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FAMILY PRACTICE IN EVOLUTION

Progress, Problems and Projeciions .

Jonn P. Gevman, M.D.

Abgstract Family practice has developad in direct
response t¢ the public need for primary care with the
glerments of comprehensivengss, continuity and ac-
cessibility. This specialty represents a re-emphasis of
the generalist role in medicine, with particular con-
cern for the tamily as the unit of care &incs the
American Board of Family Practice was formad nine
years ago, the first phase of development has been
completed. Teaching programs in family medicine
nave been effectively established at undergraduaie

OVER ten years have now passed since the pub-
lication of the three major national reporis that
together served as a foundation for the genesis of fami-
ly practice in the United States: the Millis, Willard
and Folsorn reports.™? It has been nine years since the
forrnation of the American Board of Family Practice.
The period of initial developrent of this new specialy
was occupied primarily with the tasks involved in es-
tablishing teaching programs in family medicine for
medical students and residents, with less atiention to
other necessary elements of the specialty’s develop-
ment. This phase has now been largely completed,
and a second phase of further maturation is starting.

It is important at this stage of transition in the
development of family practice to reassess its progress,
current problems and future directions. The progress
of the field to date will be described in relation to the
more critical igsues initially encountered by the
specialty as it emerged in the late 1960s. Four impor-
tant issues currently facing the specialty will next be
discussed, which then will permit consideration of
nrojected future directions in the fleld.

Backcrounn ang Inrmian lesums

The recognition of family practice in 1969 as the
20th specialty in American medicine is of interest ina
number of respects. It represents a re~emphasis of the
generalist role in medicine, with particular concern
for the family as the unit of care, comprehensiveness
and continuity of personal care and ready access to
care. Thus, ai a time when the number of primary-
care physicians had been steadily decreasing, despite
a growing population with increased expectations for
health care, farnily practice was seen as a major
response to the mounting deficits in primary care.
This development therefore represenis an assertici of
the need for a generalist role in the health care of

From the Depariment of Family Medicine {R¥-30), Scheoi of Bedicine,
University of Washington, Seatile, WA 98193, whare reprint reguests shoatd
be addressed o Dr. Geyman.

and graduate levels throughout the country in both
universily and community settings. Refinement of
teaching programs and initiation of a strong ongoing
resaarch effort are now reguired. The continuad suc-
cessiul evelution of family practice as a foundation of
primary care in the United States is essential to extend
the highsst possible quality of care to the entire pop-
uiation at 5 sost that can be afforded in a society with
limited resources for health care. (N Engl J Med
298:583-601, 1978)

farnilics, whereas pediatrics represented such an as-
sertion for the care of children (specialty board
formed in 1933) and internal medicine represented
guch an azssertion for the care of adultz {specialty
Beard formad in 1936). That the idea of a bread-
breadth speciaity dealing with the health-care needs
of familics and individual patients, regardless of age or
sex, is not new is evidenced by the fact that formal ef-
farts were previously made within the American
Medical Association in 1919, and later in 1941, to es-
tablish a board of general practice.

Family practice has also been seen as representing
an increased concern for health maintenance, preven-
itlon of disease, long-term care of chronic iliness,
rehabilitation and counseling for common health
problems. Tt must be admitted that its predecessor,
general practice, as well as many other disciplines in
medicine, has focused more strongly on episodic care
of acute problems. Family practice has been charged
with the need to integrate behavioral science with the
care of organic medical problems as well as to co-
ordinate the patient’s overall health care in the con-
text of his or her family and avaitable resources within
the community, incjuding consultants in the more
limited specialties.

Stephens, who views this development as a reform
movernent in response to major cultural, social and
political trends, has presented an interesting perspec-
tive of the genesis of family practice:

The medical csiablishment itsell is created to a considerable
degree by forces that originate in the larger social order — forces
of political, economic and cultural significance for society as a
whole. {t is my belief that family practice education bears a
special, perhaps even s unique, relation to these external forces,
and that its current significance and its future development e in
our understanding of these lorces and relationships.®

Since family practice had no formal place in
medical education in the United States before 1969, a
aumber of major issues were immediately raised as
the new specialty took root. Perhaps the most impor-
tant issues can be summarized as follows: What is the
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acadernic discipline of family practice? How can
teaching programs be organized in family practice?
What should be the content of curriculum in family-
practice programs? Can faculty be recruited to teach
in developing programs? Can interest among medical
students in this emerging specialty be developed and
sustained? And will graduates of family-practice
residency programs locate in areas of need?

