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Graduate Education in Family Practice

Thomas L. Leaman, MD, John P. Geyman, MD, and Thomas C. Brown, PhD

introduction

As noted previously, there are or-
ganized family practiceyprograms in
over three quarters of the medical
schools in the United States and in all
of the medical schools in Canada at
the present time. Each of these pro-
grams has developed, ox is in the
process of developing, residency train-
ing programs in family practice.

The development of a family prac-

Dr. Thomas L. Leaman is Professor and
Chairman, Department of Family and Com-
munity Medicine, Pennsylvania State Uni-
versity, Hershey, Dr. John P, Geyman is Pro-
fessor and Chairman, Department of Family
Medicine, University of Washington, Seattle.
Dr. Thomas C. Brown is Assistant Professor
of Education in Residence, Department of
Family Practice, University of California,
Davis.

tice residency program in a university
setting involves a particular set of
problems and opportunities not en-
countered in community hospital set-
tings. A number of basic issues must
be addressed, such as the clinical role
of the department in the medical
school, its relationship to other clinical
departments and to residency pro-
grams in other specialities, the mecha-
nisms for inpatient care and for teach-
ing by family practice faculty and
residents, and the relationship to affili-
ated community hospitals.

Three well-established and re-
spected departments, which reflect dif-
ferent approaches to the above-
mentioned kinds of issues, have been
selected for the present study. They
are: (1) the University of Minnesota,
(2) the Medical University of South
Carolina, and (3) the Medical College
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of Virginia, During the authors’ site
visits to each institution, discussions
were held with departmental faculty
and residents, chairmen of other de-
partments, the Dean of the medical
school, and others involved with the
family practice residency program. All
involved facilities were visited, meth-
ods of teaching, patient care, and
administration were discussed, and re-
lated written materials were reviewed,

This report will present sequentially
the three programs, beginning with an
overview of the resources and pro-
grams of each department, followed
by a description of the highlights of
each department’s residency training
programs, and educational and ad-
ministrative approaches. Subsequent
discussion will focus on the com-
monalities and differences among the
three programs.

a7




Introduction and Overview

A precipitou- decline in the number
of family physicians serving the state,
particularly in rural areas, became ap-
parent in the early 1960s. In response
to this, the University of Minnesota
began feasibility studies for a program
in family practice in 1966. A program
was instituted as a division of the
Department of Internal Medicine in
1969. A mandate from the state legis-
lature that year, accompanied by sub-
stantial funding, resulted in the estab-
lishment of the Department of Family
Practice and Community Health in
1972. The Department has grown
rapidly since then to become the
largest family medicine department (in
numbers of faculty and residents) in
the United States today.

The faculty of the Department has
been recruited from a variety of disci-
plines, Of the 30 full-time faculty, 21
are physicians (17 family physicians, 1
internist, 2 pcdiatricians,r, 1 psychia-
trist); 2 are educational psychologists;
1 is a clinical psychologist; 1 a special-
ist in business administration; 1 a
family counselor; 2 are communica-
tion specialists; 1 is a psychologist; and
1 a research fellow. Also, there are 103
part-time faculty members from all the
major disciplines of medicine. The
volunteer clinical faculty consists of
442 physicians in the state who partic-
ipate in the program as preceptors.
These faculty serve 215 residents and a
medical school with a class of approxi-
mately 250 which, during 1976-1977,
had 140 of the third and fourth year
students tracking in family practice.

Undergraduate Level —The Depart-
ment conducts teaching programs for
medical students at three levels. At the
first-year level, it is responsible for a
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University of Minnesota

large part of the instruction in the
“Introduction to Clinical Medicine”
course. This course is directed toward
history-taking, interview techniques,
physical examination, and diagnosis.
Second year students take a required
preceptorship in a family physician’s
office in the Twin Cities area for a
series of 16 half-day sessions. The
Department also contributes to the
“patient Assessment and Advanced In-
terviewing” course conducted during
the students’ “Introduction to General
Psychiatry.” Third and fourth year
students may participate in the “Rural
Physician Associate Program’ which
provides a one-year elective experience
in rural family practice. Students
tracking in family medicine take a
six-week preceptorship with a family
physician, as well as elective courses or
rotations on such subjects as Manage-
ment Concepts, Family Dynamics,
Clinical Laboratory, Surgery for Fam-
ily Practice, Alcohol and Drug Abuse,
Medical Ethics, and Independent
Study. Further, the Department pro-
vides advisors for all of the students
who are tracking in family practice.
Graduate Level — A three-year fam-
ily practice residency teaching pro-
gram is conducted in a variety of
settings. Six model family practice
clinics have been established in con-
junction with the University Hospital
and six community hospitals in the
Twin Cities area, to form the Univer-
sity of Minnesota Affiliated Hospitals
Residency Training Program in Family
Practice and Community Health (the
Affiliated Program). In addition to the
Affiliated Program, the two county
hospitals in the Twin Cities area (Hen-
nepin County General Hospital and St.
Paul Ramsey Hospital) also offer

three-year graduate training programs
in family medicine. The county hospi-
tal programs are academically related
to the Department of Family Practice
and Community Health, and their
faculty members are part of the De-
partmental faculty, although the pro-
grams are administered separately. A
new training program in family medi-
cine at the University of Minnesota-
Duluth Medical School holds a similar
relationship. As of July 1, 1976, there
were 215 family practice residents in
the entire residency system, which
consisted of 131 in the Affiliated
Program, 61 in the two county pro-
grams, and 23 in Duluth,

Postgraduate Level — An annual
one-week “Family Practice Refresher”
course is offered, which attracts over
200 physicians each year. A variety of
shorter courses is also offered. The
Department conducts a unigue Master
of Science Program in Family Practice
and Community Health, This academic
degree program is available for resi-
dents wishing future training in areas
of teaching, research, administration,
or political science. As of July 1,
1976, there were 22 students enrolled
in the Program, all of whom were
family practice residents.

Description of the Affiliated Program

The Department of Family Practice
and Community Health decided early
to develop a cohesive, centrally
located program involving the Univer-
sity Hospital and six community hos-
pitals within a 25-mile radius in the
Twin Cities area. This decision was
based on an interest in maximizing
university support and responsibility.
Table 1 presents an overview of the
component units of the Affiliated Pro-
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Table 1. The University of Minnesota Affiliated Hospitals Residency Training
Program in Family Practice and Community Health*

]

Number of Year

Clinic

Family Practice Center Hospital Residents Started
Bethesda Family Physicians Bethesda Hospital 7 B -7
Hazel Park Family Practice St, John's Hospital 18 1972
Center
Smiley’s Point Clinic Fairview/St. Mary's Hospital 30 1971
St. Louis Park Medical Center Methodist Hospital 18 1971
North Memorial Family Practice North Memorial Hospital 23 1972
Clinic
University Family Practice University Hospital and 18 1971

Affiliated Hospitals

a 30-minute radius of the University.

*All of the units in the Affiliated Program are located in Minneapolis or St. Paul within

gram.
The close professional relationship
between the Departmental faculty and
the affiliated community units permits
the graduate training program to em-
phasize community experience and
service as well as academic learning.
The six family practice clinics provide
the future family physician with a
representative model of group practice
in an urban setting and an insight into
a team-oriented approach to primary
care. Residents are associated with one
of the six units for the full three years
of their specialty training. Each clinic
provides a unique experience of ambu-
latory care, depending on the eth-
nicity, age, and income levels of its
surrounding community. In addition
to ambulatory care experience, each
unit is designed to present a complete,
well-balanced, core curriculum for the
development of the basic primary care
requisites: obstetrics/gynecology, in-
ternal medicine, surgery, pediatrics,
emergency and behavioral medicine.
Some of the community hospitals
in the Affiliated Program previously
conducted rotating internships prior to
developing family practice residency
training. None of these hospitals pre-
sently offers other specialty residency
training, although obstetrics/
gynecology and surgical residents from
the University rotate through some of

the hospitals. The following further
describes each of the six residency
units.

Bethesda Lutheran Hospital — This
private, 300-bed, general hospital is
located near the state capitol in St.
Paul. The Bethesda Family Physicians
Clinic is located in a large suite of
offices in a modern professional build-
ing nearby, with internal access to the
hospital. The clinic includes 12 exami-
nation rooms, a minor surgery and
orthopedics room, a conference room,
video-tape facilities, and an x-ray unit,
and its support areas. The hospital has
both coronary and intensive care units,
a fully staffed Emergency Room, and
a new, 15-bed crisis intervention cen-
ter.

