SPECIAIL ARTICLE

FAMILY MEDICINE IN PERSPECTIVE
1. R. McWuinney, M.D. .

Abstract Family medicine is part of the process by
which medicine adjusts itself to the changing needs of
society. Family physicians have in common the fact
that they obtain fulfillment from personal relations
more than from the technical aspects of medicine.
Their commitment is to a group of people more than
1o a body of knowledge. Their experience gives them a
distinctive perspective of iliness that includes its

I PROPGSE to discuss family medicine in two perspec-

tives: the perspective of history and the perspective of
comtemnporary ideas, My purpose is to show family medi-
cine in two lights: asa part of the historic process by which
medicine adjusts itself to the changing needs of mankind
and as a pari of a larger movement of ideas that is begin-
ring tochange the current view of the world.

THe Enp oF aN Fra

In 14 years the centenary of one of the landmarks of re-
cent medical history, the foundation of Johns Hopkins,
will be cclebrated. Johns Hopkins played a crucial part in
the changes that have transformed Western medicine in
thiscentury. Together withafew other institutions, it pro-
vided a model against which Abraham Flexner! could
measure medical education in his time, Then, as now,
demonstration models had an important part to play in
the reform of medical education, I like (o think that our
own departinent of family medicine —and others like it —
willhave astnilarrole in educational reform,

Twenty-one years separated the foundation of Johns
Hopkins irom the publication of the Flexner report. The
cycle of changes that followed the report has only now,
after 60 years, come full circle, The changes were brought
about, like all reforms, by 2 number of influences: by the
effect of Flexner's facts on public and profession alike; by
the impact of forceful personalities; and by the provision
of funds, both private and public, to those willing to make
thechanges.

Great historical movements like these can be viewed on
two levels: on the institutional level of hospitals, medical
schools and insiitutes, and on the deeper level of ideas.
The Flexner reforms were marked not only by the great
institurional changes apparent today, but by profound
changes in ideas about the nature of medical knowledge
and the role of the physician, Medicine stands now at the
endofan era: a vantage point from which the changesand
their effects, both good and bad, can be surveyed. If Fap-
pear to dwell on the bad, that fact does not 1nean that I do
notrecognize and welcome the great benelits that have ac-
crued to us. The Flexner reforms prepared the way for
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personal and social context.

Medical knowledge includes information. skijl and
insight. Medical education has tended o empha-
size the former: to concentrate on foreground rather
than background. In the training of family physicians
the education setting and the role of instructors
are of crucial importance. (N Engl J Med 293:176-
181,1975)

medicine to become a technology. As in so many other
areas of modern life, however, the benefits of technology
have been reaped without steps taken 1o contain and con-
trolits negative effects,

Primary Carg

Among the mast serious problems thrown up by the re-
forms is that of primary care. This has been identified by
many writers as the central issue.2? Primary care is not a
singic problem, but several, The term iisell, for whose in-
troduction I must take some responsibility,* has tended to
focus attention on one of these problems: the question of
who should be the doctor of first contact. At the same Hime
it has tended to divert attention from a more crucial issue:
the question whether physicians are prepared to put their
commitment to people above their commitment to tech-
nology. I must hasten to say here that by commitment to
peopie I do not mean an interest in, and concern for, peo-
ple, which one should be able to take for granted in any
physician, whatever his field of work. What ! have in mind
by commitment to people will become clearer as I pursue
some of its imptications.

COMMITMENT TO THE PERSON

Tt is difficult for a doctor to commit himself to a person
and at the same time to limit his commitment to certain
diseases or certain types of problem. I do not mean to sug-
gest that personal commitment can be completely uncon-
ditional. There must be some limits, even i they arc only
geographic. Nevertheless, the kind of commitment I am
speaking of implies that the physician will “stay with” a
person whatcver his problem may be, and he will do so
because his commitment is to people more than to a body
of knowledge or a branch of technology. To such a physi-
cian, problems become interesting and impartant not only
for their own sake but because they are Mr. Smith's or Mrs,
Jones's problem. Very often in such relations there is not
even a very clear distinction between a medical problem
andanonmedicalone. The patient defines the problem.