Procxess o DaTe

Tho Acsdamic Discipting

In the early years of family-practice development,
considerable attention was paid to the conceptual
definition of its academic discipline. There was some
coniroversy on this issue, and the aiternpts by seme 10
focus primarily on its unique content as different from
all other glinical disciplines blurred the debate for a
tirne. 1t is difficult — even impossible — to define with
precision the distinguishable body of knowledge in
any broad clinical specialty, such as family praciice,
internal medicine and pediatrics. Family practice, as
the broadest field in medicine, incorporates in & par-
ticular way pordons of 2ll other clinical disciplines
znd related fields,

In an excellent paper that direcdy addressed this
question, MeWhinney proposed four essential criteria
for the defirition of any academic discipline: a dis-
tinguishable hody of knowledge; a unique field of ac-
tiory; an active area of research; and a iraining that is
intellectually rigerous® Use of all these criteria
enlarged the definition of the academic discipline of
family practice. It bzcame clear that content alone
could not adequately define this discipline, and that a
functional definition was required. The term *“‘family
redicine” has therefore evolved as the academic dis-
cipline of family practice, It can be defined as the
body of knowledge and skiils applied by the family
physician as he or she provides primary, continuing
and comprehensive health care to patients and their
families regardless of their age, sex or presenting coro-
plaint.®

Cther specialties have defined themselves on the
basis of anatomic areas, age or sex. Family medicine
cuts across territorial beundaries of 2l the wraditional
specialties, and varics in its application by each family
physician based upon hiz or her own training, in-
tereses and skills, as well as the community in which
e or she practices and the proximity to other medical
resources. Kegardless of individual differences
Letween practices of family physicians, Stephens sug-
gests that “the sine qua non of family praciice is the
knowledge and skill which allow the family physician
to confront relatively large numbers of unseleeted
patients with unselecied conditons and to carry en
therapeutic relationships with patients over time.””
Infusion of new arcas of knowledye and skills can be
expecied to add fo the academic discipline of family
medicine as research effores in the field expand.

March 16, 1978

Organization of Teaching Programs

The development of teaching programs in family
practice, ai both undergraduate and graduate levels,
has been the principal thrust in the field to daie in the
United States. The growth in numbers of programs
has been impressive in a short span of years. Table
and Figures 1 and 2 reflect this growth at the un-
dergraduate and graduate levels, respectively,

At the undergraduate level, emphasis has been
placed on progressive exposure to family medicine
during all four years of medical school. Farmily-
practice faculty members are often invelved in the
teaching of “Introductdon to Clinical Medicine”
courses (hisiory taking and physical diagnosis),
precepiorships, clerkships, preventive and community
medicine and related areas. Barneu® has presented an
excellent overview of the philosophy and conteni of
undergraduate curriculum in {family medicine in one
medical school, and case studies of three additional
undergraduate programs in family medicine have
recently been published.®

Table 1. Organizationa! Unlis for Family Practice in Madical

Schools.®
L Puzees

Croperiments B4
Brisions 13
Oiher proprams 4
Denarimenis under development 9
Seheols withoul activity 20

Toial 131

*Eata, compiled by Divition of Hiumtion, Anarcan Arsdemy of Family Physicians,
Eansaz City, KO, represznt all medical stheols i e United States, including branch
campusss & medical schools net ot fully sociwdiled bul in an advanced stagr of deveiap-
M,

At the graduate jevel, residency development has
been based upon the Kssentials for Graduate Tromning in
Family Practize, a document jointly compleied in 1969
by the American Academy of Family Physicians,
American Board of Family Practice and Section on
General/TFamily Practice of the American Medical
Association.  These Sssentials call for three-year
residency programs combining ambulatory-care
tralning in a continuity-of<are setting (family-
practice center) with hospital-baged training in the
traditional specialtics and additional training in a
range of subspecialty areas. Many of these residency
programs have been developed in comumunity
hospitals, and there has been an increasing emphasis
on university afliliations (Table 2). Some well
devedoped nevworks of university-affiliated farnily-
practice residency programs have been described, '
and case studies of three well established graduate
programs in family practice have recently been
reported in some detail.??