St. John's Hospital — This 400-bed,
community-based hospital is located
on the east side of St. Paul. The
hospital has a full range of facilities
available, including a large, chemical-
dependent treatment center. Over half
the members of the active medical
staff are family physicians, who pro-
vide 85 percent of the hospital admis-
sions. The associated Hazel Park Fam-
ily Practice Center is located 2% miles
away and draws its patient population
from the surrounding middle-class
neighborhood. The clinic building was
once a neighborhood grocery store but
has been totally remodeled to provide
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modern, efficient facilities. This unit is
the only one in the Program in which
the Unit Director’s practice was con-
verted to a teaching practice. It is
interesting to note that 75 percent of
this physician’s practice remains with
the teaching program,

Fairview and St. Mary's Hospitals —
These two private hospitals, with a
combined capacity of 908 beds, are
located across the Mississippi River
from the University of Minnesota,
They are well equipped and well
staffed, with 523 physicians, including
both family physicians and a full range
of other specialists. Fairview Hospital
is particularly active in social service,
adolescent crisis, geriatric inpatient,
and orthopedic follow-up. St. Mary’s
Hospital is particularly active in car-
diac rehabilitation, chemical depen-
dency, and a mental health and drug
treatment community outreach pro-
gram. The Family Practice Center is
located across the street from its affili-
ated hospitals in a Victorian building
— a community landmark — and is
known as Smiley’s Point Clinic. The
Center offers a program in gerontol-
ogy, which provides health care to
senior citizens in the neighborhood,
and also services a school health ser-
vice for students of a nearby liberal
arts college.

Methodist Hospital — This private,
470-bed hospital is located in a west-
ern suburb of Minneapolis. This hos-
pital contains complete facilities and,
since 1975, has been designated as a
regional cancer center, Its Family Prac-
tice Center has been located at the St.
Louis Park Medical Center, one mile
away. This is a large, multiple-specialty
clinic with 90 physicians. Patient pop-
ulation is drawn from the surrounding
suburban area and is largely young and
middle class. Increasing administrative
and conceptual difficulties between
the family practice group and the large
multidisciplinary group have resulted
in a reassessment of this location.
Thus, as of July 1977, this unit will
relocate to the neighboring com-
munity but will continue its relation-
ship with Methodist Hospital.

North Memorial Hospital — This
private, nonprofit hospital, with 550
beds, is located in northern Minne-
apolis. The hospital has several unique
features which add to its strength asa
family practice training center. These
include an unusually busy Emergency
Room, an obstetric service that aver-
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ages nearly 200 deliveries a month, a
special care nursery for premature or
severely ill newborns, and a 35-bed
acute psychiatric and crisis inter-
vention center. North Memorial’s Fam-
ily Practice Center is' located about
two miles from the hospital. Recently
it has been remodeled to provide
up-to-date facilities, including x-ray
and laboratory capabilities.

The University of Minnesota Hospi-
tal — This hospital provides complete
secondary and tertiary health-care
facilities, Some of the usual family
practice resident rotations, such as
general internal medicine, are not
available in this setting, and residents
have access to a number of other
hospitals in the Twin Cities area, The
University Family Practice Center is
located on the campus. The current
space available is quite compact, but a
greatly enlarged family practice area is
under construction. The majority of
patients seen at the Center are neigh-
borhood residents who live within a
one-mile radius of the University. Ad-
ditional patients include faculty and
students from the University.

Common Educational Approaches

While each unit of the Affiliated
Program is uniquely designed to best
fit its particular cadre of residents,
Unit Director, and affiliated hospital
and community setting, the adminis-
trative structure and many educational
aspects are common to all units. The
common educational goals of the Af-
filiated Program are: (1) to produce
family physicians who are able and
willing to provide medical cafe of a
comprehensive and continuous nature
within the context of the patient’s
family and community, and (2) to
produce family physicians who will
locate to the geographical areas of
need within the area of responsibility
of this Program.

Curricular objectives and program
standards are being derived from these
goals and, presently, a detailed set of
core curricular objectives, which de-
fine the minimum competencies ex-
pected of all residents, is being com-
pleted and piloted in two of the
affiliated units. Also, the Affiliated
Program is presently involved in the
development and implementation of a
common set of standards and policies
applicable to all units of the Program.
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The “typical” curriculum in the
Affiliated Program includes eight
months of internal medicine, four
months of pediatrics, four months of
obstetrics/gynecology, three and a half
months of surgery, one month of
emergency medicine, two months of
orthopedics, one month of otolaryn-
gology, two months of neurology, two
months of psychiatry, one month of
community health, and six months of
electives. Each unit, however, has in-
stituted a number of variations to
meet particular needs and opportuni-
ties. These differences allow the pro-
gram to fit into a wide range of
community settings and meet a variety
of resident and faculty needs.

All the units of the Affiliated Pro-
gram use the University’s resources
extensively. All residents are required
to take the same courses in behavioral
science, business management, and re-
search which are offered predomi-
nantly by university-based faculty and
are taught at the University campus.
Required courses cover such topics as
Communications, Psychosomatic Med-
icine, Dynamics of Marriage and Fam-
ily, Quantitative Methods, Practice
Management, and Community Health.

As part of the required behavioral
science teaching program, all residents
throughout the Affiliated Program are
recorded on video tape with a patient
on two occasions during the first year.
The taped interaction is then reviewed
and critiqued by a group which in-
cludes the respective resident, faculty
members, practicing family physicians,
and a behavioral scientist. Immediate
feedback and written evaluations are
subsequently provided to the resi-
dents,

Family Practice Grand Rounds are
held at the University on a weekly
basis for all residents, and facilitate a
multidisciplinary approach to common
clinical problems encountered in fam-
ily practice.

The Affiliated Program uses a series
of evaluational systems. Each part of
this series is designed for data collec-
tion to assist in making decisions based
on all available information. The
decision-maker may be a resident con-
cerned about his or her own strengths
and weaknesses, or a Unit Director
asking about a Unit’s program, or a
course instructor concerned about
teaching effectiveness, or the Program
Director concerned about where best to
place funds to meet overall needs of

the Affiliated Program. To collect in-
formation to help answer such ques-
tions and make subsequent decisions,
the Affiliated Program uses a series of
evaluational systems including: (1) a
periodic internal review, (2) a
criterion-referenced system, (3) a
norm-referenced system, and (4) spe-
cial forms of evaluation (not regularly
scheduled), including an interviewing
checklist, resident profile, chart audit,
and special project evaluation.

The periodic internal review seeks
information from a wide variety of
sources about the conduct of the
entire program, including administra-
tion, residents, faculty, and patients.
The results of these reviews are ex-
amined and used as a basis for making
appropriate changes in the Program.
The criterion-referenced system, cur-
rently in the developmental stage,
compares residents’ and teachers’ abili-
ties to well-defined, expected com-
petencies. The norm-referenced system
compares residents, teachers, and ser-
vices to other residents at the same
level, to other teachers, and to other
services. Chart audit is used as an
evaluational strategy as well as an
educational tool, providing residents
with immediate feedback on their
record-keeping skills and decision-
making abilities. Much emphasis is
placed on chart audit throughout the
Affiliated Program, and regular audit
conferences are held. One unit requires
precepting family physicians to audit
every chart in the Family Practice
Center on a daily basis.

Emphasis has been placed on data
retrieval in all of the Family Practice
Centers, In four centers, the data
retrieval is automated and tied to the
billing system, which is able to provide
regular reports, the age/sex profile, the
clinical problem register, the longitudi-
nal patient care report, and a category
analysis of problems encountered.
Data are provided both for the prac-
tice as a whole and for each individual
provider. The system has practical
applications in management, program
evaluation, resident education, and
clinical research,

Administrative Aspects

The Chairman of the Department
of Family Practice and Community
Health is the Program Director of the
Affiliated Program. He is responsible
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for the conduct of the Program, ac-
countable to the accrediting agency
and to sources of programmatic fund-
ing, and holds the final authority for
making decisions relative to the con-
duct of the Program. With a program
of this size and complexity, no single
individual can personally plan, imple-
ment, and evaluate all the many as-
pects of this multifaceted program.
Thus, while the entire faculty is re-
sponsible for the educational aspects,
the Department’s Graduate Education
Committee, which consists of the Pro-
gram Director, Unit Directors, and
other faculty, proposes policies and
programmatic guidelines for the Affili-
ated Program. Also, the Department
has identified faculty members with
specific administrative roles; these
individuals relate with the Program
Director in implementing approved
policies and guidelines.

Application and selection pro-
cedures for new residents are centrally
coordinated. A single NIRMP
matching number is used throughout
the system, and applicants are then
internally matched to their desired
unit through negotiations of the Pro-
gram Director and Unit Directors. To
date, interview visits are scheduled for
all resident applicants so that each
may be interviewed in any of the six
units of the Program in which they
have an interest. Preference is ac-
corded to residents from Minnesota or
with Minnesota ties.

Financial support for the Affiliated
Program comes from state appropria-
tions, the affiliated hospitals, federal
funds, and clinic-generated monies
from patient care, The Program Direc-
tor determines the allogations of these
funds with input froin the Budget
Committee composed of Unit Direc-
tors, hospital representatives, medical
school representatives, and others. A
nonprofit professional corporation has
been established at eachl unit to pro-
vide a mechanism for handling patient-
generated income.

