriculum Resource (FMCR) Project for 
faculty development. Faculty (and staff) development 
are critical to the successful implementation of new 
and/or revised curricular offerings. A discussion of the 
faculty development implications related to implement-
ing FMCR also provides an opportunity to look at the 
recommendations of STFM’s federally funded Faculty 
Futures Initiative (FFI) and the recent Future of Family 
Medicine (FFM) project. 

Synthesizing the outcomes and recommendations of 
these three projects (FMCR, FFI, and FFM) provides 
a context for looking at short- and long-term faculty 
development needs in family medicine. Generally, fam-
ily medicine educators should identify strategies and 

methods that will address the continued transition to 
practice-based teaching while considering new models 
of practice. It is time to reengineer the clinical practice 
of family medicine, as well as the process, content, 
and structure of predoctoral education and concurrent 
faculty development. The recommendations of the FFM 
Report in Table 1 help provide a focus for future faculty 
development efforts.

Family Medicine Clerkship Teachers and Setting
Students enrolled in family medicine clerkships are 

taught in a variety of clinical settings. These include, 
but are not limited to, community practices with volun-
teer preceptors, residency programs, academic medical 
center faculty practices, and community health centers. 
Skilled clinical educators (ie, preceptors) are needed 
to adequately teach and evaluate the competencies 
contained within the FMCR. Clinical settings where 
learning can optimally occur need to be identified, 
developed, and maintained. In 2004, the FFM project 
defined the ideal setting for teaching family medicine 
clerkship students as a setting that contains elements 
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of a “New Model” of family medicine. This ideal set-
ting for teaching family medicine is one that serves as 
a personal medical home where patients are involved 
in a continuous, healing relationship with their family 
physician.1 

Characteristics of skilled teachers and the ideal 
clinical laboratory settings in which faculty and stu-
dents teach and acquire the family medicine clerkship 
competencies were first described in 1991.2 What was 
described at that time still applies in large measure 
today and is expressed within the New Model of fam-
ily medicine. These characteristics of the ideal clinical 
teaching setting were described as follows. The care of 
patients should be continuous and not limited by the 
duration, severity, or type of illness, or by the patient’s 
age or gender. The patient population should reflect 
the ethnic and socioeconomic mix of the community 
at large as closely as possible and should be sufficient 
in volume to provide diversity in patient encounters. 
The care provided should be community based (that is, 
where care follows the need and the setting most suited 
to the patient, not just the practice) and should occur 
wherever most appropriate for the patient, including 
the home, office, nursing home, hospital, or extended 
care facility. The care of patients should include 
consideration of family, occupation, social support, 
resources, and ethnicity and be customized according 
to the patient’s needs and values. The faculty should be 
trained for, educated for, and involved in the practice 
of family medicine. 

The present ideal training setting also emphasizes 
a reduction in barriers to care, uses electronic health 
records (EHRs), provides directly and/or coordinates 
a variety of services, delivers care synchronously and 
asynchronously, measures quality, and relies on a multi-
disciplinary team. Characteristics of faculty needed to 

train students in this new environment have also been 
defined. According to the FFM Report, faculty should 
be technologically proficient, self-aware, practitioners 
of lifelong learning, and members of a diverse teaching 
and learning community. 

Recommendations for Faculty Development
From experience with past initiatives, such as the 

Association of American Medical Colleges (AAMC) 
General Professional Education of the Physician (GPEP) 
Report3 and the Educating Medical Students: Assessing 
Change in Medical Education: the Road to Implemen-
tation (ACME-TRI) Report,4 medical educators have 
learned important lessons about implementation of cur-
ricular revision. The first lesson is that the change must 
be incorporated into the culture of medical education 
and “built in” to the curriculum development process. 
This includes recognizing that change is necessary, 
understanding how to implement it, and finally how 
to monitor its success. Introducing students to a new 
course or implementing an integrated 4-year family 
medicine curriculum within an institution would need 
to be recognized as a needed change by the entire sys-
tem (including the clinical system and networks). 

