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During the past eight years, since its inception in 1969, the specialty
of Family Medicine has gradually been developing toward maturity.
With the specialty now firmly based in biomedical science, behav-
ioral science, and patient management, it is prepared to accept a
place of full responsibility in the spectrum of health care. This
article explores the scope of family practice relating to the needs of
achanging society and advocates a broad application of the skills

and knowledge involved.

Since the advent of Family Practice
saspecialty in the delivery of health
ae there has been considerable
misunderstanding by the medical pro-
fession, organized medicine, and
potertial patients, often described as
health-care consumers, concerning the
Sedidty. The general feeling has been,
insore areas, that it is merely another
reng for general practice and, indeed,
treterms are used interchangeably at
tins This is truly a misconception,
amthough family practice does have
itsheritage in general practice as do all
qedties of medicine and surgery.
Tre difference lies in the fact that
family practice is only eight years of
ag while surgery, for instance, is 40
yasold. During those 40 years fairly
dar concepts have developed, al-
tagh not distinctly recorded in
Mk ay white, concerning what does
addoes not constitute surgery, what
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constitutes internal medicine, pedi-
atrics, etc. Recently developing
“invasive” techniques in diagnosis and
treatment cloud the picture a bit but
still the concepts stand, fairly well
understood by the profession and the
lay public.

Now after eight years the concept
of family practice is beginning to take
a more definitive shape and is finding a
more secure niche in medical educa-
tion and health-care delivery. It is the
purpose of this paper to describe in
some detail one person’s observation
as to what is developing as family
practice and its place in medical educa-
tion and clinical practice. Background
for these observations comes from
years in clinical practice and academic
medicine, and an intimate relationship
with the foundation of family practice
as a specialty.

Patient Management in Family Prac-
tice

The terms “comprehensiveness and
continuity” have been freely and
properly used in relation to the family
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physician from the beginning. They
indicate a unique service, provided to
the patient and his/her family, which
is of prime importance in good total
health care. The terms have been
interpreted in many ways by various
medical specialties who contest family
medicine’s sole proprietorship of their
use. In addition, the majority of
health-care consumers have difficulty
understanding such complexities when
used in definitions. Only when
Stephenslin 1975 carefully delineated
patient management as the “intellec-
tual and acadegiic basis of family
practice” did the terms come to have
real down-to-earth meaning that every-
one, including patients and potential
patients, could upderstand.

Without expounding on Stephen’s
thesis and his excellent defense there-
of, it seems adequate for the purpose
of this paper to quote his conclusions.
“This [patient management] then, is
the intellectual and academic basis for
family practice. This is our field for
inventiveness and discovery. This is
our agenda for research. To be sure,
the family physician may borrow a
great deal' of information and knowl-
edge from other disciplines. Such bor-
rowings constitute a variable and will
not be the same in all areas of the
country or in all settings. But the
constant is the skill of patient manage-
ment. One cannot be a family physi-
cian without highly developing this
skill. One’s bag of technical tricks will
change from time to time. One may or
may not deliver babies or perform
surgery. Whether one does or not
depends largely on personal preference
and local conditions, but the sine qua
non is the knowledge and skill that
allows a physician to confront rela-
tively large numbers of unselected
patients with unselected conditions
and to carry on therapeutic relation-
ships with patients over time. This is
what we should be teaching and learn-
ing and practicing. Everything else is
secondary.” 1

One could not improve on this
basic thesis and the intention here is to
build on this base in advocating both
an academic curriculum for family
practice and a pattern for clinical
practice. As one examines what the
really successful general practitioner
did in the past that made him stand
out among his peers, one finds that it
was successful, outstanding patient
management. He gave to his patients
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quality health care to the best of his
ability, recognized his sphere of com-
petence apd, when necessary, provided
For his patients quality consultation
and referral. Referral did not mean
that his responsibilities for the health
care of that patient ceased. He still felt
the responsibility for the successful
completion of that care —and this
required the utmost confidence and
communication between the family
physician and his consultants.