The annual budget for all programs
related to the Department of Family
Practice is about $7 million. In the
first few years the state funding was
provided for both the Department and
the Graduate Program on a special
appropriation’s basis, but as of
1976-1977, the Department funds
have been incorporated into the an-
nual budget for the School of Medi-
cine, The annual budget for the Affili-

ated Program is in excess of $4 million
per year.

The following analysis represents
the approximate contributions to total
costs of the Affiliated Program during
the years 1973-1976: one third from
state funds, one third from patient
care income, one sixth from hospital
contributions, and one sixth from
federal grants. ot

It is estimated that the total cost
per resident is approximately $33,000
per vyear. With this in mind, state
funding was provided on the basis of
$15,000 per resident per year during
1975-1976, when there were 100 resi-
dents enrolled in the Program. How-
ever, this level of funding was held
constant during the 1976-1977 year,
when there were 131 residents en-
rolled, so that capitation per resident
was substantially reduced. Further,
since the termination of a 2-year
Department of Health, Education, and
Welfare grant as of July 1976, no
federal funds have been available to
support the Program. Efforts to pro-
vide adequate funding in light of these
decreases include an increase in each
affiliated hospital’s contribution to a
level of $6,000 per year for each
resident in its unit. Also, it is antici-
pated that greater efficiencies in pa-
tient care and closer scrutiny of in-
direct costs now being allocated to
each Family Practice Clinic can in-
crease the proportion of funding from
patient care revenue to approximately
40 percent of total Program cost.
While these efforts have maintained
the Program for the past year, federal
funding is necessary and has been
applied for.

Comment

The Department of Family Practice
and Community Health is now recog-
nized and respected as a major clinical
department in the School of Medicine.
Effective liaison with other depart-
ments has been established, and the
contribution to the teaching of medi-
cal students is substantial. The Depart-
ment’s residency programs are attract-
ing a large number of qualified appli-
cants. The affiliated hospitals are con-
vinced that their residency programs
are contributing to improvements in
the quality of patient care and the
continuing medical education of their
staff.
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Further, there is every evidence
that the state’s needs are being effec-
tively addressed by this Department’s
coordinated efforts. The proportion of
graduating medical students from the
University of Minnesota who choose
family practice residencies is impres-
sive. In 1977, 28 percent of the
graduating medical students matched
with family practice residency training
programs. During the past three years,
the two major fields selected by medi-
cal school graduates from the Univer-
sity of Minnesota were family practice
and internal medicine. A preliminary
estimate in 1972 suggested that the
State of Minnesota would require a
125 new family physician graduates
each year for the next ten years to
meet its needs. It is predicted that
there will be a total of 72 physicians in
each year of the residency training
programs in Minnesota. This growth in
programs clearly represents an effec-
tive response to the state’s needs for
graduate training in family practice.

An excellent record has been
demonstrated by program graduates.
Of 239 former residents in family
practice residency programs affiliated
with the University of Minnesota, 168
(70 percent) are now in private prac-
tice; of these, 110 (65 percent) prac-
tice in Minnesota and an additional 25
(15 percent) are in practice in the
surrounding region (Dakotas, lowa,
and Wisconsin); 19 have changed spe-
cialties; two have entered academic
medicine; and the remaining are pri-
marily in the military or public service.

The most pressing problems af-
fecting the continued development of
the Department are in three areas.
First, faculty recruitment continues to
be a challenging problem, as in many
other family medicine departments.
The difficulty is in the identification,
recruitment, and development of ex-
perienced family physicians with inter-
est and skill in teaching. Secondly, the
Department is heavily dependent upon
the continued flow of a high level of
state funding. Any reduction of this
level could have a major impact on the
Department’s efforts and effectiveness.
Thirdly, while much progress has been
made in the development of mutually
productive interrelationships between
the University and its affiliated com-
munity hospitals, further sharing and
cooperative efforts in teaching, quality
control, and research remain to be
developed. In particular, the affiliated
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relationships with Hennepin County
General Hospital, St. Paul Ramsey
Hospital, and the Duluth Program can
benefit from an increased level of
cooperative interaction to meet
mutual needs. W

On a national basis, the Department
has recognized from its beginning the
opportunity and responsibility to con-
tribute to the total knowledge of
education in family medicine. It has
shared information freely through

publications and national meetings.
The contributions of the Department
have been many and are continuing,
but three areas should be particularly
noted.

1. Working relationships have been
developed with community hospitals
to provide mutual benefits for the
institutions and to strengthen teaching
capabilities. These relationships in-
clude the establishment of the Family
Practice Centers as nonprofit corpora-

tions.

2. The development of evaluational
instruments and systems has been a
major thrust of the Department and
continues at all levels.

3. Within the behavioral science
teaching program there has been a
concerted effort toward teaching com-
munication skills. New methods are
constantly being investigated and eval-
uated and the results shared.

Medical University of South Carolina

Introduction and Overview

In 1969 South Carolina was 48th of
the 50 states in physician/population
ratio. The greatest need was for family
physicians. The Medical University of
South Carolina, then the only medical
school in the state, accepted the re-
sponsibility of meeting the shortage of
family physicians by establishing a
full-status, major Department of Fam-
ily Practice in May 1970. There has
been a remarkable degree of en-
couragement and financial support as
well as excellent cooperation from all
other departments in the establish-
ment of this new Department.

Currently there are 25 full-time
faculty members including 15 physi-
cians. The full-time members of the
Charleston faculty represent a wide
range of expertise in such areas as: (1)
nutrition, (2) geriatrics, (3) behavioral
science, (4) medical ethics, (5) anthro-
pology, (6) social work, and (7;) com-
puter technology.

The Department of Family Practice
has as its objectives the teaching of the
concepts of family practice at graduate
and undergraduate levels, the demon-
stration of the modern specialty of
family practice, the pursuit of relevant
research, and the support of the Affili-
ated Family Practice Residency Pro-
grams throughout the State. The divi-
sions within the Department function
primarily in Charleston, but each Divi-
sion Chief meets regularly with his or
her counterpart in the affiliated resi-
dencies throughout the State.

The Department of Family Practice
is now organized into six divisions,
each headed by a senior faculty mem-
ber. There is a division to address each
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of the following areas: (I) under-
graduate education, (2) graduate edu-
cation, (3) behavioral science, (4) re-
search, (5) evaluation, and (6) geri-
atrics.

Division of Undergraduate Educa-
tion — This Division has 60 hours of
required curriculum time in the first
year. During this period the clinical
rationale for the specialty of family
practice, the common disorders seen in
family practice, emergencies, and diag-
nostic anatomy are covered through
family and patient presentation with a
multidisciplinary approach. The curric-
ulum will use the family life cycle as a
lattice for the entire course next year,
beginning with pediatrics and ending
with geriatrics. The Department also
offers a variety of electives, including
both preceptorships and clerkships for
third and fourth year students.

Division of Graduate Education —
This Division is responsible for the
curriculum of the Charleston Resi-
dency Program and for defining and
achieving its educational objectives.
The operation of the Family Practice
Model Unit and all of the hospital
rotations and other learning opportu-
nities within the Medical University
program are managed by this Division.

Division of Behavioral Science —
This Division includes eight full-time
faculty members who give formal pre-
sentations, supervise residents in their
care of patients, serve as co-counselors
with residents, and manage selected
problems at the residents’ request.
Television monitoring is used exten-
sively and is available in every ex-
amining room. Both a family physician
and a behavioral scientist are sched-
uled to be on duty at all times in the
monitoring room of the Charleston

Family Practice Center. Immediate
feedback can be provided to residents
who are observed; in addition, desired
segments of their interviews are re-
corded, reviewed, and discussed.

Division of Research — The mission
of this Division is to encourage and
develop scientific curiosity and investi-
gative skill among the residents and
faculty. Members of the Division are
available to residents throughout their
training. Also, a one-month elective
opportunity is available. Many types
of research are possible, including an
epidemiological study of the com-
munity in which a resident might
choose to locate. Elaborate computer
facilities are also available and are used
extensively in the computerization of
the medical records in Charleston.

This Division is responsible for all
research conducted within the Depart-
ment and must approve any studies
undertaken by faculty members, resi-
dents, or other members of the Medi-
cal University who may wish access to
any family practice patient data. All
patient data for the past seven years
are stored in the computer and are
immediately available for research pur-
poses. There is high interest among the
residents, and several faculty members
are actively engaged in research.

Division of Evaluation — This Divi-
sion is responsible for the development
of procedures for resident and faculty
evaluation, and evaluation of the resi-
dency as a whole. Procedures for chart
audit have been developed. The annual
In-Training Examination is a big event
during which each resident has an
extensive written and clinical examina-
tion. This Division provides evaluative
services for all residency programs of
the Statewide Family Practice Resi-
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Table 2. Statewide Family Practice Residency System
Medical University of South Carolina
New Residents
¥ Residents Now
’ Established Per Year Capacity In Training
Spartanburg General Hospital 1870 12 36 - < 29
Greenville General Hospital 1971 12 36 29
Richland Memorial Hospital, 1975 10 30 11
Columbia
Anderson Memorial Hospital 1975 8 24 14
Medical University Program, 1870 15 45 45
Charleston
Self Memorial Hospital 1978 4 12 —_
Mcl.eod Hospital, Florence 1978-1979 6 18 -
Totals 67 201 128

dency System (SFPRS). All residents
in the Charleston Program are required
to take this examination annually; the
affiliated programs are encouraged to
participate. The results of the exami-
nation are available to the resident and
his/her faculty advisor and/or Program
Director,

Division of Geriatrics — This is the
newest Division. It is developing a
teaching program in a nearby nursing
home as well as didactic presentations
for undergraduates and residents.