Jason has called {or medical education to model
itself more directly on the needs of the future phy-
sician’s practice.' The same premise has been ex.
pressed by Hedgkin in these words: *Teaching what
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Figure 1. Tetal Number of Approved Residency Programs in

Family Practice in the United States, According to Year

{Based on Data Provided by the Division of Education,

American Academy of Family Physicians, Kansas City, Mis-
souri).

is unrelated to the facts of practice tends to be un-
realistic and easily deteriorates into dogma.”™"* Con-
siderable progress has been made in many family-
practice residency pregrams in this direction. At the
Medical College of Virginia, for example, the profiles
of teaching practices in the several affiliated residen-
cy programs have been docurmnented to be nearly iden-
tical to those of nonteaching practices elsewhere in
Virginia.'*
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Figure 2. Total Number of Residents in Approved Family-
Practice Residency Programs in the United States, AC-
cording to Year (Data from Same Source as Figure 1)
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Content of Curviculum

Brief reference bas already been made to the con-
teni of undergraduate curriculum. At the graduaie
level, considerable variation in curriculum: was initial.
ly demonstrated among developing familv-practice
residency programs. However, differences® among
programs arc now decreasing as further experience
has been gained in program and curriculum develop-
ment. Table 3 represents the curriculurn in a
“iypical” residency program today, and is consisten
with criteria and guidelines currently in use by the
Residency Review Committee for Family Praciice as
well as the Residency Assistance Program, a national
program with broad sponsorship described below.

Over a three-ycar period, the family-practice
residency program invariably involves teaching rota-
tions of about one year in internal medicine {including
such medical electives as cardiology, neurology and
dermatology), six months of pediatrics, four to six

Table 2. Types of Family-Practice Residencies *

Terr Nek OF PROGRAMS
University alMiiated 195
Cammunity-hospital based 58
University based 51
Mikary-hospnial based e
Total N

¥ Bals, provided by Division of Educeuen, Amencan Acaderis of Farmiiy Phasioans.
¥ansas City, #0, represent all approved & uperational progiamsn the Linled Siale~ an
ui August, 1977, 4 of the zpproved programs were Aol yel operalionzi on Lhal daie

rmonths of obstetrics-gynecology. six months of sur-
gery and its subspecialties (including ophthalmology.
orthopedics, otolaryngelogy and urology), two
months of emergency medicine and one month of psy-
chiatry {plus a strong thread of behavioral-science
teaching presented longitudinally over the three-year
progiram). Rotations during the second and third
years involve progressive resident responsibility over
first-year experience. The family-practice center
provides the resident with an oppoertunity to care for
an increasing number of families on a continwity basis
over a three-year period, and adds to his or her learn-
ing and synthesis of knowledge and skills derived from
other parts of the residency program.

The resident’s experience and training over a three-
year period represents that derived from the care of
his or her patients in the teaching practice {family-
practice center), as both cutpatients and inpatients,
and that derived from other parts of the residency
program, such as inpatient rotations on other services
and ambulatory experiences in other specialty clinics
or community settings. Considerable ernphasis has
been placed on evaluation of resident experience and
performance on a competency basis in most family-
practice residencics. Several kinds of evaluation
methods have been reported that provide specific and
individualized descriptions of resident experience. '
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Tablg 3. Curricuium i & “Typioal’ Family-Prectice

Rogldanoy.
SUmEcT ENFATIENT FasaLy-Fractice
ROTATION Crimin
D Hoduy fak

Lt ¥i

Medicing 4

Pediatrics 3

Obstelrcs-gynecology 2 ¥
Surgery 2

Emergency room i

2d ¥

Medicine &

Pediairics 3

Obstetrics-gynecology 2 3
Cardictogy i

Poychiatry H

Emeargency room 1

Idyr

medical specialuss 4

Surgical spaciaitics & 4
Electives 4

Resruitraent of Faouily

The recruiiment of facuiiy for developing teaching
programs in farnily praciice hes presented 2 challenge
because family medicine is a new acadernic discipiine
in formal medical education. The oressing need has
been to atiract cxcelient clinicians from the com-
munity with interest aid skills in teaching, who can
serve as yole models for students and residents,
organize and adrainister teaching prograims and con-
tribute to the developing acaderme discipline. Con-
siderable progress has been made in this area, and
many family physicians have entered teaching, on
either a full-time or 2 pari-time basis, and have made
this transition oifeciively, Faculiy development
workshops have been held regularly throughout the
country, with particular emphasis on such areas 28
icaching skills, curiiculum development, prograin
organization and evaluation.

A recent national study of full-time family-practice
educators has identificd a profile of this group in
erms of practice experience, previous training and
board certification.® In a sample of 240 full-ume
teachers with an average age of 45 years, about two
thirds had at least 10 years of practice experience. A
similar proportion had completed {wo or ymore years
of graduate training, most commonly in general/fam-
ily-practice residencies. Almost all were boardscerti-
fied, most tn family practice (34 per cent) and some in
other fields, particularly internal medicine and pedi-
ALrics.