Now this process presents a difficulty. If a doctor makes
thiskind of personal commitment, thercare certain things
he cannot do, He cannot match the specialist in detailed
mastery of one field. Specialist knowledge requires con-
centration of experience, entailing irreconcilable conflict
with commitment 16 the person. A doctor who devotes
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himsell to the care of 1500 people cannot achiceve the
technicalmastery of one field thatis atcainable by a special-
ist who selects his patients from a population of 50,000.
This is not to say that the personal physician cannot be
scholarly, knowledgeable and technically skilied. His
kinowledge, however, is of a diffcrent order from that of
thespecialist —atheme to which I will return shortly.

A doctor who has committed himself to a group of peo-
ple, and attaned fulfillment by doing so, can renounce
without regret much of the expertise of the specialist. My
observation from meeting large numbers of family doc-
tors from all over the world is that they have in common
the fact thac the source of their fuifillment is the ex-
perience of human relations that medicine has given
them. This feeling is beautifully cxpressed in books like 4
Fortunate Man,® by Berger and Mohr, Lane's The Longest
Art® and William Carlos Williams's autobiography.” In 4
Fortunate Man Berger describes with great insight the
gradual evolution of the physician Sassal’s sense of voca-
tion. Seeing himself at first as a technical expert, a dealer
in crises and cmergencies, he gradually begins 1o perceive
his role in terms of the human relations that he has es-
tablished.

THE NaTure or Mepicar KnowLEDcE

When he has made his commitment to a group of peo-
ple and seen where his true vocation lies, the physician
begins to see some other issucs in a different perspective,
One of thesc is whether or not to be a family doctor. To a
physician who achieves fulfiliment from hurman relations
it may not make much sense to say, “I will commit myselfto
people provided they are over 14, or under 85, or under
14, or male, or female, or provided they are not preg-
nant.” The personal commitment transcends any particu-
lar problem. I, for example, the physician does not prac-
tice obstetrics, he can still remain the patient’s personal
physician during pregnancy while the obstetrician shares
the prenatal care and does the delivery.

One of the greatest objections to the idea of the family
doctor has been that one physician cannot clfectively mas-
ter the whole field of medicine. The rootof this objection is
a concept of medical knowledge that T hold to be falla-
cicus. I cali it “the lump fallacy,” According to this view,
knowledge is a lump of material that grows by aceretion,
Having reached acertainsize, itbecomes too large to be as-
similated and must be broken up into smaller lumps.
These smaller lumps, however, continue to grow at an
vver increasing rate and intheir turn have tobe fragment-
ed, and soon.,

This view of knowledge is surely a distortion of the
truth, A physician uses three kinds of knowledge. The
first, which I will eall information, is the only oncto which
the simile of a material mass can be applied; the second,
clinical craftsmanship, is a skill; the third, which 1 will call
insight and awareness, is anintegral part of the personali-
1y. These three kinds of knowledge are acquired in quite
different ways. Information comes from observation, lis-
tening and reading: clinical skill, like other skills, comes
from constant practice and the emulation of others; in-
sight and awareness come from human intercourse and

deep reflection on the sell and on experience. Excellence
in one of these arcas of knowledge does not in any way
guaranice excellence in the others. One tends to think of
poor physicians as badly informed physicians. But every-
one has encountered superbly informed physicians, who
can quoic all the latest references, but are woefully tacking
in clinical judgment, and also excellent clinicians who in
their dealings with people are incredibly naive, Excellence
i medicine requires ablend of all kinds of knowledge. My
own observation is that error in medicine arises more
often from a failure of skill or insight than from alack of in-
formation. A lack of information is most readily remedied
by reference to book or consultant. Delects of skill or in-
sight are far more difficult to remedy — not least because
the physician, lacking self-knowledge, cannot recognize
his own failings. i

It is apparent, therelore, why I consider the conven-
tional view of medical knowledge to be a very limiited one.
The deepest and most vital knowledge — the knowledge
that determines how information will be used — does not
“explode” or “have a half-life of five years™ as the catch-
words have it. Itis also apparent why I do not believe thata
family doctor need sacrifice any of this vital type of knowl-
edge. On the contrary, by caring for the whole family, he
stands to gain personal knowledge that can be gained in
noother way,

Twue FasarLy Doctor

In caring for the whole family, the physician not only
gains in knowledge but also enlarges his scope of action.
Whenever thessitvation requiresithe can change his focus
from individual to family and back again. In the many
sitwations in which the iliness of an individual is accom-
panied by family dysfunciion he can quite readily direct
hisactions to the family as a whole.