4
Statewide Family Practice Residency
System

The Department is deeply com-
mitted to the success of the Statewide
Family Practice Residenty System
(SFPRS). In 1973 the Governor urged
the training of more family physicians.
This prompted a proposal by which a
SFPRS would be developed that
would include the three existing pro-
grams and add four new programs. To
provide one family physician for each
2,400 persons in the state by 1985
would require a system which could
produce 67 family physicians each
year or have the total capacity of 201
training positions. The program was to
be implemented over a period of four

years at a total cost of approximately
$22 million. Total capital funding and
60 percent of the teaching operational
costs were to be provided. This was
approved and funded.

The capacity and development of
each Program is shown in Table 2.

Development of the system has
been slower than planned because of
lengthy start-up times and difficulty in
recruiting directors and faculty. In the
fourth year of the project 128 posi-
tions are filled, which represents about
64 percent. The system will be com-
pletely developed by 1979. The fol-
lowing describes each of the five cur-
rently operational programs.

Charleston — The University-based
Family Practice Residency Program at
Charleston is now well established
with a total of 45 residents — 15 in
each year. The Family Practice Center
is an attractive, one-story facility of
30,000 square feet located within easy
walking distance of the 500-bed Medi-
cal University Hospital, three affiliated
community hospitals, and a large Vet-
erans’ Administration Hospital.

First year residents are assigned to
the Family Practice Center their first
two months. The curriculum in the
Medical University-based program in-
cludes approximately eleven months
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of internal medicine and medical sub-
specialties, five months of pediatrics
and its subspecialties, two months of
obstetrics/gynecology, four months of
surgery . and surgical electives, two
months of emergency medicine, and
eight months of electives. Two sepa-
rate one-month behavioral science ro-
tations are required in the second and
third years of the Program.

The 45 residents are divided into
five practice groups, each with a fam-
ily physician, behavioral scientist, den-
tist, pharmacist, physician assistant,
nurse, and LPN as faculty members. A
computerized problem-oriented medi-
cal record is used. All information is
available from cathode-ray terminals —
located in every room — and also from
computer typewritten paper records.
A computerized life-events program
has been developed for use in patient
care, teaching, and research. The com-
puter is also used for management of
appointments and the billing of pa-
tients for services. Residents spend one
half-day per week in the Family Prac-
tice Unit during the first year, three
half-days during the second year, and
four half-days during the third year.

Spartanburg — The Spartanburg
General Hospital Family Practice Resi-
dency Program is located in a modern
office setting in the ambulatory care
building, which is attached to the
500-bed hospital. It is designed to
accommodate 12 residents per year or
a total of 36. There has been a
problem of attrition which has re-
duced the number of senior residents
appreciably. The three-year curriculum
includes 12 months of internal medi-
cine and 6 months of pediatrics. A
wide variety of electives is offered and
a two-month rotation is required in
community medicine. Also required is
two months in “psychiatry and ambu-
latory psychological medicine,” an of-
fering made possible by a half-time
psychiatrist on the faculty. Residents
spend three half-day sessions per week
in the Family Practice Center during
the first year, four during the second
year, and five during the third.

Greenville — The Greenville General
Hospital Family Practice Residency
Program began in 1971. The Family
Practice Center is presently located
one mile from a 600-bed community
hospital, but a new building is under
construction which will place it very
near a newly constructed hospital
complex where there is ample parking.
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Two training plans are offered to
residents depending upon their wish to
include obstetrics in their practice.
Those electing obstetrics include nine
months of internal medicine, eight
months of pediatrics apd six months
of obstetrics, with a variety of sub-
specialty rotations. Those not electing
obstetrics have ten months of internal
medicine, nine months of pediatrics,
and the minimum of two months of
obstetrics/gynecology. The residents
spend one half-day each week in the
Family Practice Center during the first
year and one half of each day at the
Center during the second and third
years.

Columbia — The Richland Memo-
rial Hospital Family Practice Resi-
dency Program is located in the State
capitol. The Family Practice Center
comprises the largest part of a new and
modern ambulatory care building adja-
cent to the newly constructed modern
500-bed hospital. This Program, whose
curriculum is patterned after that of
the University Program, has a capacity
of ten residents in each year.

A new medical school is being
developed at the University of South
Carolina in Columbia, and the Family
Practice Residency Program is ex-
pected to form the nucleus of the
Department of Family Practice for the
new school. This Residency Program
will continue to be a member of the
Statewide Family Practice Residency
System and will maintain its close
relationship with the Medical Univer-
sity Program at Charleston.

Anderson — The Anderson Memo-
rial Hospital Family Practice Resi-
dency Program was established in
1975. A new Family Practice @enter
has just been completed whicH pro-
vides clusters of rooms around nursing
stations, facilitating an interdiscipli-
nary team approach.

This Program has a capacity for 12
residents in each year. The curricilum
is similar to that at the University,
including the required preceptorship.
A one-month, community medicine
rotation during the first year is re-
quired. Residents are required to
spend two half-days per week in the
Family Practice Center during the first
year, three during the second year, and
five during the third year.

Common Educational Approaches

A common characteristic of each of
the Programs is the emphasis on
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quality education. The development of
good practice habits is stressed, as well
as the utilization of teachers, who are
always available in the units. In each,
the ratio of teachers to residents is
relatively low — averaging five to one
or less. While ample time is provided in
the practice units for residents to
practice, the pace is relatively slow,
and direct supervision is always ‘avail-
able and encouraged. Some faculty
members continue to maintain patient
care activities, but in a very small
proportion of their time. Resident
supervision is conducted through chart
review, personal observation, and tele-
vision monitoring. The use of tele-
vision for both monitoring and video
taping is extensive in all of the Pro-
grams. The procedure, thought to be
essential as a basic educational tool,
has come to be regarded as common-
place by both patients and residents.
A second commonality is the avail-
ability of computer resources for med-
ical record storage and data analysis.
At Charleston, extensive experimen-
tation has been conducted with com-
puter storage of all medical record
data. The entire dictated note and all
data are entered into the computer.
All computer services are available to
all programs within the Statewide
System, but they are used less exten-
sively in the other Programs.
Behavioral science is taught in all of
the Programs. A major goal of the
Department, from the beginning, has
been to achieve a balance between
teaching in the behavioral and biologi-
cal sciences. The Division of Behav-
ioral Science provides teaching at the
University Program and also serves as a
resource for statewide members. With-
in the system, each Program is free to
choose its faculty to meet its own
identified needs, and each Program has
chosen to appoint a behavioral scien-
tist as one of the full-time faculty
members. These persons are of varying
backgrounds, but most are clinical
psychologists. The activities in most
Programs include didactic teaching and
working with patients, usually with
the resident involved. Faculty mem-
bers usually do not serve as consul-
tants for referral, but provide patient
care only through the residents. Each
is responsible to the Program Director
at his/her own location and not to the
Division of Behavioral Science. When
faced with a clinical-behavioral prob-
lem, residents in all of the Programs

report that the usual procedure is first
to consult with a seasoned family
physician from the staff. A second
source is the behavioral scientist in the
resident’s own- Program. The ultimate
source for the most complex problems
is consultation with a psychiatrist.

Evaluative procedures are available
to all the SFPRS Programs and are
used by all to varying degrees. As
described earlier, the Division of Eval-
uation in Charleston has developed a
series of instruments designed to pro-
vide a broad measurement of achieve-
ment, including patient management
skills, Continuity of care is a major
concern and has resulted in a fixed
policy affecting all residents in the
system. It is required that every resi-
dent spend at least 33 of his or her 36
months maintaining some activities in
the Family Practice Centers. Thus, a
resident is not able to take elective
courses away from the Family Practice
Center for more than a total of three
months during the training program.

All of the Programs have developed
regular, daily conferences at noon,
which vary widely in type and pur-
pose, and which are frequently con-
ducted by residents. The many
patient-centered conferences are used
to demonstrate the different approach
of the family physician. Attendance is
expected.

Administrative Aspects

Each of the Programs of the SFPRS
is almost autonomous, having been
separately accredited by the Residency
Review Committee and having its own
matching number in the National In-
tern and Resident Matching Program.
The Departmental Chairman shares the
overall responsibility for all of the
educational programs but each may
determine its own curriculum within
broad limits, taking full advantage of
community resources and character-
istics of the hospital and staff. This
flexibility and the wvaried curricula
offered permit applicants to choose a
program which will suit their individ-
ual needs. All full and part-time
teachers must be reviewed and ap-
proved by the Medical University Ap-
pointments and Promotions Commit-
tee for appointment in the Depart-
ment of Family Practice. Faculty
members at the Medical University are
available for consultation and for
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teaching in the affiliated programs.
Likewise, teachers in the community
hospital-based programs are welcomed
teachers at the University.