Sladent Intarest

A frequent question raised during the late 1960, a3
family practice was first developing, was whether in-
terest in this new specialty would be developed and

mierch 16, 1978

sustained among medical students. The answer to this
question in the late 1970’ is strongly in the affir-
mative. ‘The percentage of first-year positions in
family-practice programs in the United States that i
filled is now 94 per cent (virtually all residents being
graduates of American medical schools) for the 2183
approved first-year positions. Medical schools with
formal teaching programs in family practice repost 13
to 35 per cent of their graduates entering family prac-
tice, Despite the growib in the pumbers of firstyear
positions in {araily-practice residenicies, the dernand
for such positions by medical-school graduates con-
tinues so exceed available openings, and some stu-
dents witli carear goals in {amily practice are forced
tc opt for alternative pathways of graduate train-
g

Lasailan of Rosldoney Graduales

T

“he deficit of primaiy-care physicians, particuiarty
for those treined in breadih to care for the everyday
problems of famnilies, is a generalized phenomeron
throughout the couniry in urban, suburban and rural
areas, The record to date shows that graduates of
family-practice residency programs are locating their
arzotices in ali these seitings. Studies by the American
Academy of Family Physicians have shown that cver
kalf the graduates of {aiily-practice residencies enter
practice in communities of jess than 25,000 popula-
on, with 2 balanced distyibution in larger com-
murities as well (Table 4). It is of interest that over
half the graduates enter single-specialty parinership
and group practice, and that omly 17 per cent enier
solo practice (Table 5).

Tahls 4. Pigimlpution of 1977 Gradusiing Hesidgents Ao-
cording to Gommunity Size.”

Cagnist & Mo, oF PERCENTAGE
PopULaTion 6F Cotnduaimy (HRADUATES o Foran

Rural arsa o 10w &1 iil
{2,560, not within
£0km of buige cities)

Rural area oF towm -t} 2.3
{2,500, within €0 ka
of large ity)

Srasti town (2,300-25.000, not 180 24.7
witkin 40 ko of large city)

Srmall town (2,500-25.,000, with- 107 14.7
in 46} km of large city)

Small city (25,000- 100,000} 127 174

Suhurh of sina!l metropolitan 14 19
pivs

Small inetropotitan ares 78 19.%
(100,000~ 500,000

Suburb of large metropoliten 35 1.5
aioa ’

Legge metrogoliion RIGR 45 5.2
{o» 300,000}

inner city /low-incotre 2 i3 A2
{3 500,060)

Totaks 13 160

°[iaia, compiked by Divisiva of Edecation, Anmerican Acadizmy of Faily Physicians,
Kanips City, W0, are haszd on a G8% wwponst rate from a warvay of 1¥77 prad-
ueiss,
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Table 5. Practice Arrangements of 157% Gradusiing
Flesidants.®

TYPE OF ARRARGENENT Mo oF Graprates PERCENTAGE D7 ToTal

Family-practice proup 258 8.9
Multispenalty group 8 1t.5
2-person family- 48 2o
bractice partnership
Solo Hw 5.0
Ermerpency foom 32 &6
Frosoitel staff (full-time) 30 A
Other 21 A
Totais 504 t00

"iata, compiled by Divioon of Educstion, Amertcan Academy of Family Pliysiciens,
Kanzes iy, MO, are based an < 68% response rose from & sureey of 1977 gradusies
Theze restlis ore quite gimilar to resuits of earlier surveys of 1975 & 1976 resrgent
Hradtanss,

Organizationat Davelepman

‘The progress demonstrated during the last decade
in educational aspects of family practice has been as-
sociated with concurrent growth and development of
various organizations relating to the specialty.

The American Board of Family Practics, os-
tablished in 1969, is the first ceriifying board in
medicine 10 require recertification by exarmination.
"The first recertification examinarion was held in 1975,
with over 1400 diplomates taking the examination,
which includes cognitive testing as well as audi of ac-
tual patient yecords. Since 1970 over 11,000
diplomates have been certified in family practice.