The family doctor notonly knows about the family —he
knows them. This personal knowledge can be put to good
use. He knows, for example, the kind of feelings different
members of the family arouse in him, and he can use this
knowledge in making hypotheses about problems he en-
counters in the family. In this, as in all things, ke cannot
have everything as he would like it. Some families will in-
evitably be betier known to him than others. There will
always be families who prefer to divide their care, for all
types of reasons. These wishes must be accepted even
though locking after part of a family gives a family doctor
aninhibited feeling,

The family doctor can gain very useful knowledge of the
family from other members of the hcalth team. This
knowledge is additionally useful in that it is gained by a
person of background and training dilferent from his
own. This knowledge, however, cannot be a substitute for
his own personal knowledge. Team work will be coun-
terproductive if it is allowed to increase the distance be-
tween dociors and their patiens, {t would, for example,
be much 1o the detriment of medical knowledge if ail
home visiis were made by nurses,

There is no conclusive evidence that care of the family
by one physician is either better or worse than care by a
pediairician-internist-obstetrictan team. ! hope I shall not



be considered nihilistic if I say that T doubt if there ever
will be. I say that for several reasons; because instruments
for measuring diflerences of this kind are extremely dif-
ficult to develop; because there is such an enormous dif-
ference between the “in vitro” of a social experiment and
the “in viva" of the outside world: and, most tnportant,
because social issues of this kind are in the final analysis
politicalissues and have to be decided by political means.

I do not use the term “political” herc in any pejorative
sense. Nor do I not mean that it will have to be decided in
legislative assemblies. it is a political issue in that it will be
decided according to decply held feelings and values of
people, and by the rigorous test of what warks best in the
practical world. The great issucs of public health and
medicine have always been decided in this way — and
rightly so. There were no controlled irials before the
apothecaries were absorbed into the medical profession,
before the sanitary reforms of the 15th century, or before
the Flexnerian reforms of this ceritury. There were, of
course, plenty of reports, plenty of facts, plenty of argu-
ment and analysis. Social reformers from Florence Night-
ingale to Ralph Nader have made extensive and cifective
use of facts. In the final analysis, however, the question is
one of values, 1o be decided by the political process rather
than by scientificexperiment.

SociaL MosmiTy AND Famory Pracrice

Since 20 per cent of the population of the United States
moves every year, and each family moves, on the average,
every scven years, it has been maintained® that it is un-
realistic to piace much emphasis on continuity of care,
These statistics, however, are open to serious misinterpre-
tation, {tis misleading, for example, to think in ierms of
the “average family.” The general population does un-
doubtedly include highly mobile individuals and families,
who move far more frequently than once in seven years. It
alsoinciudes very large numbers of pecpie who move very
infrequently —in many cases only on marriage and retire-
ment. Moreover, many of these moves are within the same
municipality and do not necessarily, therefore, break con-
tinuity of care,

The following statistics on internal migration in Canada
iilustrate my point. From 1956 to 1961, 42.4 per cent of
the population over five years of age moved at icast once.
Of these moves, 60 per cent were within the same munici-
pality, 32 per cent were within the same province, and §
percent were between provinees.? Thus, 16 percentof the
population lelt their municipality in five years. Moreover,
the group from 20 10 39 years of age accounted for 50 per
centof the moving population: an age group that includes
most of those marrying, starting families and making their
wayinthe world,

In London, Ontario, a study of family practice and
primary health care has recently been compieted. ' In
1974 there were in London 198 family physicians for a
population of 253,000, Between 1961 and 1978, 07 farnily
physicians started in practice in the city. Of these, only 15
have eft practice. Two have retired, two have entered a
specialty, three have moved, and six have moved to ap-

pointments in academic family medicine (two to our own
department}. These figures suggest to me that family phy-
sicians may prove to be a particularly stable element in the
population.