A second lesson is that a faculty member interested 
in education needs to build a network of colleagues who 
feel the same about change and infiltrate established 
mechanisms (such as key curriculum committees) 
to convince decision makers of the need for change.  
The concurrent dissemination of the FMCR and FFM 
provides a unique opportunity for family medicine 
educators to take advantage of two innovative projects 
to create a new model for both student education and 
faculty development in family medicine. There are 
some assumptions about teaching and learning that 

Table 1

Recommendations of the Future of Family Medicine Report

Family physicians are committed to fostering health and integrating health care for the whole person by humanizing medicine and providing science-
based, high-quality care. To remain true to this statement of identity, while continuing to meet the needs of patients and society in a changing health care 
environment, family medicine must promote innovation in the delivery of clinical services and in the education of clinicians. In addition, family physicians 
and their organizations must seek out and partner with those who share similar values and a commitment to innovation and transformation of the US health 
care system. The following recommendations, which represent a compilation of major recommendations from the Future of Family Medicine task forces, 
are intended to provide a framework to guide a period of active experimentation and innovation within the discipline.

1.  New Model of family medicine
2. Electronic health records
3. Family medicine education
4. Lifelong learning
5. Enhancing the science of family medicine
6. Quality of care
7. Role of family medicine in academic health centers
8. Promoting a sufficient family medicine workforce
9. Communications
10. Leadership and advocacy
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form the underpinning for this “new” culture of educa-
tion and faculty development.

First and foremost, teaching must focus on how to 
learn in the future as well as what to learn for the pres-
ent. Students need to recognize what they themselves 
know and do not know, how they best learn what they 
need, how to develop and implement a plan to obtain 
what they need, and the ability to monitor their success 
in getting there. This ability to think about one’s own 
thinking (metacognition) has many implications for 
faculty development. For example, faculty members 
must learn to help learners gain insight into their own 
perspective—through questioning, writing tasks, intro-
spective exercises, etc. Faculty must also learn to focus 
feedback on thinking about clinical thinking (eg, bias 
routinely introduced into the clinical problem-solving pro-
cess). Relevant skills include questioning and informing 
the learner and developing their self-assessment skills. 
Faculty also need to learn how to enable students to 
learn to find the information that faculty members need 
to solve clinical problems. Faculty must explain their 
own effective strategies for learning improvement (eg, 
reading the literature or managing time) and model 
reflection and self-assessment (practice “thinking out 
loud”).  Finally, faculty need to learn how to serve as a 
resource (be available and function not as a repository 
of information but as a sounding board and collaborator 
for thinking about thinking) and use appropriate teach-
ing styles (eg, facilitative style) to promote thinking 
about thinking and feeling. 

Faculty and organizational development should fo-
cus on the skills and circumstances required to teach 
and evaluate all types (cognitive, metacognitive, and 
affective) of competencies. In most instances this will 
require a purposeful “culture shift” from a teacher-
learner to a learner-teacher orientation.6 In the new 
culture, novel teaching methods will serve as the focus 
of faculty development in teaching and of educational 
(best practices) research. Teaching methods such as 
narrative or storytelling, portfolio development, role-
taking, evidence-based guidance, significant event 
auditing, and overt modeling will balance sessions on 
delivering a mini-lecture or presenting grand rounds 
at faculty development workshops and conferences.7,8 
Faculty will develop expertise in facilitating thinking 
in the one-one teaching context using a facilitative 
teaching style.9 They will develop the skill of modeling 
and apply it to their own metacognitive behaviors such 
as self-questioning and reflection. 

Studies have shown that offering a menu of faculty 
development opportunities and combining with con-
tinuing medical education objectives or competencies 
increases participation.10 Workshops and “academic 
detailing” remain viable options, and Web-based ac-
tivities that offer asynchronous faculty development 

opportunities are growing in popularity. The introduc-
tion of new teaching strategies offer an opportunity to 
develop an evidence base to faculty development that 
has been distinctly missing.10 

Summary
Implications for faculty development that arise from 

the FMCR Project must be viewed within the context 
of the broader view of family medicine education as 
elucidated through the previous FFI Report and the 
current FFM Report. How the features of the optimal 
setting for teaching and the assumptions about mastery, 
knowledge, and competence have evolved is critical 
to understanding approaches to faculty development 
in today’s environment. Today there is a need for a 
more purposeful culture shift from a teacher-learner 
to a learner-teacher orientation in how we approach 
faculty development.
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