SFPRS monies are distributed to
the various progsdms according to a
formula, based largely on the number
of residents in training, which covers
all capital costs and 60 percent of the
costs of the educational program.
Costs such as nurses’ salaries are not
covered. Each program contributes
substantially to the operating costs
from its sponsoring hospital, federal
grants, fees from patient care, and the
Area Health Education Center
(AHEC). Also, some faculty support is
available through the Medical Univer-
sity consortium, which provides for
undergraduate educational experiences
in several of the sponsoring hospitals.
Statewide funding provides for a
teacher-resident ratio of one to six in
addition to the Director and Assistant
Director. An even lower ratio is pro-
jected for the future. Some Programs
presently use funds from other sources
for additional full and part-time
teaching. In South Carolina, AHEC
functions statewide and has contri-
buted $318,000 to family practice
education during the current academic
year,

The cost per resident at the present
time is estimated to be $31,000 per
year. When the system is completely
developed there should be greater cost
effectiveness, so it is projected that in
the future the figure will be decreased
to $28,000.

Comment

One obvious and great;f strength of
the South Carolina system is its abun-
dant and apparently dependable fund-
ing, which has provided an opportu-
nity for imaginative advanced plan-
ning. Total funding is available for
capital development and a matching
arrangement with community hospi-
tals for operating expenses. The ques-
tion must be raised as to the future of
the Program if legislative funding
should suddenly cease even though
any abrupt termination would seem
extremely unlikely because of the suc-
cess of the Program in approaching its
goals. The system is designed to pro-
vide considerable financial strength,
since operating budgets include fund-
ing from multiple sources. So it could
be anticipated that if state funding

should cease, these Programs could
continue, although at a markedly cur-
tailed size.

The SFPRS has proven to be a
sound working relationship between
community hospitals and the univer-
sity, with advantages to both. Re-
sources (talent, consultation, direc-
tion, initiatives, funding) are available
to community hospitals, without strin-
gent controls. This arrangement has
encouraged variability among pro-
grams while at the same time main-
taining quality control. The University
benefits by the exchange of ideas and
through the advantages of increased
size and statewide impact. Funds are
used by the University Program to
develop new ideas — possible only
within an academic center — which are
then shared with community pro-
grams.

The attrition problems of two of
the community hospital programs are
puzzling and not yet fully explained.
Within the University Program the
attrition rate is one of the lowest in
the nation. Numerous explanations are
possible and will warrant further in-
vestigation.

Although the projected number of
residents in the SFPRS at the present
time is less than originally planned, the
development seems to be proceeding
at an acceptable pace. The high reten-
tion rate of physicians in the state may
well offset the lower than anticipated
number of graduates. To date there
have been 79 graduates of the State-
wide Family Practice Residency Sys-
tem, including 41 from the Charleston
Program, 19 from the Greenville Pro-
gram, 8 from the Spartanburg Pro-
gram, and 1 from the Anderson Pro-
gram. Of these graduates, a total of 45
(57 percent) have established practice
in South Carolina. Almost one half (46
percent) of Charleston graduates have
remained in South Carolina, whereas
over two thirds of graduates from the
other programs in the SFPRS have
stayed in the state.

The University Program at Charles-
ton has accepted responsibility for
exercising leadership in developing
educational methods in family medi-
cine. While the contributions of this
Program have been many, two of the
most notable are in the development
of an emphasis on behavioral science
teaching in family medicine and in the
use of the computer in medical re-
cords. The fact that each of the
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community hospitals has chosen to
include at least one full-time behav-
ioral scientist in its faculty is evidence
of the success of the parent program in
demonstrating the value of the contri-
bution of these faculty members to
the teaching of family medicine. The
use of the computer has been less well
accepted by gommunity hospitals,
partially because many aspects are still
developmental and partially because
both the future funding and direct
benefits are less clear,

One of the most outstanding
strengths of this Program is the evident
enthusiasm and strong support from
other disciplines within the University
and within the community hospitals.
This kind of support is also much in
evidence from the administrative arms
of these institutions.

It is interesting to note that the
directors of the Programs are individ-
uals who have had extensive personal
experience in private family practice
prior to entering into their present
roles. This is also true of most of the
senior faculty who serve as the chiefs
of the various divisions.

Another great strength of this en-
tire system is the overwhelming em-
phasis on teaching. Ample evidence for
this is shown in the teacher/resident
ratios, in programs for instructing
teachers, in the close supervision of
residents at all levels, in the extensive
use of chart audit, in the daily confer-
ences at noon, and in the all-pervading
use of the video camera. Other evi-
dence includes the carefully paced
patient schedule — typically one pa-
tient per half hour. The stated reason
for this is to provide adequate time for
discussion, reading, recording, and re-
flection.

Another growing aspect of this Pro-
gram is an emphasis on evaluation,
demonstrated by the full Division
designed for evaluative purposes. That
Division has developed extensive in-
struments, currently being validated,
which should provide both a measure
of success and a.useful teaching tool.

One of the greatest contributions of
this Program that may, perhaps, be of
national interest, is the demonstration
to legislators that meeting the need for
family physicians can be accomplished
through the development of the
highest quality programs at predictable
times and costs.
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Introduction and Overview

In Virginia the need for primary
care physicians was first rgcognized as
reaching crisis proportions in rural
areas, The Virginia Academy of Fam-
ily Physicians joined with the Farm
Bureau and the Virginia Council for
Health and Medical Care (a private
foundation) to seek legislative help in
finding a solution to the problem. This
triad began efforts to educate the
legislature in 1966. Every legislator
was contacted by his or her family
physician. The coalition began to
gather data and to educate both the
legislature and the public concerning
the need to replenish Virginia’s family
physician population.

In 1968 the Virginia State Legisla-
ture appointed a subcommittee fo
study the shortage of family physi-
cians and subsequently documented
both the shortage in numbers and the
discrepancies in distribution. In 1969,
following a period of data gathering,
documentation, and public education,
specific funds were made available to
the two medical schools in Virginia —
the University of Virginia and the
Medical College of Virginia — for the
purpose of family practice training.
The legislature did not specify ad-
ministrative structures but permitted
the schools to develop their own pro-
grams.

The Medical College of Virginia
chose to establish an autonomous De-
partment of Family Practice which
became a reality in July 1970. A
family physician was identified who
was in active practice in Virginia find
who had written articles concerning
the need for family physicians, criti-
cizing the University for not attending
to the training of family physicians. A
search committee nominated this
physician as a person with the neces-
sary leadership skills and motivation to
head the new Department. He was
confronted by the Dean with his own
criticisms and challenged to “‘put up or
shut up.”

He accepted the responsibility, and
the first priority identified in the
development of the Department was
the establishment of informational
systems which would provide data in
two areas: (1) the population of exist-
ing physicians in all forms of primary
care in relation to the patient popula-
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tion in each political subdivision of the
state, and (2) the content of primary
care in terms of numbers and kinds of
problems presented to primary care
physicians.

The first collection of data was
completed in 1972 and provided a
basis for projection of Virginia's pri-
mary care physician needs over the
next 20 years. It has been generally
accepted as accurate, reasonable, and
achievable. It calls for an annual pro-
duction over the next 20 yearsof 111
primary care physicians per year for
Virginia, of which 75 should be family
physicians. The Medical College of
Virginia's proportionate responsibility
of this expressed need is considered to
be between 36 and 42 family physi-
cians per year. A resurvey was con-
ducted and the projections updated in
1975.

About the same time, a massive
study was begun to identify the num-
bers and kinds of problems Virginians
present to primary care physicians. A
coding and data retrieval system was
developed. Data were collected on the
primary care experiences of 88,000
patients in 26 practices representing a
variety of both private practice and
academic settings. A careful analysis
was made of over 500,000 patient
encounters.®* One of the interesting
conclusions drawn from this study was
that in the urban, suburban, and rural
areas studied, the same patterns of
medical problems existed, and that
these were identifiable and relatively
constant within and between practices.

Having identified the needs in terms
of numbers, kinds, and distribution of
physicians, a program was developed
to meet these needs. It was decided to
begin at the residency-training level
because of the possibility for earliest
results, Family practice was estab-
lished as a full and autonomous De-
partment of the College of Medicine of
the Medical College of Virginia. The
Chairman, Associate Director, and staff
represent the Department, which is
physically located at the College of
Medicine at Richmond. It was decided
to establish four Residency Programs
at first, based geographically in the
shortage areas identified in the data

*Marsland DW, Wood M, Mayo F: A data
bank for patient care, curriculum, and re-
search in family practice: 526, 196 patient
problems. J Fam Pract 3:25, 37, 1976

Medical College of Virginia

collection study: Fairfax, Blackstone,
Newport News, and Virginia Beach. A
Program was not established initially
at Richmond — the location of the
Medical College — because the study
indicated Richmond as an area having
the least need for family physicians.