Yinally, I belicve it would be wrong to assume thar the
present pattern of population movement will conrinue in-
definitely into the future. I think there are good reasons
for believing that the population in North America will
become less rather than more mobile. Far from being
pessimistic about continuity of care,  would goso faras o
predict that family physicians will be once again, as they
have been in the past, an important part of that cement
that holds socicty together.,

Tre HoseprTaL

The Flexner relorms accelerated two processes: the
concentration of both medical care and medical cducation
in the hospital, It is small wonder that this focalization has
influenced whale generations of physicians in their con-
cepts of health and disease. The hospital tends by its very
nature to separate the discase from the man and the man
from his environment. 1t is not surprising, therefore, that
the medicine of this century has been the medicine of en-
tities rather than the medicine of velations and that mod-
ern medicine has, as John Ryle!? remarked in 1948, ne-
glected etinlogy inits widest sense.

How many physicians going into practice have found
themselves totally unprepared by their training for the en-
counter with illness outside the hospital! In 1819 Sir
James Mackenzie wrote of his experience 40 years pre-
viously:

After a year in hospital as house physician, 1 entered general
practice in an industrial town of about 100,000 inhabitants. 1
started my work fairly confident that my teaching, and hospital
experience, had amply furnished me with competent knowl-
edgc for the pursuit of my profession...I was not long enpaged

inmy new sphere when trealized that L was unable to recognize
theailments in the great majority of iny patients.’®

This experience must have been repeatcd countless
thousands of times. Mackenzies's first reaction, like that of
most people, was to ask not “What was wrong with my
education?” but “What is wrong with me?” Such is the
power of early training to form one'’s view of the world.
Nevertheless, many general practitioners found that their
world view was being gradually changed by their experi-
ence. They saw many illnesses that conld not be fitted into
the ncat categorics that they had learned. They learned
that Hlness is intimately related to the personality and life
experience of the patient, They learned the inseparability
of patient and environment. This change in world view
can be likened to a change in visual gestalt. The general
practilioner, trained to sec illness in terms of the figure,
began gradually to see both figure and ground, He found
that to undersiand iliness it is necessary also to understand
itscontext. -

Let me illustrate from a recent experience, A well
dressed young man of 19 came with chest-wall pain of
short duration. He had been several times during the pre-
vious year with a similar pain. Examination was negative
except for some local tenderness. Given an opportunity to



talk, he unfolded a story of such desperate loneliness that
he had on two occasions telephoned “contact” —a volun-
tary sactal service for those in despatr. His chief problem
—and the onc for which he so much needed help —wasa
personal erisis of identity and adjustment.

Any [amily doctor could cite a similar case from any
day’s expericnce. It would be easy, too, to quote exam-
ples in which an organic discasc interacted with a personal
problem to produce an episode of illness. Thisis why state-
ments like “Family practice is predominantly internal
medicine” beg the question. Farmily practice can be called
ianternal medicine if that is the physician’s perspective.
The young man's illness could be categorized as intercos-
tal myalgia and appear in the statistics under “musculo-
skeletal disorders.” To describe family practice in these
terms, however, would be a gross distortion of reality. Itis
asimilar distortion of reality totalk as if people’s probiems
are neatly divided into “organic” and “psychosocial” cate-
gories. People are il as wholesnot as parts.

In some circumstances it is, of course, quite appropriate
for a physician to focus only on the foreground of iliness.
In emergencies, accidents and many acute illnesses the
background can for practical purposes be ignored — at
least until the acute phase is over. The longer an illness
lasts, however, the more important the background be-
comes.

Learvine Farnory MebpiciNe

It will be understood, therefore, why | do not think that
training in a medical specialty — as it is known today —
canbe applied “in toto” to the experience of being a family
physician. Learning to be a family physician requires a
change of perspective that can only take place where the
new perspective is dominant. [t willalsobe apparent why |
think that attempts to produce a family doctor by putting
together a conventional training in pediatrics and internal
medicine —and adding some psychiatry -——are doomed to
faiture. “The whole is different from the sum of its parts.”
Family doctors may emerge in this way, but they will do so
by the arducus route of rising above their training and
learning from their own cxperience.