In his book, “The Walking Patient,”
Oakes quotes Bagby and Wolfe com-
menting on the importance of the
general practitioner in Great Britain:
“No health service, private or public,
can succeed unless careful attention is
paid to the doctor who provides
primary care in the community. All
other decisions depend on what he
decides when the patient is first seen.”

These same skills in management
must be extended into the training of
the family physician today. It should
not be left to chance but should be
taught by intent. Furthermore, it must
be stressed that any physician putting
up his shingle as a family physician
should be willing to accept or assume
the unwritten contract for the respon-
sibility of medical care and health care
for anyone who enters his office. The
assumption of this responsibility
should occur whether the patient is an
adult or a child, a male or a female,
whether the problem involves disease
or is psychosomatic, or whether the
therapeutics involve medicine or sur-
gery. That responsibility for total care
exists whether the family physician
actually uses his/her own skills or
those of a consultant. It follows then
that there should and must be certain
flexibility in the family physician’s
training. As an example of this flexi-
bility, one family practice resident
may learn to perform liver biopsies
and another may not. This is really
inconsequential as long as the one
physician learns to do the biopsy
skillfully and is as competent in doing
it as anyone immediately available and
as long as the second physician selects
a competent individual to perform the
procedure for his patient when indi-
cated. This example could be dupli-
cated a thousand times in the practice
of a family physician.

Patient management and responsi-
bility for total patient care, then, is
the core of family practice and is that
which really makes it a specialty —one
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so very needed when it is exceedingly
important that other specialties con-
centrate on special cognitive and
technical skills. This is the common
denominator of family practice. This is
what should be at the core of family
practice training and practice. This is
the reason that the use of the patient
management problem received its pri-
mary and maximum stimulation
through the certifying examination by
the American Board of Family Prac-
tice. And finally, this is tjie reason that
the American Board of Family Prac-
tice statistics reveal that experienced
family physicians (the practice-eligible
candidates) have done better in the
Patient Management Problems than in
any other part of the certifying
examination.

Other Elements of Family Practice

With the foregoing observations
clearly in mind it is now possible to
turn to other basics of family practice.

One could not continue this discus-
sion further without looking first at
the basic (the biomedical and the
behavipral) sciences, upon which all
medica} teaching and practice are
built, and then giving some considera-
tion to their relationship to family
practice. For the sake of clarity and
order in this discussion these two areas
will be considered the next building
blocks for family practice, although
one could certainly maintain that they
are the real foundations and that
patient management is superimposed.
This will not be argued here, but
rather saved for another day. Cer-
tainly, family medicine could not be a
solid specialty without all three. There
are those who contend that family
medicine cannot be a specialty
without its own area of basic science.
Many do not agree with this conten-
tion but perhaps the term “science of
patient management” might satisfy
skeptics.

The biomedical or natural sciences
came rapidly to the foreground at the
turn of the 20th century when medical
education became university oriented
and the biomedical sciences became
basic to all medical education. This
stimulation, with demonstrated appli-

cation of the biomedical sciences in
clinical medicine, gave impetus to te
development of scientific medicine
it is known today, creating the rd
necessity for the fragmentation dof
medicine into specialties and ab
specialties in the provision of tertiary
care. But it should be pointed out hee
that tertiary care has no sole po
prietorship on the basic sciences nor
it necessary or even advisable for te
same fragmentation to extend ino
primary care. Family practice do
must, and does, have its base in te
biomedical sciences and this, if form
other reason, is why primary e
cannot be given over to Jess educated
individuals. While other individiels
may be assigned specific tasks for
which they are well trained, the dlls
necessary in all the parameters o
family practice require a good founck
tion in the biomedical sders
Specific skills will be discussed lda,

During the past 20 years a rew
basic science has found its way ino
medical education. Known as ea-
ioral science, if is described by thoe
who have studied it longest and kow
it best as originating in anthropology,
sociology, and psychology. It aw®
into being primarily because of a
realization that there was something
lacking in scientific medicine ke
strictly on the biomedical sdetss.
Some called it a lack of “humenism”
others termed it a “lack of recognition
of normal human behavior,” nay
have called it “the lost art of med-
cine.” Whatever the term, this widin
health care could not be popaly
filled by academic medicine without
the answer having its roots in akesic
science where basic researcli cud
help it flower into clinical neddire
This basic science is now known aste
behavioral sciences. There are row
behavioral science departments ina
few medical schools, but nay
academicians still do pot accept it &a
basic science. It is, however, row
included in Part | of the Niiod
Board Examination for nedd
students.