While the Department’s major focus
is in the resident program, it is also
directly involved in teaching at other
levels. At the undergraduate level the
Department has responsibility for con-
ducting a third-year, required com-
munity hospital rotation. While stu-
dents may elect various specialties
with which to associate in these rota-
tions, a large number choose family
medicine and the course is coordinated
by that Department. The Department
also plays a major part in the human
behavior course offered by the Depart-
ment of Psychiatry for first and sec-
ond year medical students. A variety
of electives are offered for first, sec-
ond, and fourth year students. These
electives combine carefully designed
experiences in teaching practices with
conferences at the medical center in-
volving students, faculty, and clinical
faculty.

A variety of continuing education
opportunities for practicing physicians
is also provided through the Depart-
ment of Family Practice. In all of the
Residency Programs, noon conferences
have been approved for category I
credit and are often attended by prac-
ticing physicians. At the rural location
of Blackstone, Virginia, the resident
journal club has become a major con-
tinuing education attraction for physi-
cians from throughout the area. The
Department also participates in the
primary care continuing education
activities of other clinical departments.

The Affiliated Residency Programs

Each of the five Residency Pro-
grams has unique features forming an
individual personality, but all have
some common features also. The pa-
tient populations are demographically
typical of the various localities in
which they are situated. The total
number of patients served by the five
Family Practice Centers is 75,000.
Data from the 23 practicing physicians
in Virginia whose practices were
studied, indicate that the spectrum of
problems encountered in the Centers is
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Table 3. The Affiliated Residency Program*
Medical Callege of Virginia

Program Sites

Number of Residents

Y ear Started

Blackstone
Fairfax (Vienna)
MNewport News
Virginia Beach

Chesterfield (Richmond)

Total

18 1971
18 ' " 1971
36 1970
18 1973
18 1976
108

*There is not a full University-based Program (including a Family Practice Center) on
the Medical College of Virginia campus. Most of the inpatient clinical rotations for
the Blackstone Program are conducted at the University Hospital. The Family Practice
Centers and their related community hospitals provide the major teaching settings for
family practice residents during the entire three-year Program.

almost exactly the same as the spec-
trum presented in private practice.
Each Residency Program is related to a
full-service hospital, and each has
modern office facilities with appropri-
ate laboratory and x-ray services. All
maintain problem-oriented records and
have an informational system which
allows immediate identification of pa-
tients and particular problems for use
in preparing for the daily conferences.
This information is also collected in
Richmond and computerized for use
in statistical and epidemiological
studies for educational planning and
research purposes. Table 3 presents an
overview of the five Affiliated Family
Practice Residency Programs.s

Blackstone — The Blackstone Fam-
ily Practice Center is located predomi-
nately in a rural section of southern
Virginia, approximately one hour from
the Medical College of Virginia (MCV)
in Richmond. It is the only medical
facility in the town of Blackstone and
delivers all primary care services to the
community. The three physicians who
were located in the community devel-
oped the Family Practice Center and
constitute the full-time teaching facul-
ty. The Center provides ongoing fam-
ily care for approximately 11,000 peo-
ple from the area,

During the first year, residents ro-
tate through MCV hospitals in Rich-
mond in all the clinical areas, and each

resident spends a full day every two
weeks in the Family Practice Center
with patients to whom he or she has
been assigned.

After finishing the first year, resi-
dents physically move to Blackstone
but spend four months in elective
hospital rotations either in MCV or in
community hospitals in the Richmond
area. Residents spend approximately
half their time in patient care and the
other half in teaching conferences and
other academic pursuits. Patients from
Blackstone are hospitalized primarily
in Richmond. Referring residents
make rounds to in-hospital patients
approximately twice weekly, but refer-
red Blackstone patients are usually
seen daily by family practice residents
who are on rotation in Richmond.
First year residents see approximately
five patients per day, and second and
third year residents, about eight to
twelve.

The Center teaches a total of 18
residents: six each in the second and
third years, who spend most of their
time in the Center, and six first year
residents, who are there briefly.

Fairfax — The Fairfax Family Prac-
tice Center is located in Vienna, Vir-
ginia, and occupies an entire second
floor of a modern office building in a
suburban business area. The Center
includes a large conference room and
offices for each resident, as well as
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laboratory and x-ray facilities. The
Center, with an enrollment of 11,000
people, serves approximately 2,000
patients from the area per month.
There are 12 residents: six in each of
the second and third years, plus an
additional six first year residents who
are in attendence at the Center one
half-day per week. Each resident pro-
vides care for approximately 100 fam-
ilies.

All hospital work is performed at
the Fairfax Hospital, a 600-bed, gen-
eral hospital located nearby.

Newport News — The Riverside
Family Practice Center is located at
Newport News and was the first model
training center affiliated with the Med-
ical College of Virginia. Riverside Hos-
pital is a community facility with
more than 600 beds.

The Program provides educational
opportunities for 36 residents in fam-
ily medicine, plus an additional six
first year family practice residents who
receive their first-year in-hospital train-
ing in this program, with the family
practice training at Virgihia Beach.
Riverside residents spend one half-day
per week in the Family Practice Center
during the first year and approxi-
mately half time during their second
and third years. Third year residents
have a one-month required rural ex-
perience with a practicing family
physician.

The Family Practice Center is in a
recently constructed modern building
and provides 14 examining rooms,
although there are plans to almost
double this space in the near future.
Both x-ray and laboratory facilities are
available within the unit. Care is pro-
vided for 14,000 patients through ap-
proximately 2,300 encounters per
month. Unlike the other three MCV
programs, the patient population here
is largely indigent, with only about 25
percent paying privately. The practice
profile of problems presented, how-
ever, is comparable with that of other
MCV programs and with private family
practices in the area.

Virginia Beach — The First Colonial
Family Practice Center is located in
the city of Virginia Beach. Six resi-
dents per year are accepted in this
Program. The first year is spent at
Riverside Hospital at Newport News,
during which time residents return to
the First Colonial Family Practice Cen-
ter in Virginia Beach one half-day each
week. Second and third year residents
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receive their family practice training in
the Virginia Beach Center and the
General Hospital of Virginia Beach, a
400-bed, full-service hospital.

During the first year, residents see
an average of six patients per day.
During the second ahd third years,
residents are assigned responsibility for
100 to 200 families. Approximately
half the residents’ time at the Center is
spent in patient care and the other half
in academic pursuit. While the resi-
dents spend a large part of their time
during the second and third years in
the Family Practice Center, four
months are available each year for
elective rotations.

Family practice patients are usually
hospitalized at the General Hospital in
Virginia Beach and cared for by the
family practice residents from the Cen-
ter. The patient population includes
approximately 20,000 people and is
representative of all social groups.

Chesterfield Family Practice Center
— The newest member of the MCV
residency family group is the Chester-
field Family Practice Center, located
in the southside of Richmond, six
miles from the Medical College of
Virginia. Its associated hospital is the
Chippenham Community Hospital, a
full-service hospital with bed capacity
approaching 400 at the present time.

This Program also accepts six resi-
dents at each level and provides teach-
ing in the same general format as the
other MCV programs. Residents spend
one half-day per week in the Family
Practice Center during the first year
and two thirds of their time there
during the second and third years.
Elective opportunities are available for
four months in both the second and
third years in both the Chiﬁpenham
Hospital and in the MCV hospitals in
Richmond.

Common Educational Approaches

The basic philosophy of the Depart-
ment continues to advocate a systems
approach: identify the data needed,
devise the systems to collect the data,
collect and analyze the data, and
develop programs based on the anal-
ysis. This has been the approach used
for (1) developing a system of Resi-
dency Programs in geographical loca-
tions of physician need and (2) for
developing an educational program
based on an ongoing analysis of what
family physicians need to know.

The initial curriculum had been
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developed on the basis of the opinion
of the faculty as to the needs of family
physicians. The faculty is convinced,
however, that this method of deter-
mination is faulty and that curriculum
ought to be based on the problems
encountered in practice. A major ef-
fort has been expended to develop the
necessary data base for curriculum
closely related to.known confent of
practice. The curriculum was orga-
nized in accordance with the “special
requirements for residency training in
family practice” of the Essentials of
Approved Residencies.® It is currently
being modified by the actual experi-
ence as recorded in the data system;
and ongoing efforts are being made to
complete a set of objectives and an
evaluative mechanism based directly
on the data accumulated.

A general review of the curriculum
of the five component members of the
Medical College of Virginia system
reveals a typical rotating program with
the greatest emphasis on internal medi-
cine, plus block-time in pediatrics,
obstetrics/gynecology, surgery, and
emergency medicine, a short elective,
and minimal time in the Family Prac-
tice Center. The most striking depar-
ture from the usual curriculum occurs
in the second and third years, during
which the major emphasis in teaching
all disciplines occurs in the Family
Practice Centers. Active teaching is
conducted by regularly scheduled
daily consultants and by the family
physician faculty. In these two years
there are only eight months of re-
quired in-hospital rotations and eight
months of elective time, which may be
both inpatient and outpatient experi-
ences.

