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Pharmaceutical services have tradi
tionally revolved mainly around the 
distributive function of providing the 
drugs that physicians have ordered for 
patients. Of all health professionals, 
pharmacists have been the most iso
lated in their practice and have seldom 
been involved in direct patient care. As 
a result, their knowledge has been 
under-utilized. Recently, however, in 
some areas of the country the role of 
the pharmacist has expanded to that 
of a drug information consultant. This 
expanded role passes the unique know
ledge of the pharmacist, either directly 
or indirectly, to the patient through 
such activities as: discussing with
physicians drug selection, dosage, ad
verse reactions, interaction, and inter
ference with clinical laboratory tests; 
monitoring patient drug therapy to 
insure efficacy and to minimize ad
verse reactions; determining individual 
patterns of drug utilization through 
patient interviews; making certain that 
patients are instructed in the proper 
use of their medications; giving lec
tures to health-care personnel con
cerning rational drug therapy; and 
increasing public awareness in the
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areas of poison prevention, venereal 
disease, and drug use, misuse, and 
abuse. The combination of these prac
tices which are intended to assure the 
maximum effectiveness and safety of 
drug therapy in the context of the 
patient’s total environment has been 
termed clinical pharmacy.

In order to prepare pharmacists for 
these roles there have been significant 
changes in the educational goals and 
patterns within colleges of pharmacy. 
Extended biological training and phar
macology, plus the addition of bio
pharmaceutics, biostatistics, phar
macokinetics, biological chemistry, 
pathology , anatomy, physiology, 
microbiology, parasitology, and that 
“essential” clinical experience have all 
been added to the pharmacist’s formal 
education.

In today’s pharmacotherapeutics 
we note an increased utilization of 
drugs, an increased awareness of iatro
genic disease and adverse drug reac
tions,1,2 a decreased emphasis on 
pharmacology in medical schools with 
a corresponding increase in pharmacy 
schools,3,4 and a dependence of physi
cians upon company promotional 
sources for drug information. Unfor
tunately, when a physician selects the 
appropriate medication, the patient is 
not likely to take it correctly.5

At Family Medicine Spokane, it 
was felt that a pharmacist would be 
able to enhance patient care and resi
dent education by promoting the more

rational utilization of drugs. A full
time pharmacist has participated as a 
faculty member in the residency pro
gram for the last two years. Each 
morning the pharmacist makes hospi
tal rounds with other faculty and 
residents. It is the responsibility of the 
pharmacist to provide drug informa
tion, assist in the selection of medica
tions when appropriate, evaluate pa
tient response to medications, and 
prevent the occurrence of significant 
drug interactions. The pharmacist also 
takes medication histories on patients, 
and data derived from these are uti
lized in future therapeutic decisions. 
Patients also receive medication con
sultation at the time of discharge so 
they will have a better understanding 
of what drugs they are taking, why 
they are taking them, and what 
beneficial or adverse effects may be 
anticipated.

The pharmacist has essentially the 
same responsibilities at the Family 
Practice Center and is currently receiv
ing 10 to 15 inquiries from the resi
dents and faculty for drug information 
or opinions on therapeutics each day. 
We have recently documented that 
patients leave our office not with the 
national average of one prescription 
per visit but instead with an average of 
one-half prescription per visit. We do 
not feel that we have compromised the 
care of our patients by reducing the 
utilization of medications, and we feel 
the pharmacist is at least in part

T H E  J O U R N A L  O F  F A M I L Y  P R A C T I C E ,  V O L .  3, N O .  6, 1976
6 67



responsible for this attitude toward 
the use of drugs. The pharmacist also 
makes therapeutic rounds on all pa
tients in our skilled nursing facilities 
twice each month to evaluate patient 
response to their medications. This 
information is related to the residents 
who make therapeutic decisions. We 
have taken our patients off of 30 to 50 
percent of their medications as a 
result, and again do not feel we have 
compromised their care.

