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At the University of Colorado, we

are facing an imperative to
rapidly grow the capacity and quality
of primary care. In part, this is a re-
sponse to needs in the community,
but in at least equal measure it rep-
resents the demands of a health sys-
tem that aspires to grow and flourish
in the post–Affordable Care Act
(ACA) world. Our ability to respond
to these demands is limited at best.
The current organizational structure
for primary care is overwhelmingly
cumbersome and inefficient. Our in-
frastructure is divided between the
Department of Family Medicine and
the Division of General Internal Med-
icine and includes scattered individu-
als and committees representing the
health system, the practice plan, and
the School of Medicine. The agility
we require to be successful in grow-
ing and improving primary care can
be achieved only if we create a cen-
tral infrastructure for primary care
that brings these disparate pieces
into one coherent enterprise.

In May, I described our institu-
tion’s challenge to the ACLGIM com-
munity on GIM Connect and asked if
others faced similar challenges, and
if so, how had they responded. As I
suspected, we are far from alone.

both community practice needs and
the academic needs of the College
of Medicine. In particular, this has
created a pipeline between our resi-
dency program and the PCN as it has
grown. It seems to work well.”

One of the other academic med-
ical centers is in the planning stages
of developing a primary care service
line. The GIM Division Chief de-
scribed working with the Chairs of
Family Medicine and Pediatrics in
the endeavor noting, “We’ve found
more common ground than differ-
ences and discovered we have more
influence and synergy working to-
gether, so it’s been quite produc-
tive.” The Chief went on to write,
“It’s also helping us collaborate on
moving ahead with PCMH certifica-
tion and planning for PQRS manage-
ment.” There also was an unantic-
ipated benefit that came from the
relationships forged through the
process. As the different disciplines
have come to know each other bet-
ter, they have been able to advocate
more effectively for the resources
needed to bring their complementary
“gifts and talents” to the collective
table. The example offered was the
recognition of the unique role of in-

The responses reflected a number of
academic medical centers in various
stages of development. While the
models had differences, they all as-
pired to similar outcomes.

One academic health center in
the Mid–west has created a primary
care network (PCN) that oversees
community-based practices in their
catchment area. The Division Direc-
tor of General Internal Medicine
(GIM) there described the arrange-
ment this way: “Practitioners include
faculty and non-faculty from both the
Department of Medicine and the De-
partment of Family Medicine. Faculty
in the Dept of Medicine are part of
our Division of GIM and contribute to
the teaching mission of the College
and system. Hospital-based ambula-
tory practices and the inpatient medi-
cine programs are under the purview
of GIM. The leadership of the PCN
and I work closely together on fac-
ulty recruitments in GIM that fulfill
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I’m optimistic that the new-
found interest in primary care
from health care systems
across the nation is more
than a fleeting by-product

Mark Earnest



ternists in caring for highly complex
patients, a role with which Family
Medicine was less comfortable. The
outcome was advocacy for more in-
ternists to meet the needs of the
large number of complex patients
leaving through the “back door” of
the specialty and inpatient services.

One GIM Division Chief described
a similar process where the medical
center combined GIM, Family Medi-
cine, Geriatrics, HIV, Ambulatory Dia-
betes, and Student Health into one
primary care service line. There were
several benefits to the effort. In addi-
tion to the “strength in numbers” ef-
fect of combining primary care

As for me, I’m optimistic that the
newfound interest in primary care
from health care systems across the
nation is more than a fleeting by-
product of the ACA. Now that the
Supreme Court has ruled on King v.
Burwell, I have measured confidence
that the changes we have seen are
real and that the fortunes of primary
care will continue to rise. I’m encour-
aged by these examples to pursue
the interests of GIM in concert with
our colleagues in other primary care
disciplines to create a single primary
care enterprise to shepherd our
growth and ongoing improvement in
the years ahead.

disciplines into one collective voice,
it also “clearly has focused the atten-
tion of the enterprise on the impor-
tance of primary care.” As a result,
they have been given the green light
to develop a plan for growing the
footprint of their primary care net-
work, and their faculty have gained
clarity in terms of their roles and re-
sponsibilities. “Faculty now have
very explicit divisions of their effort
into clinical and academic compo-
nents. Their clinical work is under
the auspices of the primary care pro-
gram and their academic work is
under the auspices of the division
chief or department chair.”
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