‘The American Academy of Family Physicians, sec-
ond in size only to the American Medical Association
among medical organizations in the United States, is
the majer organization representing family practice
through liaison with other medical organizations,
governmeni and other groups. The Acaderny has
played an important part in the development of farnily
practice o date through a range of efforts including
faculty development, consultation to educational
programs, collaborative clinical investigarion,
pestgraduate education and related organizational ac-
tivities,

The Society of Teachers of Family Madicine was es-
tablished in 1968 as an academic organization con-
cerned primarily with the development and improve-
ment of teaching skills in farnily medicine. With »
mermbership of over 1300, including family physicians
as well as other disciplines involved in the teaching of
family medicine, this group is engaged in such ac-
tivities as faculty developmient, curriculum develop-
ment and evaluation and research.

‘the MNorth American Primary Care Research
Group is a small but vigorous group developed to
promote regearch in the several primary.care dis.
ciplines in the United States and Canada. By mesns
of annual meetings devoted exclusively to the DFESCHn
tation and eritique of original work, this group is
concerned with the development of research skills
and methods in this hitherto neglecied area of pe-
search.
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Flajon Issuss Tonay

Excellent progress has been rade during the first
phase of family-practice development, and all the ini-
tial issues have becn effectively addressed. However, it
15 clear that the development of any specialty is a long-
term evolutionary process, and that some af the im-
portant needs of a specialty cannot be met until some
of the tnore pressing iniiial organizational efforts have
been completed. Indecd, this situation obtains in
family practice, and the important issues today are
somewhat different from those in the late 1960.
Perhaps the most pressing issuss today are the follow-
mg: How can the rescarch base in family pracrice be
established? How can the quality of teaching
programs in family practice be assured? To what ex-
tent can iomorrow’s family physician deal with the
farily, not just the individual patient, as the object of
care? And how can the future practices of graduates of
family-practice residencies be organized for best use of
their training and best w0 racet the needs of their
patients and communities?

Hosearch Booe in Fomlly Madisiag

There it 2 wide spectrum of imporiant research
needed in family medicing, which is guite different
from traditional biomedical research. Three broad
arcas of needed research pertain to clinical strategies,
health-care services and educational methods, On a
patient-care level, the farily physician has several in-
nerent advantages relating to research: contaci with
all members of the family of al} ages and both sexes;
direct experience with primary care of unselected
patients; opportunity for long-tervm follow-up observa-
tion of patients; multidisciplinary approach to care;
and coniact with paiients in all stages of disease. The
family physician, therefore, has a wider perspective of
health and discase on the community level than
anyone else in medicine.

Much of the medical literaiure to date has been
derived from the study of patients admitted to univer-
sity hospitals, who represent only one out of 250
patients seen by physicians and ome out of 1000
patients at risk each rnonth.” Since 90 to 95 per cemt
of all docior-paticat centacis occur at the primary-
care level,” farnily medicine has both the opportunity
and the responsibility to add to knowledge of health
and disease from the unique perspective of the family
physician.

Although scattered reports of noteworthy research
in family practice have been published in recent years,
ihe over-riding priority in the specialty 1o date has in-
volved the ergenization and development of teaching
programs. Visible and respected examples of rescarch
programs and researchers have noi yet been
developed in rmost family-practice settings in the
United States. This deficit has been accentuated by
the lack of experience and skills in research ameng
most family-praciice faculty and practitioners,
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The attitude of general practice in the past and, to a
considerable extent, of family practice today has
placed emphasis and highest value on the reduction of
clinical knowledge and skills te practical dimensions
thar are readily understandable and recallable. This
approach has often seen research as lacking relevance
to everyday clinical practice. Such an attiiude has fre-
quently been reinforced, during the family physician’s
medical education, by his reaction to research ac-
tivities in other disciplines involving esoteric condi-
tions and complex pathophysiologic mechanisms, not
perceived as directly appiicable to the work of the
family physician. Within family practice a new at-
titude of critical inguiry must be developed that sees
the importance and relevance of research within the
developing speaialiy iself,

There is some recent evidence that the relatve lack
of research in family practice will be corrected within
the next few years. Some of the basic tools are receiv-
ing general applicatien, including the problem-
oriented medical record, coding systems, data-
retrieval systems and active audit programs. fncreas-
ing collaboration is accurring among family-practice
settings and with other disciplines, including other
clinical specialties, epidemiclogy, social science and
biostatistics. A fellowship program intended to
develop research skills for future family-praciice
faculty has been cstablished by the Robert Wood
Johnson Foundation. Some conceptual and
methodologic papeis dealing with family-practice
research have been published,*™" and case studies of
three active departmenial research programs have
recently been described in some depth.®