Each month the pharmacist gives a 
formal presentation on some aspect of 
pharmacology to our residents and 
faculty. Along this same line, weekly 
presentations by detail men to the 
residents are reviewed and commented 
upon by the pharmacist. We have 
found this to be an excellent approach 
to removing the bias from such com
pany presentations. The pharmacist 
also prepares a quarterly drug infor
mation bulletin. The purpose of this 
bulletin is to provide review and edi
torial comment on recent pharma
cology literature and to supplement 
the residents’ knowledge of pharma

cology with current, unbiased infor
mation.

Frequent chart review in the Fam
ily Practice Center stresses thera
peutics and drug utilization review and 
this has been reflected in subsequent 
resident treatment regimens. The phar
macist’s patient contact involves ob
taining medication histories and coun
seling patients on their medications. 
The intent is to enhance patient com
pliance, minimize adverse reactions, 
and assure optimal therapeutic re
sponse. It has been shown that such 
pharmacist activities can result in 
patients understanding their drug 
therapy better, that 92 percent com
ply with the prescribed regimen as 
opposed to only 56 percent of con
trols, that undesirable and unintended 
reactions were detected more often, 
and that better patient response was 
obtained.6

In addition to the benefit derived 
from these direct responsibilities of 
the pharmacist at Family Medicine 
Spokane, we feel that our residents 
can be taught to expect and utilize a

certain amount of knowledge from 
their pharmacist colleagues, an atti
tude that will carry over into their 
future practice. Such a program is 
deemed essential to facilitate a closer 
working relationship between these 
two professions in the interests of 
better patient care.
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Research in Family Practice Residencies
Why and How

William J. Kane, MD 
Durham, North Carolina

The advance of laboratory-based 
techniques of investigation, perhaps 
reinforced by the interpretation of 
Flexner’s word “excellence” as “pre
cision,” shifted the development of 
medical knowledge away from the 
bedside. The skills of the researcher 
came to be viewed as different and 
apart from the skills of the clinician.

T h is  p a p e r  has been a d a p te d  f r o m  a p re s e n 
t a t i o n  a t  t h e  1 9 7 6  A n n u a l  W o r k s h o p  f o r  
D i r e c to r s  o f  F a m i l y  P ra c t ic e  R e s id e n c y  P ro 
g ram s o n  J u n e  8, 1 9 7 6 ,  in Kansas C i t y ,  
M is s o u r i .  R eq u e s ts  f o r  r e p r i n t s  s h o u ld  be 
addressed t o  D r .  W i l l i a m  J. K a n e,  D i r e c to r ,  
D u k e - W a t t s  F a m i l y  M e d ic in e  P ro g ra m ,  1 0 1 2  
B ro a d  S t re e t ,  D u r h a m ,  N C  2 7 7 0 5 .

The term “research” became identified 
with a full-time scientist, in a hallowed 
laboratory crowded with test tubes 
and personnel, answering an esoteric 
question; the image of a busy practi
tioner carrying on clinically-oriented 
investigation through data collection 
and careful observation was excluded 
from the picture.

Presented in their medical educa
tion with these two distinct role 
models of researcher and clinician, 
family physicians identified with the 
clinical role model. They looked upon 
research as a thing apart, something 
done by other people in other places, 
whose results were reported in journals

and occasionally applied, but whose 
activities were foreign to most clini
cians and remote from the majority of 
patient needs. Research seemed more a 
pathway to promotion in academia 
than a road to sounder decision
making in the office. Family physi
cians felt free to say they were not 
research-minded without considering 
this a confession of professional limita
tion. In fact, some physicians admit 
they chose family practice deliberately 
to escape research demands.

The widespread existence of such 
thinking is disturbing now that family 
practice, at last recognized as an aca
demic and clinical discipline in its own
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right, faces research needs and oppor
tunities which will determine its future 
both in academia and in practice. It is 
time to acknowledge that the image of 
a family physician integrating scienti
fic investigation with delivery of com
prehensive patient care is the image of 
a practitioner at his or her best.