Tre Furure Famrpy Docror

As they design programs for the education of family
physicians, educators must have in mind a clear concep-
tion of the type of person they would like their students to
become. Ideal human types are the embeodiment of the
ideals of an age. In medicine, Dr, Pellegrino! has given a
" reminder of the influence of two ideal types — the Ger-
man physician-scicntist and the Oslerian scholar-censul-
tant —on the evoludion of internal medicine, _

What kind of people, then, do educators want their stu-
dents to become? They should have a deep commitment
to people and obtain their greatest prolessional fulfill-
ment from their relations with people — o believe, in
Lewis Mumford's phrase, in the primacy of the person, to
use technology with skill, but to make it always subservient
to the interests of the person. Educators want physicians
who can think analytically when analysis is required but
whose usual mode of thought is multi-dimensional and

holistic. They want thom to be concerned with etiology in
its broadest sense and to be ever mindlul of the need to
teach their patients how to aitain and maintain health.
They want people who are not afraid of recognizing and
tatking about feelings: people who know themselves and
can throughout their career recognize their defects, learn
from experience and continue Lo grow as people and as
physicians,

A Pmirosoruy oF EbucAtIoN

In his essay on the educational ideas of Coleridge,
Willlam Walsh'® describes modern education as being
“under the dominance of the foreground, the sustained
and peremptory dominance of subject-matter.” Subject
matter, the rcadily accessible, examinable information
“has distended to monstrous proportions, MonNstrous in
its immensity, shapelessness and horrid incoherence.” Yet
how little of this foreground remains and influences the
remainder of one’s life? A good education transcends sub-
ject matter. What lasts, says Walsh, again, is “a blend of
value, attitude and assumption, a certain moral tone, a
special quality of imagination, a partcular flavour of sensi-
bility — the things that constitute the soul of our educa-
tion. A good education persists not as a collection of in-
formation, an arrangement of intellectual bric-a-brac, but
a certain unity of self...and a certain method of thinking
and feeling.”

If subject rnatter is the foreground, what is the back-
ground, and how does one ensure that it receives its due
emphasis? What is it that allows that “unity of self” — that
*method of thinking and feeling” — to grow in the learn-
er? Of critical importance, certainly, is the setting of edu-
cation, If students are to have certain vatues and certain
ways of thinking and feeling, they must be educated in a
setting in which these qualives are all-pervasive. And their
teachers mustbe people who exemplily those qualities.

1 have maintained carlier that family physicians have
certain distinctive values, and ways of thinking and fecel-
ing. It follows that nobody is going to learn family medi-
cine from those who are not family physicians, orinan en-
vironment that is alien to its ethos. This is not to say that
the student can learn nothing from other teachers and in
ather environments. It does mean, however, that the core
and esscuce of his education must be the experience of
family practice.

What elsc must the environment do? bt must help the
student in every possible way 1o develop the insight,
awareness and self-knowledge that is the key to his growth

.as a person and as a physician, It must provide him with

the experience on which to base his observations, the gen-
vine and intense expericnce of being 2 family doctor. It
must provide the stimulus to thought, reading and reflec-
tion. His teachers must foster his growth by helping him to
look critically at his own ways of thinking and feeling,.
There are many ways of so helping him, each with its
special merits. One of the most effective is direct observa-
tion of the student through one-way glass or closed-circuit
television. The latter has the addiional advantage of al-
lowing the student to see himself. Thus, modern technolo-
gy can be used to enhance personal development. Anoth-



er is the process of record audit, particularly if problem-
oriented records arc used. Last, but not least, are the
methaods of group learning, developed by people like Mi-
chael Balint, Carl Rogers and, inour own department, Mi-
chael Brennan, which help students to understand them-
selves. By working with members of other health profes-
sions, the student will learn, as everyone learns, that there
are other ways of thinking about problems than the ways
in which doctors have learned to think about them as phy-
sicians. '

Creating this kind of learning environment poses many
problems and some dilemmas. The problems are there
whether the environmentis a university model practice or
aservice practice. In the university cenier, the demands of
acadeinic life — of teaching, rescarch and administration
— are often in confiict with the task of being a lamily doc-
tor. Teaching and scholarship are essential activities, but
must not be allowed to over-ride the personal care of pa-
tients. It would in my view be very unfortunate if educa-
tional efforts raised a generation of academic physicians
who were superb teachers and scholarly writers but had
ceased to be family dociors in any genuine sense. To
achieve this balance, it will be necessary for academic fami-
ly medicine to have a different scale of values from that of
some other walks of academic life. Primacy of the person
may be incompatible with the prinacy of publication.
As for adiministration, as much as possible should be
left 10 those most fitted to do it professional administra-
tor’s.