It was not by mere accident tret
the behavioral sciences began ©
flourish and take root with the adat
of family medicine. Although tae
were a few behavioral scientists wak
ing diligently from coast to coast, te
parameters of the science were \ge
and the only outlet for their proouct
into clinical medicine seemed in te
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Consultants

1Hxto be psychiatry.3 When family
padice had its beginning as a new
gedaty in 1969, emphasizing com-
prehersive, continuing medical care,
fanily dynamics, ambulatory medi-
ae, etc, it was quickly recognized
tot many of the problems confronted
fidnothing to do with organ ailments
adthe invasion of a human host by
$ms Rather they had their etiology
®™normalities of human behavior,
unfavorable environments, cultural dif-
feees and a whole host of problems
tot could be understood, helped, or
tiird with the assistance of informa-
jd' filtering into clinical medicine
imthe behavioral sciences. Family
Radice now utilizes this new knowl-
% more than any specialty does,

me.JOURNAL OF FAMILY PRACTICE,

Figure 1. Parameters of Family Practice

chiefly because the nature of the
practice requires its use more often
and in greater depth than most others.
This does not mean, in any sense of
the word, that the use of the behav-
ioral sciences are the exclusive
property of family medicine. Indeed
they are used now to a certain extent
by other specialties and as this knowl-
edge is used in clinical medicine it adds
further stimulation and maturity to
the science itself as one basic to
medicine.

With the roots of family medicine
growing in the basic sciences one may
how examine the parameters of the
specialty in clinical medicine, which
are diagrammed in Figure 1 Family
medicine is a specialty of the future
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Allied Health-Care

Personnel

and is just now approaching maturity
with the establishment of its base in
the basic sciences. It had its beginning
in sweeping social changes and because
of a void in health care. Science can no
longer be isolated from society, but
must become a part of it. As it
develops then, if it is to fullfill its
destiny, family medicine must meet
the challenges presented by the factors
responsible for its origin. It cannot be
a mere combination of internal
medicine, pediatrics, surgery;
obstetrics-gynecology, psychiatry, and
community medicine. It must be more
and different and its objectives must
be tailored to meet the demands of the
present while preparing for the future.
It should never deny its heritage from
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*a.

*b.

*C.

*d.

*e.

*f.

*Q.

*h.

*K.

*1.

774

Table 1. Preventive Medicine

Prospective Medicine — Risk
Factor

Prevention of Arteriosclerosis

Prevention of Adult Onset
Diabetes

Prevention of Rheumatic
Heart Disease

Prevention of Degenerative
Arthritis

Prevention of Cancer
Childhood Immunization
Adult Immunization
Epidemiology

Family Planning

Patient Education
Prevention of Stroke
Prevention of Birth Defects

Prevention of Adverse Drug
Interaction

Table 2. Early Detection of
Asymptomatic Disease

Annual Check-up
(Adults and Children)

Annual Pap, Pelvic, and
Breast Examinations

Tuberculin testing

Methods of Interpreting
Casually Mentioned Problems

Listening to Patient

Alert Observation of Changes
in Patient Behavior,
Appearance, Speech, Gait,
Color

general practice, but it must now be
much more.