Unfortunately, current surveys of 
family practice programs indicate that 
there is little clinical research being 
undertaken. If we were to poll the 
more than 1,000 graduates of family 
practice residency programs during the 
past five years, we would most likely 
find that few of their practices are the 
site of any significant ambulatory care 
research. Victims of the dichotomy 
between research and clinical medi
cine, they completed their training 
without exposure to family physician 
role models who successfully pursued 
major research in the context of every
day practice. It would be tragic to 
continue to produce graduates who are 
neither inclined nor prepared to con
duct systematic research in their prac
tice settings. They can ill afford not to 
answer the critical questions related to 
chronic disease management, preven
tive medicine, health surveillance, and 
patient compliance, which have so 
plagued the practitioners of the past.

Part of our task as today’s family 
practice educators, then, is to translate 
into educational efforts the insight 
that research and quality patient care 
are intimately related. We should begin 
by identifying questions which must 
be answered by research to improve 
the effectiveness and efficiency of 
patient care. Realistic and appropriate 
medical care is difficult to find in our 
overspecialized environment. Tech
nology has far outgrown its appro
priateness to patient care, as evidenced 
by the extreme case of Karen Quinlan. 
Medical science needs answers to ques
tions about the natural course of 
disease, about the functional effective
ness of medical intervention, and 
about the interplay of psychosocial 
factors in medical care. Until now, 
family physicians have felt obligated 
to follow standards of care established 
at research centers even though their 
“clinical experience” told them that 
these standards were often impractical 
and at times even counterproductive. 
Unfortunately, they lacked the re
search skills to prove their points of 
view. Yet the family physician is the 
one practitioner who sees the patient

and his or her illness in full perspec
tive, and it is the family physician who 
should be able to generate hypotheses 
about what forms of care are realistic 
and appropriate. It is now imperative 
to design residency programs that 
equip graduates to assume their right
ful role as the specialists who establish 
ambulatory care standards through 
ambulatory-based research.

Subjects for Research

The range of questions that we 
might begin to address with research in 
our residency programs includes some 
basic research questions (those which 
examine the relationship between 
medical interventions and health-care 
outcomes) and some applied research 
questions (those which examine the 
degree to which a given practice con
forms to accepted criteria.)

In the realm of basic research, we 
must carefully investigate the relation
ships between specific diagnostic or 
therapeutic procedures and patient 
outcomes. Such investigations are 
essential in establishing the cost- 
effectiveness of physician interven
tions, with cost being a major concern 
of government, the patient and the 
physician. Physician decisions con
cerning when to hospitalize, when to 
prescribe, or when to obtain x-rays, 
laboratory data, or consultation are 
the primary determinants of health
care cost. Unfortunately, these deci
sions are too often based on intuition, 
opinion, and guesswork rather than 
sound data. The answers to these and 
similar fundamental practice questions 
are not to be found in the literature. 
Through carefully designed research, 
family physicians can provide the data 
on which to base rational management 
decisions in the office.

In the realm of applied research, we 
must spearhead the implementation of 
systems to monitor the quality of 
ambulatory care. Although, due to the 
present vacuum in basic research, 
quality cannot be defined to every
one’s satisfaction, we can at least begin 
to establish tentative standards and to 
examine office care. Frequently occur
ring illness, such as urinary tract infec
tion, hypertension, pharyngitis, and 
diabetes, should be audited regularly. 
Simple questions can be answered 
according to currently accepted mini
mal criteria. “How many of our pa
tients with hypertension have been

lost to follow-up? Among those being 
followed regularly, how many are 
under adequate control, have a reason
able data base, and have received any 
education concerning their disease? 
How many children have been proper
ly immunized and have such data 
recorded in their charts? Do all women 
in our practice receive Pap smears and 
breast examinations at regular inter
vals?” Here again, opinions are not 
adequate. And when the data are 
examined, physicians usually do not 
perform to their own expectations.

If groups of physicians agree to 
collect similar data, comparisons can 
be made in the area of resource utiliza
tion. Descriptive studies of the number 
of x-rays, laboratory tests, referrals, 
and admissions per 1,000 patient visits 
may identify major differences from 
practice to practice. Such studies may 
provide more insight into the physi
cian decision-making process and sug
gest areas in need of basic investiga
tion. Since worthwhile research re
quires that clinicians explicitly define 
their terms, set criteria for diagnosis, 
and carefully record their findings, 
experience with research may also 
improve the quality of ambulatory 
care.