Cailty of Teaching Programs

The relatively rapid development of many new un-
dergraduate and graduate teaching programs in fami-
ly practice, together with the decentralization of many
of these activities, has called for concurrent develop-
ment of effective evaluation and quality-conirol
rechanisims. This aporoach has been recognized as
an important prority in the field, and substantial ef-
forts have already been mounted in this regard. These
efforts include such areas as program review, ac-
creditation, teacher development, competency objec-
tives and audit. Accreditation requirememts for
family-practice residencies have been increasingly for-
malized in recent years, and between 40 and 50 per
cent of new applications for residency programs are
disapproved by the Residency Review Commirtee for
Farmly Practice. An intensive method of program
review, the Residency Assistance Program, has
recently been funded by the W. K. Kellogg Founda-
tion and implemented through the joint sponsorship
of the American Board of Family Practice, the
American Academy of Tamily Physicians and the
Society of Teachers of Family Medicine. Over 30 ex-

Narch 16, 197y

perienced family-practice educators bave developed
specilic guidelines for quality in family-practice
residency programs, including such factors as
faculty/resident ratios, curriculum, evaluation
procedures and related arcas. This program in-
volves two-day in-depth consultation visits By expe-
rienced family-practice faculty to residency pro-
grams requesiing assessment and consultation.” Over
100 consuliation visits have already been con-
ducted.

The rapid growin of family-practice residency
programs has prompted some observers correctly to
volce concern over quality conirol of these
programs.®* Alihaugh everyone can agree with the
over-riding importance of “quality” in educational
programs, there is less agreement on what this word
means. Some equaie quality with university-hospital
settings and wonder how achievable it is in com-
munity settings. Others define quality by the number
of full-time faculty members involved in a program,
the size of the hospital involved, the amount of time
devated to a curricular arca or other, related aspects
of a teaching program. The definition of a “quality
education’ appears to be as elusive as previous at-
tempts o define the “good physician.”

The essential first step 1oward measurement of
quality is to recognize the fimits of current definitions
and the complexity of the problem. The measurement
of quality in a teaching program is a complex process
that involves, for the individual resident, four basic
categonies: skills, competence, performance and out-
comes.* In this context, such simple yardsticks as the
size of a teaching hospital or the number of full-time
faculty members mav not have any bearing on the
learning, performance or cffectiveness of care of an in-
dividual resident in training. Thus, a resident in a
200-hbed hospital with a family-practice residency and
ne other house stafl may develop greater competence
and provide better care than an equally well
motivated resident in a 400-bed hospital with a larger
full-time {aculty and sizable house staff in other
specialties. The variables in quality of a teaching
program are numerous, and include such dimensions
as varied resident needs, motivation and learning
styles, spectrurn of clinical exposure, responsibility for
patient care, enthusiasm and qualifications of faculty,
whether full-time, part-time or volunteer, and many
other elements. Quality should probably be viewed as
a constant process of lmprovement requiring con-
tinued self-assessment.

Family sz the Ouject of Care

The impartance of the family as the object ol care
has been well documented. > It is axiornatic that the
specialty of family praciice is involved in the com-
prehensive, ongoing care of individual patients and
their families, and that the knowledge and skills re-
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quired by the farily physician include 2 broad range
of clinical competencies. Lt is likewise axiomatic that
the family is the basic unit of care in family practice,
but herein is involved a profound conceptual suift ex-
tending well beyond the care of the “whole patient”
1o the care of the family, not just the individual, as
the patient. Although this point is part of the every-
day language of the developing discipline of
family medicine, actual practice (even in teaching
programs) still reflects a predominant focus on
the individual, rather than the family, as the object
of care.

Family-praciice teaching programs throughout ihe
country have placed varying degrees of emphiasis on
behavioral science as a curricular approach to this
general area. The developraent of a strong teaching ef-
fort in behavioral science, however, does not assure
that the family as a unit becomes the object of care, Ag
Carmichael has noted, caring for the paiient in the
contexi of the family is by no means the same as turn-
ing the family into the object of care” A concep-
tual shift is needed, together with more eflective
clinical methods, 1o deal better with the fawmily as
a unit,

Grgomization of Futurs Practiees

Family-practice teaching programs, particularly at
the residency level, have already made remarkable
progress in the development of new approaches (o
patient care, medical records, audit, data-retrieval
systems and methods of practice management.
Graduates of family-practice residency prograrms have
a wide range of clinical competencies as a result of
their hospital and ambulatory-based training. b is
therefore important that their transition into practice
allow their capabilities to be effectively vzed in the
care of their patients and families, both in their office
practice and in the hospital.