In the service practice, the problems are the converse
of these. Amid the constant demands of patient care,
how can time and energies be freed for scholarship and
teaching? I am convinced that in both university practices
and service practices a balance can be found and that
either kind of practice can create a superb learning en-
vironment. Better still, the two kinds of practice can be
melded inte one educational program, so that each can
contribute its own particular strengths.

Another dilemma facing the university practice is the
extent to which, in exploring and testing new ideas, it
should make itself different from the norm of community
practice. It is the functon of the umversity and 1its pro-
fessional schools to be in advance of the world at large.
This predominance will create tensions, and, if the pro-
fessional school i1s doing its job, there will inevitably be
tension between the school and the profession. I am aware
of this tension in our department, and I regard it as cre-
ative, The challenge is to keep creative tension from de-
teriorating into destructive contlict.

Finally, there is the dilemma of continuity. To learn
family medicine, the student must experience family prac-
ticeinboth its intensity and its continuity. Yet the duration
of his experience can be no longer than the length of his
training program. The only present solution 1 see is 1o
make some kind of compromise between intensity and
continuity. An experience that is continvous over three
years but of very low intensity is, in my view, less satisfac-
tory than one that is shorter and more intense. Inour own
department the practice is for residents to spend one year,
full time, in the waching praciice, and to make this ex-
perience continuous as [ar as is humanly possible.

Famary MepiciNe anp ConNTEMPORARY IDEAS

Medicine always reflects the values of the society that it
serves. A materialistic and mechanistic society must ex-
pect i¢ have a materialistic and mechanistic medicine. If
science Is exclusively reductive and atomistic, and main-
tains an illusion of objectivity, medical science will tend to
be likewise. The dominant valucs and ideas of contem-
porary society explain much about the direction that med-
icine has taken in the last hundred years. There are many
indications, however, that values and ideas are changing,
and as they do, the values of medicine can be expected to
change with them,

What changes can be discerned? I see first 2 new con-
cern for what Lewis Mumford!®-*® calls “the primacy of the
person.” “Our machines,” says Mumford, “have become
gigantic, powerful, self operating, inimical to truly human
standards and purposes: our men, devitalized by this very
process, are now dwarfed, paralysed, impotent. Only by
restoring primaacy to the person — and to the experience
and discipiines that go into the making of persons — can
that fatal imbalance be overcome.”

Fo restove the primacy of the person, one needs a
medicine that puts the person in all his wholeness in the
center of the stage and does not separate the discase from
the man, and the man from hisenvironment—a medicine
that makes technoiogy finmly subservient to human val-
ues, and maintains a creative balance between generalist
and specialist. These I believe to be the atms of family
medicine.

It is no accident that family medicine is emerging at
a time when the inter-relatedness of all things is being
rediscovered, when the importance of ccology is being
forced on one’s awareness, when the limitatons of the
closed-system way of thinking are being more and more
appreciated, and when scientists, especially those in the
life sciences, are beginning to react Lo the scientific bias
against integration, synthesis and teleology. Nor isit coin-
cidence that this movement of ideas is 1aking place at a
time when the virtues of economic growth are being ques-
tioned, when bigness for its own sake is ceasing to be con-
stidered good, when human values are being asserted over
techrology, and when the importance of enduring and
stable human relations is being discovered anew,

1 think family medicine islooked on in some quarters as
a subversive movemnent, just as ecology has been called
“thesnbversive science.” Itdepends onone’s pointof view.
In truth, family medicine is a deeply conservative move-
ment, sinee it seeks to restore to their right{ul place certain
values and modes of thought that have always existed in
medicine but have inrecent times become submerged.

1 am indebted to Drs. Brian Hennen and Michael Brennan for
their comments on the manuscript and 1o all the members of the
Deparunent of Family Medicine, University of Western Ontario,
who have contributed so much 10 the development of the ideas |
haveexpressed mthisarticle.
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