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about. Although we have a distinguished tradition
of clinical observation, much of our clinical re-
search is based on records kept by untrained ob-
servers who were unaware that their records were
going to be used for research. Mackenzie,® one of
our most distinguished research workers, wrote:
““‘One implement essential to the success of our
enterprise is a trained observer. It is scarcely
realized what a difference there is between a. doc-
tor who has systematically trained himself to ob-
serve and another who has perfunctorily examined
his patients without attempting to improve his
powers of observation.’” Nowadays we tend to as-
sume that a training in research is a training in
““methodology’’ rather than a training in observa-
tion.

In describing an appropriate response to im-
maturity, Ravetz has things to say which we would
do well to ponder. First, we should not use physics
as a model for what a scientific subject should be
like. ‘‘It is not necessary,”’ says Ravetz, ‘‘“for a
discipline to be fully ‘‘positive,”” in the sense of
imitating physics, for it to make a contribution to
the advancement of human knowledge.”’ Tech-
nological subjects like medicine, agriculture, and
engineering will inevitably—because of their sub-
ject matter—deal less with grand theories and
abstract knowledge than with observation,
classification, and description.

An immature discipline can make a useful con-
tribution to knowledge if it concentrates on three
things: technique, philosophy, and natural history.

Technique

A practical discipline can make much progress
simply by describing, developing, and testing its
tools. This is how much of modern technology de-
veloped from craft skills. The process is not as
easy as it sounds, for many craft skills are ex-
tremely complex and defy specific description.
Family medicine is no exception to this. General
practitioners have developed diagnostic and
therapeutic skills which we have only recently
begun to recognize and describe. I think we have
made as much progress in this aspect of our disci-
pline as in any other. The way ahead can be seen
quite clearly: we need to continue the process of
describing and testing our techniques, both old
and new: techniques of diagnosis, prevention,
management, and organization.
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In developing methods for the evaluation of our
tools we are fortunate in not having to start at the
beginning. As a branch of medical science, we
have in the discipline of epidemiology a well-
developed method of evaluation. This is why, as
Spitzer'® has pointed out, epidemiology is an im-
portant basic subject for academic family
medicine. Epidemiology provides a set of princi-
ples and methods: it is up to each discipline to
apply these to its own problems, fully cognizant of
the unique pitfalls which exist in every discipline.
The research worker in family medicine, there-
fore, should be well versed both in the general
principles of epidemiology, and in their application
to his own discipline.

Philosophy

The purpose of philosophy in a scientific or
technological discipline is to subject its basic as-
sumptions to critical examination. It is surprising
how often, in well-established disciplines, this
process is neglected. I once asked a psychologist
about his concept of mind. He had never given the
matter a thought or been encouraged to do so in
his training. We in medicine have no cause to feel
smug, for we ourselves rarely examine some of
our own basic assumptions. How many physicians
have subjected to critical examination such every-
day terms as health, disease, and illness?

A well-established discipline can often manage,
at least for a time, without this critical examination
of assumptions. A new and developing discipline
must, if it is to survive, be based on a sound and
well-constructed theory. If we are going to use
terms like ‘‘continuity of care’’ and ‘‘the family as
patient,”” we must say precisely what we mean by
them and be aware of all their implications.

In the scientific aspects of family medicine the
role of philosophy is to be, in Whitehead’s?
phrase, a ‘“‘critic of abstractions.’”’ So far, family
medicine seems to have accepted without question
medicine’s current system of abstractions, ie, its
method of classifying diseases. We have done this
even though it often fits poorly with the ‘‘brute
facts’” of general practice. We continue, for
example, to perform morbidity surveys in which
we accept without question concepts like *‘psy-
chiatric illness.’”” And we continue to find it very
difficult to obtain results which are consistent
from one physician to another.
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I suggest that the next task for philosophy in

family medicine is to re-examine our whole con-
cept of illness and disease. Perhaps we are on the
brink of a change of paradigm in medicine. If we
are, then I suggest that it is more likely to come
from family medicine than any other field, because
it is in family medicine that we see most clearly the
incongruities of our current system of abstrac-
tions.

Natural History

It is in this field that our progress has been dis-
appointing. The defects in our knowledge become
apparent when we begin to teach. What can we
teach our students? We can teach them our phi-
losophy and we can describe some of our
methods. But where is our body of knowledge
about the phenomena of family medicine: the nat-
ural history of common complaints, the norms of
individual behavior at all stages of life, the de-
scription and classification of families?

Of course, we are not alone. Modern medicine
has neglected clinical research. It is particularly
serious, however, that family medicine should do
so, for there is no branch of medicine more suited
to observational research. Family physicians see
the whole range of diseases from the mildest to the
most severe; they follow illness from its earliest
symptoms to its latest stages; and they observe
patients in their natural habitat—a habitat which
they often share themselves. To indicate the rich
harvest awaiting workers in this field I cannot do
better than quote a passage from a recent article
by Spitzer:'® ““The family physician has a distinc-
tive perspective and the obligation to study intact
human beings in free-living, non-institutionalized
populations over long periods of time, observing
transitions from health to disease and back to
health, with a unique opportunity to observe, on a
firsthand basis, many of the concurrent
phenomena that affect health and disease, such as
family, employment, housing, and exposure to
risk factors.

*‘Some subject areas that deserve high priority
in family medicine research are calibrational
studies focusing on clinical phenomena such as
quantification of pain, quantification of the quality
of survival, the development of explicit criteria for
adequate clinical management of carefully defined
conditions, demarcation of presenting complaints
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and their combinations as distinct from the demar-
cation of diagnoses, a taxonomy for behavior as-
sociated with disease or perceived disease, prog-
nostic stratification of patients, and the calibration
of the clinician himself as a reliable observer.”
Anybody who peruses the family medicine lit-
erature will soon see that the task has hardly yet
begun. Of all the papers published in The Journal
of Family Practice since it started publication,

. how many are based on direct observation of clini-

cal phenomena made by the authors themselves?
We have studies based on the examination of rec-
ords, we have review articles, we have papers on
the description and evaluation of methods—all im-
portant and useful—but of research in the clinical
science of family medicine, how little we have
seen so far.

There is no doubt in my mind about the path to
maturity: deep reflection on our modes of abstrac-
tion, continuing work on the development and
evaluation of our tools, and the slow and steady
accumulation of a body of data by meticulous clin-
ical observation. Our immaturity is not a reason
for despondency or shame; on the contrary it is a
challenge which makes family medicine one of the
most exciting of subjects. As Ravetz' concludes:
“‘Immature fields with the hope of imminent mat-
uration are, with all their attendant hazards, the
place where the greatest challenge is to be found.”
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