Family-practice residents require sorac exposure 10
actual practice settings in the comrmuiity as a part of
their training. Each program likewise has the obliga-
tion to develop and evaluate new approaches to prac-
tice in terms of exportability to practice {nonteaching)
settings. For example, effective methods of farnily
counseling, health maintenance, patient education
and tcam practice require testing within the con-
suaints of community-based practice.

Farnily-practice residente must becorne skilled in,

and commiited to, ongoing habits of audit and self-
assessment, for both ambulatory and hospital-based
care. Clinical departmnents of family practice must
become active in community hospitals and assume an
effective role in monitoring of quality of care and
delineation of hospital privileges in collaboration with
other specialty departments. Hospital privileges must
he based upon the individual physician’s previous
training and demonstrated competence.
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Fyururs PROJECTIONS

sHmat Gare

The profile of the future farnily physician’s practice
will vary somewhat according to the individual physi-
cian’s interests, training and geographic setting of the
practice in terms of needs of the comnmunity and
available medical resources. Flowever, it is likely that
the similarities among the practices of family physi-
cians will be far greater than their differences.

A number of recent studies have shown that the
well trained family physician provides definitive care
for ar least 95 per ceni of patient-care problems en-
countered in everyday practice. X it can be an-
ticipated that future family physicians will assurne a
broad role in patient care, both in and out of the
hospital. On the basis of preliminary {unpublished)
reports of praciice patterns of family-practice
residency graduates in some paris of the country, it
can be expecied that a majority of family physicians
will include obstetrics in their practices. Family physi-
cimng must necessarily be well grounded in diagnostic
znd therapeutic alternatives and raust assume in-
creasing responsibility for allocation of health services
for their patients in whal is certain to becorne an era of
lirnits. Consultation and referral will usually invelve
the subspecialties; frequently, this situatien will entail
a continuing role of the farmily physician on a shared
hasis with the consultant, with the family physician
conmtinuing io provide general medical care for the
patierit and counseling for the family and the consul-
tant managing the specific problem (or problems} re-
guiring consultation.

Some have proposed that the future family
physician/priraary-care physician confine his or her
practice principally or exclusively to the ambulatory-
care seiting while serving in a triage roie as the entry
point to the health-care system. Such an approach,
in my judgment, would in the long run corpromise
the continued clinical competence of these physicians
and their ability to provide primary care of high
quality to their patients. The sharp separation of
radical careers into community-oriented ambulato-
ry care and hospital-based intensive care of acutely il
patients would involve serious problems for both
medical practice and medical education. The creation
of a systern with built-in discontinuity between am-
bulatery and hospital patient care could be expected
to jeopardize the quality of care, increase its cost,
decrease patient compliance and depersonalize care
further. Although it is theoretically possible that the
amnbulatery-care physician could transmit all neces-
sary medical information to the hospital-based physi-
cian regarding each hospitalized patient, this
procedure would not be likely to happen in everyday
practice. } is more probable that hospital care would
e further overutilized, important medical problems
overlonked, unnecessary stutlies and procedures per-
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formed, and the patient further confused by an en-
counter with an unknown physician at a time of major
personal crisis. Although research on the effect of con-
tinuity of care is still embryonic, studies aircady
reported indicate that costs of medical care, as well as
patient satisfaction and compliance, are adversely af-
fected by lack of physician continuity.

Most faraily physicians in the future are likely to
practice in groups that serve populations of at least
5000 to 6000. The most common type of group will
probably be the single-specialty group, but a variety
of group arangements will probably develop. Team
practice will undoubtedly include various mixes of
noaphysician health professionals, but it is still uncer-
tain what types of “teams’ will stand the test of time
and experience.

Eduaation

Educational efforts in family pracrice will be
direcied to the continuum of undergraduate, graduate
and continuing medical education. At the un-
dergraduate level, further refinement and develop-
ment of curricula can be anticipated in each year of
the medical-school curriculum. Family practice has
ruich o contribute to undergraduate education in
such arcas as the natural history of common illnesses,
preventive medicine, cotnmunity medicine, the in-
tegration of behavioral scicnee with clinical medicine
and related areas.