Methods of Research

Simple, inexpensive, and effective 
methods are currently available to 
pursue both basic and applied research 
questions in family practice. These 
methods include data acquisition pro
cedures (such as the Problem-Oriented 
Medical Record and various encounter 
forms), data classification schemes 
(such as ICHPPC, the internationally 
accepted classification of disease in 
primary care), and data retrieval de
vices (such as age/sex registries, geo
graphical filing systems, and disease 
indices). These methods allow any 
family practice to readily collect 
appropriate data for sound clinical 
studies. The data can be recorded in 
manual or computerized systems with 
minimal expenditure of time or 
money. The optimally effective family 
physician must be trained not only as 
a sensitive, competent clinician but 
also as a sensitive, competent critic of 
medical practice, especially his or her 
own. For the present, this requires at 
least a willingness and ability to utilize 
the Problem-Oriented Medical Record 
and other methods of ambulatory data
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collection in order to define a practice 
in terms of the patients’ age, sex, 
diagnosis, and socioeconomic status. 
These basic competencies equip a fam
ily physician to deal with issues such 
as quality control audits, administra
tive and operational planning, pre
ventive medicine, outreach, and plan
ning continuing education, even if he 
or she decides not to conduct more 
basic research studies in the post
residency setting.

Research in Residency Programs
If we accept the premises that 

research is an integral part of patient 
care, that research training is an essen
tial component of family practice 
residency education, and that ambula
tory care research methods are readily 
available, then how do we go about 
motivating faculty and residents to 
become involved in research?

It will be impossible to motivate 
residents toward research if we do not 
first concentrate on the faculty. Fac
ulty attitudes critically affect resi
dents’ interest in research. Any learner 
is able to quickly discern the informal 
reward system operating in an educa
tional program. As teachers, we are all 
quite capable of explicitly or impli
citly communicating to residents what 
our priorities are. The willingness of a 
family practice residency program to 
provide personnel, space, finances, and 
defined curricular time indicates to all 
residents the priority placed on re
search activities, whether these activi
ties involve basic research questions or 
simple evaluation of office-based care.

In order to create a research- 
oriented environment, I suggest that 
the following steps be undertaken by a 
program and its faculty:

1. Seek an affiliation with a University 
Department of Community Medicine 
or School of Public Health for special

ized research support that will be 
necessary in the setting of graduate 
education.
2. Use such an affiliation to develop a 
program of faculty development in 
epidemiology and biostatistics for fam
ily physicians on the faculty. It is 
essential to form a link between the 
academic epidemiologist and the prac
titioner. A family physician with 
additional education in epidemiology 
and health services evaluation will be 
invaluable to a residency program.
3. When possible, expand the family 
practice faculty to include individuals 
from other disciplines who have re
search experience in their own fields 
and an appreciation for the research 
questions being raised in the ambula
tory care setting.
4. Search for and allocate the financial 
resources necessary to facilitate re
search in the Family Practice Center 
setting. The need for data collection 
and record maintenance at a level 
adequate to provide ample oppor
tunity for young physicians to engage 
in a variety of useful research projects 
is more costly in a residency program 
with its educational overhead than in 
practice. However, this must be a high 
priority expenditure if we are to 
achieve our goal of producing fully 
rounded family doctors.

Having developed faculty research 
skills and adequate financial resources, 
a residency program’s efforts to en
hance the motivation of residents 
should include the following:

1. Define specific educational objec
tives aimed at clarifying for every 
resident the relationship between re
search and patient care. Residents are 
inquisitive, intelligent, and certainly 
oriented to delivering the best possible 
patient care. Given explicit objectives 
that identify the skills they need to 
monitor and investigate their patient

care, residents can be expected to 
pursue those skills during the course of 
their residency training.
2. Implement a curriculum which al
lows time and resources for residents 
to design, conduct, and interpret a 
project within the Family Practice 
Center. Appropriate rewards must be 
available for the resident who excells 
in this area as well as on the hospital 
ward.
3. Encourage the continuous involve
ment of at least some of the faculty in 
research projects in the Family Prac
tice Center. If the Family Practice 
Center is organized and operated to 
demonstrate that data collection and 
research do not disrupt a busy practice 
and are needed to deliver quality care, 
most residents will participate.
4. Encourage each resident to produce 
one publishable paper or one well- 
documented assessment of the Family 
Practice Center practice during his or 
her three years of training. Family 
practice programs might even extend 
their guidance beyond the residents’ 
completion of training, providing grad
uates with advice, moral support, and 
in some cases even the start-up re
sources necessary to develop research 
capabilities in their own practice set
tings.