Stages of Care in Family Practice

The parameters of family practice
which seem most suitable and practical
were described by Geyman4 in 1975.
They are seen in the diagram in Figure
1 and further delineated in Tables 1
through 5. Fdf the sake of continuity
they are relisted here: (1) Preventive
medicine; (2) Early diagnosis of
asymptomatic disease; (3) Care of
acute and chronic illness; (4) Rehabili-
tation; (5) Care of incurable disease.
This does not in any way indicate a
recorhmendation that family practice
abandon the present education and
present degree of competence in the
clinical practice of medicine, pedi-
atrics, surgery, obstetrics-gynecology,
and psychiatry. Nor does it indicate
any type of specialization that in-
cludes only ambulatory care. Certainly
good patient management and compre-
hensive, continuing care could not
exist if it stopped at the hospital door.
What is suggested is an adjusted
emphasis of curriculum and clinical
practice to meet the needs of patients
and to provide a major contribution to
total health care. Such a realignment
of emphasis will make it much easier
to understand and to encourage the
proper use of allied health-care person-
nel in family medicine. This will be
covered in more detail a little further
on in this discussion.

Preventive Medicine

For several years those who have
been concerned about health-care
costs have been advocating keeping
people well. Certainly prevention does
have economic considerations but
economics is not within the purview of
this paper. Here the concern is to look
at the place of preventive medicine in
family practice. It should be pointed
out that a great deal of preventive
medicine can be and is performed in
family practice as a natural conse-
quence of many office visits. Knowl-
edge of the patient’s heredity, his or
her home and working environment,
life-style, and temperament together
with casual questions and advice per-
formed at each visit can, over a period
of time, constitute a great deal of
preventive medicine. The physician,
however, should be trained in this area
of medicine and should make it a

natural and routine part of higher
practice. All procedures in preventive
medicine cannot be a casual part of
each office visit and some must e
carefully performed by intent. Apar-
tial list is found in Table 1, and it nay
be noted that in the well-organized
practice a great deal of preventive
medicine can very effectively be dore
by the nurse practitioner as a part of
family practice. A sizeable portion of
preventive medicine is patient educa-
tion and the nurse is exceedingly good
in this area. The importance of preven
tion must be emphasized to patients,
although some individuals will not ke
interested in doing anything about
their health until they become il
Many of these people can be reached
by a good prospective medicine pro-
gram and by pointing out to them
their risk factors.

Early Detection
Disease

This area (Table 2) is much re
glected in health care. The neglect hes
come about not by intent on the pat
of the practicing physician hu
through a multiplicity of fadors.
These include busy physicians who ae
thoroughly involved in delivering
quality health care in their area of
specialization not having the time to
keep up with rapid social and scientific
changes for which they are in pat
responsible. A very sophisticated
group of aides in diagnosis of synpto-
matic disease are now available, nany
of which are procedures and tech
niques unheard of a decade ago. Sill,
there has been very little real ativity
or thought directed toward using ca-
tain of these sophisticated procedures
in diagnosing asymptomatic dsese
Here is a very fertile field of ressarch
for family practice. For instance tre
annual physical examination has ben
much maligned as a useless, expersive
exercise in futility, but none of te
critics have brought forth any better
method of early detection of asynpto-
matic disease based on good scientific
data. At this time, until there is moe
positive knowledge concerning di-
ology and prevention, early detection
offers the only definite hope for
increasing the percentage of cures in
cancer. If for no other reason (ad
there are many more), emphasis
education and application in this ae
area lends humanistic, scientific, ad
economic reason for the existence d

of Asymptomatic
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the specialty of family medicine. With
tre erradication of cancer, should this
occwr, many other challenges in this
aea exist. Suffice it to say that even
though, at this point, it is the most
poorly defined parameter in family
practice, it is one of the most
important and should be emphasized
inevery training program. The federal
health-care  establishment in the
United States should enhance its
reputation for benevolence in research
by providing adequate monies for
investigation in early detection. It is
within the realm of possibility that
suooess in this area might make funds
gt further down the road unneces-

Qy.

Te Care of Acute and Chronic
DOiseese

Very little needs to be said here
about this parameter of family prac-
tice (Table 3). Here all of medicine has
gt the major portion of its interest
adits energies for centuries and there
iswery little likelihood that there will
e a sudden or complete change of
direction. Most people seem accus-
tored to demanding or seeking the
snicss of the physician only when
tey are ill, not realizing that the
ngjor etiological forces responsible for
their miseries are to be found in their
environment, diet, life-styles, and a
tatal ignorance of or unconcern about
W constitutes good health. Genetic
factors have intentionally been
omited from the above because one
redly has no choice in selecting his
grandparents.