Ar the graduate level, continued expansion of
residency positions in family practice will be required.
Cue imporiant tend will be the increased develop-
ment of regional networks linking medical schools
with affiliated residency programs in comrmunity
hospitals. The network being developed at the Univer-
sity of Washingten, a prototype for this trend, in-
cludes collaborative efforts in curriculurn develop-
ment, evaluation, sharing of teaching resources,
faculty development and research.'” Another impor-
iant trend will probably be the increasing develop-
roent of intergpecialty agreements cencerning cur-
ricular approaches to specific clinical competencies
required by family physicians. An excellent example
of this method i3 the recent agreemeni concluded
betrween obstetrics-gynecology and family practice
known ag the “ACOG-AAFP Recommended Core
Curriculum and Hospital Practice Privileges of Ob-
stetrics-Gynecology for Family Physicians.™*

Av the level of continuing medical education,
several irnporiant approaches are already in operation
—— annual educational requirements of 30 hours
per year by the American Academy of Family Physi-
clans, recertification requirernents every six years by
the American Boaed of Family Practice, increased
emphasis en audit in family practice and increased
involvement of farpily physicians in varicus types of
teaching programs. I¢ can be projected that teaching
and sel-assessment roaterials that are developed in
faraily-practice residency programs will become in.

March 16, 1978

creasingly accessible to and used by practicing family
physicians.

Hasearch

Perhaps the most exciting dimension in the tuture
of family practice lies in the area of research. An excel-
lent example of the potential for rescarch in this field
is the statewide study of the content of family practice
compleied last year in Virginia.'® As further progress
is made in family-practice development, particularly
in educational programs, the capability and oppor-
tunity to carry out needed research in family medicine
will continually increase. fi can be anticipated that
the necessary tools for research will become more
generally available, including data-retricval systemns,
audit, library services and assistance with design and
analysis of research studies. Among the many exam-
pics of important rescarch arcas are the following:
cost effectiveness of health maintenance and preven-
tive procedures; effectiveness of diagnostic and thera-
peutic methods; longitudinal audit of selected clinical
problerms; functional outcomes of care; content of
family practice in different settings; and effectiveness
of educational approaches at various learning levels.

As research methods and faculty skills continue to
improve in family-practice research, it can be an-
ticipated that original work in the ficld will move past
its present descriptive phase to more sophisticated
predictive and causal studies using case-control and
coheri methods. The study and reporting of clinical
experience through the unique perspective of the fami-
iy physician should make a valuable and needed con-
tribution to medicine in general, and to primary care
in particular.

DrecersstoN

Lynn recently observed that the public demands
ready access to faraily physicians who can provide
primary care for the large majority of ilinesses,
provide expert referral when indicated and serve as
health-care and general counselors for patients and
their {amilies:

This role has been present in scciety in thimes past, and it ap-
pears to be a reasonable assumption that the demand for this rolc
will continue, The current emphasis on family practice stemmed
from a public perception that this role was not being well served,
which resulted in political and economic forces being brought te
bear te correct this situation.*'

As a sociologist with long interest and experience in
the study of the medical profession, Freidson made
the fellowing observations in 197(:

With the decline of the general practitioner, the layman has
had less and less chance to gain responsiveness from prolessionals
to his own views. And as the staie comes to intervene more and
more -— & state which has become so large and formal as to be
rather distant from the tives of it citizens, and whose notions of
public good are guided largely by professionals — the individual
client has even less apportunity to express and gain his own ends.
Some way of redressing the balance must be found.®
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There 15 ample evidence thai family practice is el
fectively developing as a major response to these needs
of the public in the United States. This development 1s
animportant part of an accepied national goal o have
over 30 per cent of American medical graduates enter
one of the primary-care spectalties. Since this goal re-
quires over 7500 gradustes 19 enter first-year
residency positions in these specialties each year, each
primary-care specialty must join in this effort. Peters-
dorfl has noted the existing surieit of physicians in
most specialties other than primary care, as well as
the difficulty that pediatrics has in expanding
residency positions owing to a limited number of
patients on teaching services ™ Continued expan-
sion of opportunities for residency training in both
family praciice and general internal medicine is
therefore critical to meeting national needs for
primary care.

it is clear that the American health-care system is
under heavy fire for its high cost, fragmentation and
potential depersonalization of services. Public expec-
tations of medicine may well be unrealisde in many
raspects, but the pressures to change the systera in an
atternpt better to meet the perceived needs of the
public have become strong. The gonesis and develop-
ment of family praciice have not ocourred in a
vacuum, but as a logical part of a larger sociocultural
evoluticnary piocess.

The challenge now before medicine is to play an ac-
tive part in the reassessment and remodeling of the
health-care system to extend the highest possible
quality of care 1o the entire population at a cost that
can be afforded in a society that may not be able to ex-
pend a larger portion of its gross national product on
health care. The continued successful development of
family practice as a foundation of prirnary care in the
United States is an imporiant part of this remodeling
process, and repressnis an offective response to ex-
isting and projected deficits in primary care.
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