Ultimately, the most important rea
son for giving research a high priority 
within a family practice residency pro
gram is to insure that graduates will 
bring to their own practices the neces
sary attitudes and skills to conduct 
productive patient care research. To 
produce graduates without this orien
tation toward research is to condemn 
family practice to failure as a true, 
intellectually vigorous specialty. These 
capabilities will be part of the differen
tiation between general practice and 
family practice, part of the excellence 
in ambulatory care which our society 
needs and which we are all committed 
to provide.
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Self-Assessment in Family Practice
These materials have been prepared by members of the Self-Assessment Panel of 
The Journal o f Family Practice. Membership: R. Neil Chisholm, MD. Chairman 
(University of Colorado, Denver), B. Lewis Barnett, MD (Medical University of 
South Carolina, Charleston), Paul C. Brucker, MD (Thomas Jefferson University 
Hospital, Philadelphia, Pennsylvania), Laurel G. Case, MD (University of Oregon 
Medical School, Portland), Ian R. Hill, MD (Plains Health Centre, Regina, 
Saskatchewan), Kenneth F. Kessell, MD (MacNeal Memorial Hospital, Berwyn, 
Illinois), John A. Lincoln, MD (University of Washington, Seattle), Richard C. 
Reynolds, MD (University of Florida, Gainesville), Gabriel Smilkstein, MD 
(University of California, Davis), William L. Stewart, MD (Southern Illinois 
University, Springfield),

With the increase in venereal diseases 
in the United States, it seems appropri
ate to consider some of the questions 
raised in the family physician’s office 
by these conditions.

Question A

A 22-year-old •woman, unmarried, with 
a variety o f  sexual partners in the past 
and with one steady partner lately 
presents to your office in early preg
nancy seeking prenatal care. Her last 
menstrual period was about eight 
weeks ago. The remainder o f the 
history is not unusual.

Physical examination reveals a six- 
week pregnancy and a woman who 
otherwise seems normal. Routine labo
ratory work is within normal limits 
except for a VDRL positive titer o f 
1:128.

You would: (Choose the best answer.)

A. examine the cerebral spinal fluid
B. order a treponemal test such as the 

FTA-ABS
C. treat with procaine penicillin G 1.2 

mg units daily for ten days
D. treat with benzathine penicillin G 

2.4 million units IM
E. treat with tetracycline hydrochlo

ride 500 mg, 4 times a day for 15 
days

F. treat with erythromycin, 750 mg, 4 
times a day for 15 days

FTA-ABS is positive. You would now

treat with: (Choose, the best answer.)

A. procaine penicillin G 1.2 million 
units daily for ten days

B. benzathine penicillin G 2.4 million 
units IM

C. tetracycline, 500 mg, orally q.i.d. 
for 15 days

D. erythromycin, 750 mg, orally q.i.d. 
for 15 days

Subsequently in the pregnancy which 
of the following would you do? 
(Choose all correct answers.)

A . m o n t h l y  quant i tat ive non- 
treponemal (VDRL or RPR) test 
with retreatment if a four-fold rise 
occurs

B. examination of the sexual partner
C. treatment of the sexual partner, 

even if examination and serologic 
testing is normal

D. careful examination and serologic 
testing of the infant shortly follow
ing birth

E. CSF examination of the infant 
before treatment

Question B

Another 22-year-old woman, a friend 
o f the first one, also becomes pregnant 
and seeks your care. History, physical 
examination, and laboratory testing, 
including VDRL, are within normal 
limits in the first trimester of 
pregnancy.