As in many programs, there is an
absence of any required rotation in
psychiatry. In-hospital psychiatry is
available as an elective at most mem-
ber Programs, but basic teaching oc-
curs in patient-oriented conferences on
a longitudinal basis with generous use
of both psychiatric and behavioral
science consultants.

In the management of psychologi-
cal or emotional problems, residents
turn first to faculty family physicians
and secondly, to consultants in behav-
ioral science or psychiatry, depending
on the availability of particular consul-

tants.

*American Medical Association: Special re-
quirements for residency training in family
practice. In Essentials of Approved Resi-
dencies. Chicago, American Medical Associa-
tion, 1975

Opportunities are made - available
for participation in special research
projects, community activities, and
practice management. Practice man-
agement techniques are taught through
the offices of a full-time faculty mem-
ber in practice organization and man-
agement. This person is charged with
the responsibility of providing each
resident with the oppm'tunity to par-
ticipate in the actual unit management
and to provide access to information
regarding practice locations, building
plans, methods of financing, legal ar-
rangements, insurance, accounting
methods, office procedures, personnel
policies, and the related basics of
practice management.

This general curricular plan, with
diminished inpatient teaching, ex-
panded specialty teaching in the Fam-
ily Practice Center, and only out-
patient psychiatric teaching, corre-
sponds precisely with the Depart-
ment’s commitment to a curriculum
based on practice content. Teaching
methods in the past have often been
on an apprenticeship basis. The leader-
ship of this Department believes that
this is not the best method — in fact,
the apprentice is not likely to learn
more than his or her instructor knows.
Consequently, new methods are being
sought and are relying heavily on the
consultant-conference in the family
practice setting and on clinical investi-
gation projects.

The Audit and Evaluation Proce-
dures of the Medical College of Vir-
ginia Programs are similar in each
Program: original, extensive, and con-
tinuing. Philosophically, the attitude is
that “‘episodic audit leads to episodic
care.” Evaluation of residents in the
teaching/learning process is based on
the standard of patient care delivered
by each resident over the three year
continuum. The attempt is made to
develop in the physician’s mind the
continuing appropriateness of self-
examination and assessment of patient
outcomes as the most valid measures
of personal success, It is actually a
process of continuing education.

An additional precept is the belief
that to be effective in the field of
health maintenance, family physicians
need detailed knowledge of their prac-
tice community in terms of number of
patients by age, sex, distribution, and
kinds of problems which affect them.
This information permits the physician
to identify various high-risk groups for
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specific health educational purposes. It
permits the physician to see his or her
patients as members of family groups
making up the larger community,
where the largest proportion of health
care usually remains unsupervised and
unmonitored until the patient chooses
to return to the office. Effective
health maintenance requires complete
practice information for adequate
practice monitoring.

The methodology that has been
established to permit this ongoing eval-
uation consists of: (1) a problem-
oriented medical record adapted to
family practice, (2) a census tract
filing system, (3) an age and sex
index with a record of demographic
characteristics for a diagnostic index
classification (soon to be converted to
the International Classification of
Health Problems in Primary Care
System), (4) a physician’s daily work
sheet, permitting the recording of bio-
logical, behavioral, and social problems
of identified patients for classification
with the diagnostic index, and (5) an
E-book, maintained for the resident by
a staff coder.

These instruments form an ongoing
evaluative system which is functioning
in all MCV programs and is funded by
the educational component. Data
from the daily work sheets are key-
punched (through a unique arrange-
ment with the State Penal System) and
entered into the computer at the
Medical College. In order to check the
similarity of residency practices with
those of private physicians, additional
data are being collected from 23 sepa-
rate nonteaching practices in the state.
This provides a total patient popula-
tion base of greater than 100,000.

This system has permitted evalua-
tions of a resident’s performance in
three ways: (1) structural adequacy
and completeness of the resident’s
problem-oriented medical record; (2)
measurement of the resident’s«capacity
to achieve the minimum critique,
established by faculty and residents,
for diagnosis of a condition; and (3)
measurement of the resident’s capacity
to achieve the minimum critique,
established by faculty and residents,
for management of a condition.

The resident’s strengths and weak-
nesses are identified, allowing for ad-
justment of patient and elective ex-
periences to repair any deficiencies.
An additional capacity of this system,
which is currently being pursued by a

number of residents on an elective
basis, is the ‘longitudinal audit.” In
this form of audit all patients with a
particular problem at one practice
location are identified. The patient
charts are analyzed in detail for both
process and outcome, and for associ-
ated additional problems. The infor-
mation generated provides new in-
sights into the value of varieus proce-
dures and identifies previously unsus-
pected but related problems. It is then
available for curricular modifications.

Administrative Aspects

Each of the five Residency Pro-
grams is under the direct leadership of
a full-time, family physician Program
Director. The key to the relationships
throughout the system is a very per-
sonal one in which each of the compo-
nent programs is considered a partner
to the others. Functionally, this sys-
tem operates through three standing
committees: the Records and Research
Committee, the Curriculum and Evalu-
ation Committee, and the Practice
Organization and Management Com-
mittee, Faculty from each Family
Practice Center and residents from
each level of training constitute the
membership of these committees. The
faculty at the Medical College of Vir-
ginia coordinates the activities of these
committees. The Chairmen of each of
these committees plus the Program
Directors and Chairman and Associate
Director of the Department form the
Executive Council. These committees
are advisory to the Council and, func-
tionally, they serve as full partners in
all decision-making areas within their
purview.

The full-time faculty of the affili-
ated programs have been largely re-
cruited from the communities in
which they serve. Frequently, faculty
members have brought their practice
into the educational system. The facul-
ty is chosen on the basis of clinical
excellence and educational interest,
and members serve as partners in the
management of the educational system
as well as directors of patient care
within the Residency Program.

A carefully selected consultant
faculty in all appropriate specialty
areas is available in each Residency
Program. These faculty members are
compensated financially and, after a
trial period, offered faculty rank. Con-
sultants provide patient care advice
and daily clinical conferences. The
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conference is of several hours duration
and is part of a planned curriculum
covering the entire spectrum of prob-
lems which have been identified as
important in family practice.

Payment for all full-time faculty
salaries, consultants, and second and
third-year stipends and clerical person-
nel is funded through the educational
system itself rather than the partici-
pating hospitals in all but one Resi-
dency Program. Because of this mecha-
nism, it is possible to make decisions
regarding reallocation of funds by edu-
cational rather than institutional
needs.

Each of the affiliated programs has
received individual accreditation and
therefore each has a separate matching
number in the National Intern and
Residency Matching Program. While
resident applicants have increasingly
come from Virginia medical schools,
there are also highly qualified appli-
cants from out of state.

The funding mechanism for this
Program began with an initial alloca-
tion by the state legislature of
$228,000 in 1969 for the biennium
1970-1972. The state continues to be
the major source of support for the
entire system, currently appropriating
approximately $1.8 million per year,
provided by direct line-item budget to
the Department of Family Practice.
Initially there were some difficulties
within the institution apparently re-
lated to a lack of appreciation of the
University’s need to train a new type
of physician to meet Virginia’s rural
needs. However, as it became apparent
that the Department of Family Prac-
tice was not subtracting from the
University’s total resources but adding
to its capability by developing affili-
ated programs, these difficulties
greatly diminished.

Approximately 88 percent of the
state funds are distributed to the
member Residency Programs. The for-
mula for this distribution provides full
support for resident stipends at each
location only in the second and third
years. The first-year stipends are paid
by the affiliated community hospitals.
State funds are distributed by the
Department of Family Practice and
pay for a portion of faculty salaries
plus full support of an educational and
secretarial staff; an additional $60,000
is distributed to each Program for
consultants in a variety of clinical
fields. The general formula for support

59




in each Program is for approximately
three full-time faculty members and
two secretaries per each 12 residents in
the second and third years. (Since first
year residents spend little time in the
family practice unit,, they are not
included in the formula.) The alloca-
tion for consultants amounts to ap-
proximately $240 per day per program
throughout the year.

The three Departmental faculty
persons and staff located in the medi-
cal school are funded by the College of
Medicine with Departmental and grant
funds. Each of the component Pro-
grams receives additional support in
varying degrees and methods from the
hospital in which they are situated and
through federal grants. The approxi-
mate cost per resident per year at the
Medical College of Virginia is $30,000.

Comment

The Department’s statistical deter-
mination of Virginia’s family physician
needs over the next 20 years comprises
the only data available. It has been
generally accepted by all authorities as
accurate, reasonable, and achievable. It
calls for an annual production over the
next 20 years of 111 primary care
physicians per year for Virginia, of
which 75 each year should be family
physicians. The Medical College of
Virginia’s proportionate responsibility
of this expressed need is considered to
be between 36 and 42 family physi-
cians per year. The Department’s five
present Programs accept 36 physicians
each year for residency training.