Consequently this parameter will
cortinue to occupy a major portion of
tre family practice academic curricu-
lumand clinical practice. However, if
fanily practice is to meet its real
potential, fulfill its obligations to
sodiety, and avoid head-on conflict
with other specialties (in which only
tre profession would be the loser),
tren family medicine should begin to
pdae more emphasis on its other
Parareters. Good patient management
naes it mandatory, however, that the
family physician remain active in this
Paraveter within certain spheres of
competence.  The degree of compe-
te which each trainee develops
eqends upon his interest, ability, and
Je of future practice. Combined with
tre skills in patient management and
tre other parameters of family medi-
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Table 3. Care of Acute and Chronic

Disease and Problems

lliness, Behavioral and Environmental

Difficulties
1. Internal Medicine
2. Surgery

*a.

*b.

*C.

*d.

#e.

*f.

*Q.

*h.

3. Pediatrics
4. Obstetrics-Gynecology

5. Psychiatry

Table 4. Rehabilitation

Stroke

Myocardial Infarction
Post-operative
Post-traumatic

Arthritis

Diabetic Complications

Debilitation from Neurologic
Ailments

Congenital Deformities

Table 5. Care of Incurable Disease

*a.

*b.

*c.

*d.

*e.

and the Dying

Cancer

Far Advanced Chronic
Obstructive Pulmonary Disease

Certain Neurologic Diseases
Congenital Diseases

Incomplete Recovery from
Stroke

"The Cardiac Patient”

NO. 5, 1977

cine there should be no conflict with
any other specialty but rather all
should complement one another.

Rehabilitation

The term rehabilitation has devel-
oped a much broader meaning in the
past 20 to 30 years as exemplified in
Table 4. No longer does rehabilitation
include only therapy after stroke,
trauma, or operation, but rather in-
cludes treatment after a multiplicity of
illnesses and ailments from which
maximum recovery can be expected if
that recovery is carefully and properly
supervised with the cooperation of the
patient.

Although in many instances the
rehabilitation process may be started
by the subspecialists or practitioners
of another specialty, such as in the
case of a severe stroke or an extensive,
life-threatening myocardial infarction,
still, in most instances, the final
responsibility for maximum rehabilita-
tion rests with the patient and the
family physician. One could describe
many instances where rehabilitation to
a more useful and productive life
could have been accomplished had
someone interested and adept at that
skill been conveniently available to the
patient.

This in no way is meant to mini-
mize the importance of the specialist
in physical medicine, orthopedic sur-
gery, cardiology, rheumatology, etc,
but the majority of patients do not
have these experts available in their
home environment where rehabilita-
tion must really occur. Therefore in
any health-care system, rehabilitation
must be included as a parameter of
family medicine and should represent
a cooperative endeavor involving the
consultant, the family physician, the
physical therapist, the occupational
therapist, the speech therapist, and the
nurse practitioner. In most of the
smaller communities the physical
therapist must perform double duty in
occupational therapy, and very often
the school speech therapist works with
the family physician in rehabilitation.
In many instances the social service
worker is an important adjunct to the
team.

Care of the Patient with Incurable
Disease

Incurable disease (Table 5) means
many things but most think of cancer
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first of all and the numerous decisions
that must be made along the road to
getting well or leading to an untimely
death. These decisions are made more
difficult and complicated by the fact
that there are so many uncertainties
relating to response and there is fre-
quent disagreement even among those
who are experts in the field of cancer
therapy. Surgery, irradiation, or
chemotherapy —the family physician,
who is the health-care provider closest
to the patient, must be prepared to
participate intellectually, profes-
sionally, ethically, and morally in deci-
sions that must be made. And if all
treatment fails then the family physi-
cian must be prepared to help his
patient through pain, fear, and uncer-
tainty without becoming too emo-
tionally involved himself.

Incurable disease must also include
certain neurologic diseases which are
slowly progressive and which require
special kinds of encouragement and
care.