The VDRL should be repeated in the 
third trimester.
A. true
B. false

Question C

A young man seeks your help because 
of a penile discharge o f three days, 
duration accompanied by dysuria and 
frequency. Gram stain o f the discharge 
reveals intracellular diplococci, gram 
negative, and culture shows N. gonor
rhea. VDRL is negative.

Which treatment regime would you 
use? (Choose the best answer.)

A. probenecid plus penicillin G 4.8 
million units IM

B. probenecid plus ampicillin 3.5 gm 
orally

C. spectinomycin hydrochloride 2 gm 
IM once

D. tetracycline 1,500 mg orally, then 
500 mg q.i.d. for 4 days

Follow-up for the above patient
should include which of the following?
(Choose all correct answers.)

A. return if the discharge does not get 
better

B. revisit in one to two weeks to see if 
the discharge is gone and if the 
urine is clear

C. revisit in seven to ten days and 
reculture

D. examination of recent sexual con
tacts and treatment of those who 
are positive

E. examination of recent sexual con
tacts and treatment whether posi
tive or not
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Reviews of Audiovisual Materials
The following audiovisual materials have been reviewed by the Audiovisual Review 
Committee, an ad hoc group of the Education Committee of the Society of Teachers of 
Family Medicine. Membership: John P. Geyman, MD, Chairman (University of California 
Davis), Richard M Baker, MD (University of California, San Diego). Thomas C. Brown PhD' 
(University of California, Davis), Thornton Bryan, MD (University of Tennessee Memphis)
Laurel G. Case, MD (University of Oregon Medical School, Portland) Wendell B barren MD 
(Geisinger Medical Center, Danville, Pennsylvania), James L. Grobe, MD (Phoenix Arizona)
Warren A. Heffron, MD (University of New Mexico, Albuquerque) Brian K Hennen MD 
(Dalhousie University, Halifax, Nova Scotia), Thomas L. Leaman, MD 'Pennsylvania State 
University, Hershey), I. R. McWhinney, MD (University of Western Ontario London) Donald 
C. Ransom, PhD (Sonoma Community Hospital, Santa Rosa, California) Philip L Roseberry 
MD (York Hospital, York, Pennsylvania), Rafael C. Sanchez, MD (Louisiana State University'
New Orleans), Robert Smith, MD, (University of Cincinnati, Cincinnati, Ohio) William l ' 
Stewart, MD (Southern Illinois University, Springfield), John Verby, MD (University of 
Minnesota, Minneapolis), Raymond O. West, MD (Loma Linda University, Loma Linda 
California), Hiram L. Wiest, MD (Pennsylvania State University, Hershey). Reviews of each 
type of media were carried out by subgroups of the committee.

AUDIENCE

1 Family physician
2 Family practice 

resident
3 Family nurse 

practitioner/Medex
4 Medical student

MEDIA

A 35 mm slides 
B 16 mm film  
C Video tape 
D Models

SOURCE PROGRAM COMMENTS OVERALL
APPRAISAL

Lakes Area Modern Day A 1 This program reviews the diagnosis Some value
Regional Medical Diagnosis and 2 and treatment of various kinds of
Program Treatment of 3 vaginitis including Monilia, Tricho-
2929 Main Street Vulvovaginitis 4 monas, Hemophilus, and others.
Buffalo, NY 14214 Its clinical content is quite sound.
($10.00) although some controversy 

currently exists concerning some 
of the recommended treatments. 
The technical quality is only fair, 
but the program does provide a 
useful review of the topic which 
should be supplemented by other 
teaching approaches to the subject.

MECOM Cutaneous A 1 The objectives of this program Highly recommended
2 Hammarskjold Plaza Reactions to 2 are clearly stated. Various types
New York, NY 10017 Drugs 3 of skin reactions are classified
($60.00) 4 and causative agents identified.

The subject is dealt with com
prehensively. Numerous cutaneous 
reactions are presented and well 
illustrated by slides. They are 
further described in a supplemen
tary text. This format is quite 
conducive to effective self-learning 
and the program provides an 
excellent review of the overall 
subject.

T H E  J O U R N A L  O F  F A M I L Y  P R A C T I C E ,  V O L .  3 , N O .  6, 1976
677