An analysis of the family practice
graduates from the MCV Programs
through 1976 indicates that 62 per-
cent of the total of 76 graduates have
chosen to stay in the state of Virginia.
An additional 22 percent have located
in nearby areas. Sixty percent of these
graduates have chosen to practice in
nonmetropolitan areas.

The major goal of the Department
of Family Practice is to increase the
availability and quality of primary
health-care services for the people of
Virginia. While this has been the pri-
mary goal, the leadership of the De-
partment has recognized the need for
academic pursuits as well. While these
activities have enriched the Program
and assisted in achieving its primary
goal, they have had an even greater
impact on the development of the new
discipline of family medicine through
better definition, understanding of
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process, and development of innova-
tive educational methods. The Medical
College of Virginia’s family practice
program has made enormous strides in
a very short period of time, based on a
carefully planned systems approach.

Several interesting or potential
problems have arisen and are currently
being addressed.

1. The teaching of behavioral sci-
ences in these Programs through inter-
mittent use of consultants rather than
through their constant availability has
been identified by program directors
as a problem.

2. Since a major portion of the
funding is derived from the state legis-
lature, any funding decrease would
present a hazard to further progress.
But because the funding base is built
on multiple components it would be
anticipated that the Program could
continue, although at a seriously re-
duced size.

3. The educational process de-
scribed here may be seen to vary
considerably from those described
elsewhere. This raises the question of
determining the value of this educa-
tional approach and is one of the most
basic of all questions facing the entire
discipline of family medicine — how
can the results of educational efforts
be measured?

The contributions of this Program
to the discipline of family medicine
and, indeed, to the whole field of
medical education, have been consider-
able and are most notable in two areas
— innovative educational methods and
ambulatory care research.

The most creative aspect of the
curriculum under development at
MCYV is its foundation upon carefully
measured data of the content of fam-
ily practice. Rarely have curricula been
developed on such a rational base.

The extensive research program in
ambulatory care has, of course, been
instrumental in the development of
the curriculum. However, there are
other aspects of the Program which are
also of great value. The methodology
developed is of use to other programs
and practitioners in primary care. The
size of the sample and the care with
which the information has been col-
lected make the “Virginia Study” a
standard to which other data may be
compared.™®

The use of these methods has already
proven an excellent educational tool
for residents within the MCV system,

and faculty and residents are experi-
menting with new applications of the
system — eg, the “longitudinal audit.”
The publication of this process and its
results have served as a positive moti-
vational factor for residents in other
programs as well.

Discussion

The history of the three programs is
similar. In each, there was a study
measuring the need for primary care
physicians within the state and projec-
tions of this need during the foresee-
able future. In each instance, a univer-
sity accepted a measure of responsi-
bility for meeting the need and estab-
lished a full Department of Family
Medicine, under various titles, and
under the leadership of a strong per-
sonality.

In each of these programs there has
been direct, abundant, and predictable
funding. The funding has been care-
fully earmarked to provide direct sup-
port for the family practice program.
While this assistance has provided the
necessary lifeblood for these programs,
the danger of future loss of funding is
recognized. In each instance, multiple
financial sources have been identified,
involving some federal and private
funds, but involving community hospi-
tal funds to an even greater extent. It
would seem likely that if state legisla-
tive funding diminished, these pro-
grams could continue, although at a
considerably reduced level.

Each of the three Departments,
while focusing a major effort on the
residency program, is also actively
involved in family medicine teaching
at other levels. All offer some teaching
at the predoctoral level and some
continuing education activities. All of
these various activities are seen as a
continuum of the effort to meet
health-care needs through the teaching
of family medicine.

Each of the programs involves a
network with a number of other hospi-
tals, and each has a considerable de-
gree of autonomy. This autonomy has
encouraged the development of a
variety of educational programs -—
deliberately attempting to meet resi-
dent needs and to provide for experi-
mentation in the development of new
teaching methods. These networks

*Marsland DW, Wood M, Mayo F: A data

bank for patient care, curriculum, and re-

search in family practice: 526, 196 patient
problems. J Fam Pract 3:25, 37, 1976
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have been able to identify some areas
of activity which are best conducted
jointly: research efforts, educational
objectives, general curricular outlines,
funding sources, teaching patterns, and
methods of evaluation. In each in-
stance there ‘is some organization
which promotes communication both
with the parent university and among
the various members. Through this
organizational arrangement there is
active input from all community hos-
pital partners, and, in most cases,
active input from residents at all levels
of each hospital.

Each of these university programs
has accepted a role of innovator of
new ideas both in research and in
teaching methods. In each program
this thrust has been different: for
example, South Carolina has incorpo-
rated behavioral scientists in the facul-
ties; MCV has emphasized careful com-
pilation of problem and demographic
data on each encounter; Minnesota has
developed a new series of evaluative
techniques.

The teaching of behavioral science
has been approached quite differently
by the three programs. At MCV the
teaching is conducted by behavioral
scientists or psychiatrists, who are
engaged as consultants by the individ-
ual program and combine patient care
consultation with conferences on a
scheduled basis. At Minnesota there is
a didactic series of behavioral science
presentations, usually conducted at
the university, in which residents are
expected to participate, This is supple-
mented by various conferences at the
member hospitals. At South Carolina a
behavioral scientist is a member of
each Program’s faculty and teaches
through guiding residemts in their pa-
tient care, as well as through confer-
ences and didactic presentations.

There are two common denomina-
tors among the three programs with
regard to behavioral science. These are
(1) a commitment by each program to
include behavioral science as a major
component of the educational pro-
gram, and (2) a consistency of the
residents’ approach to seeking help
when handling human behavioral prob-
lems. When asked, residents consis-
tently report that their first source of
help is a seasoned faculty family physi-

cian, The second resource is a behav-
ioral scientist, either in the program or
as a consultant. Their third source of
help, for the most complex problems
or deeply disturbed patients, is con-
sultation with a psychiatrist. This pat-
tern has been reported by residents
with great consistency at all three
programs.

There is interest in «all three pro-
grams in evaluation through a variety
of approaches. Two of the programs,
South Carolina and Minnesota, have
groups of faculty members whose
prime responsibility is the develop-
ment of evaluative techniques. In all
programs the various evaluative instru-
ments are supplemented by the per-
sonal evaluation of those with whom
the residents work — and this measure-
ment is given great weight.

In each program, although in vary-
ing degrees, there is active participa-
tion by residents in all phases of the
organization and of the decision-
making process. This includes various
teaching conferences, of course, but in
nearly all instances includes program-
matic decision making, curricular
change, evaluation, and residency se-
lection.

Even though the three statewide
systems represent a much larger num-
ber (16) of residency programs, the
consistently high quality of the pro-
grams is quite evident. This quality is
manifested both in the University-
based programs and in the affiliated
community hospital programs, lending
strong support to the concept that
both are better because of their inter-
relationships. Along with this high
quality there is an attention to the
detail of the known ingredients of
successful programs — attention to
selection, curriculum, evaluation, etc.
There is also a strong sense of stability
and ‘“belonging” among the faculties
of the various programs.

Through a wide array of mecha-
nisms — including work with the legis-
lature, development of nonprofit cor-
porations, and the use of consultants
and rotations from other clinical de-
partments — each of the programs has
developed a variety of relationships
with other institutions and groups. For
just one example, at South Carolina
the behavioral science division in the
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Department of . Family Practice has
now been asked to teach behavioral
science to other departments as well.
This type of willingness to explore
relatignships with new groups and
with new means of relating is common
to all three programs.

In addition to the attainment of
legislative funding for the programs,
each organization has successfully
sought and found support through a
variety of other mechanisms and sys-
tems. In South Carolina there is an
Area Health Education Consortium
which has provided strong financial
support. At the Medical College of
Virginia an arrangement has been
worked out with the state penal sys-
tem enlisting its assistance in the
coding process. At Minnesota the Fam-
ily Practice Center at each of the
community hospitals is being handled
through the development of nonprofit
corporations. This variety of support
systems adds additional stability.

In each program, there is a ten-
dency to consider some aspects a sine
qua non for a successful program, as
exemplified by the inclusion of a
behavioral scientist in each program at
South Carolina, the extensive use of
consultants on a daily basis, and the
total coding system at MCV, and the
various mechanisms for personnel and
group evaluation at Minnesota. But
since none of these programs uses all
of the emphasized features of the
other programs, either the educational
products are less than optimal or the
features are not, after all, totally essen-
tial.

It is of interest to look for the
various common denominators of
these three excellent programs, of
which there appear to be at least six:
(1) an enthusiastic and committed
faculty, possibly the most important
factor, (2) dedication, skill, and inter-
est in the educational process, (3)
adequate funding, (4) careful screening
of applicants in the selection process,
choosing those who would fit best in
the particular program, (5) family
practice physicians who are able to
serve as genuine role models, and (6)
an “accepting’’ environment, both in
the university and in the community
hospital.
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