The patient on renal dialysis or the
individual left crippled by a stroke are
only two more examples of this
parameter of family practice. One
could mention many more, but let it
be said at this point that, for the
young physician to perform properly
in this area, he/she needs special train-
ing and experience.

Allied Health-Care Personnel

Using the patient,management base
for family practice and the parameters
listed in Tables 1to 5 it is much easier
to visualize the roles various allied
health-care personnel can play in clini-
cal family practice and consequently
in a training program.

One of the difficulties which has
been encountered in the past is the
tendency to think of family practice as-
internal medicine, pediatrics, surgery,
obstetrics-gynecology, and psychiatry
being applied to the family in a contin-
uing and comprehensive fashion. In
this context it is difficult to decide
how to use allied health-care personnel
in one’s practice, where they would
fit, and how much they legally should
be allowed or encouraged to do.

When one thinks of family practice
in terms of the parameters, it becomes
quite easy to assign allied health-care
personnel to various areas in a logical
fashion. In Tables 1, 4, and 5, asterisks
have been placed before many of the
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components which could be assigned
to allied health-care personnel. This
constitutes only a partial list and does
not include any assignments from
parameter 3, from which several proce-
dures and skills could be included.
This would certainly be a fertile area
for research and constructive thought.

Consultants

Consultants are those individuals in
a family physician’s practice who,
because of their specialty or sub-
specialty, possess knowledge and skills
outside a particular family physician’s
competence. In a well-organized and
functioning family practice in which
there exists good patient management
there must be an excellent relationship
between the physician and his con-
sultants. There must be mutual under-
standing, respect, and free communica-
tion. There should be no unmention-
able subjects, no biases. The physician
should respect the consultant’s skills in
his field and the consultant should
recognize the family physician as an
expert in patient management and as
an individual who knows his areas of
competence. How fortunate those
patients are who enjoy the care of
such a combination! Figure 1lindicates
that the consultations may occur in
any of the parameters of family
practice.

Comment

This paper has provided a brief look
at family medicine as an academic
discipline and family practice as a
special clinical entity. It has been
emphasized that patient management
is the sine qua non of every family
physician. Patient management in-
volves every member of the family.
Any physician who claims the distinc-
tion of “Family Physician” must be
prepared and willing to accept the
unwritten contract of responsibility
for the health care of any patient
entering his/her office. No other
specialty fits this mold; if it does, then
it is family practice.

The family physician must have a
good base in the biomedical and
behavioral sciences because of the
nature and variety of problems with
which he must deal. Many problems
presented in the office of the family
physician are not well described in the
medical literature, if they are there at
all. Consequently, the physician must

have as broad a base as possible to
correctly approach many diagnoses in
a logical fashion and to apply proper
and reasonable therapeutic measures
Simply put, many problems seen in
the family physician’s office are notin
the book and one must have a scen
tific base by which to apply common
horse sense. No member of the dlied
health-care field should attempt sdo
practice in primary care. The lack ofa
firm and adequate foundation in te
basic sciences makes it impossible for
one in that field to cope with the geat
variability of problems to be faed
each day. Those who believe otherwise
simply have had no experience in
primary care. The nurse practitioner,
however, who is trained to hande
specific situations, is an invaluable
adjunct to family practice.

A thorough grasp of the scope of
family medicine with its intellectual
and academic base in patient menage-
ment, its roots in the biomedical ad
behavioral sciences, and the param
eters it encompasses, together with the
incorporation of allied health-care
personnel and the proper use of cor+
sultants in each of those parameters,
makes a major contribution to te
family practice training program ad
excellent patient care. The concepts
involved lead to a solid curriculum,
proper and useful conferences ad
seminars, and finally an easy and \alid
system of resident -evaluation. In
creased emphasis on total patient
management and all of the parameters
of family medicine rather than too
much stress on the care of acute ad
chronic disease will give a much better
balanced educational program and wil
be more likely to make family practice
the specialty of the future. There isro
intent here to advocate the elimination
of acute and chronic problems which
are included in the family physicians
practice today; rather the intent isto
urge the broadening of the scope of
training and practice so that this aea
of medicine will more completely
meet the health-care needs of a
changing society.
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