Consensus Development for Research and
Patient Care

John P. Geyman, MD
Seattle, Washington

Exponential increases in the complexity and di-
versity of biomedical research have raised many
difficult scientific, medical, social, economic,
ethical, and legal issues. Until recently, there has
been no organized way to deal with many of these
issues in a coordinated way. An important ad-
vance in this respect is the Consensus Develop-
ment Program of the National Institutes of Health,
now over two years old.

This program is part of a larger forward plan-
ning process affecting the directions and priorities
of the future research activities of all of the 11
Institutes of Health. In his excellent new book,
National Priorities for Health: Past, Present and
Projected, Rushmer clarifies the role of this new
program in the (1) identification of gaps and oppor-
tunities in research, (2) assessment of research re-
sults in terms of safety, usefulness, cost, and rela-
tive effectiveness, and (3) wide dissemination of
valid clinical knowledge to the health care com-
munity. Figure 1 illustrates the elements of this
process.1

The keystone of this program is the Consensus

Development Conference, bringing together prac-
ticing physicians, research scientists, consumers,
and others for discussion and debate of a clinical
subject of current or potential importance to pub-
lic health. Perry and Kalberer have recently re-
ported on the process and experience of these con-
ferences, during the last two years.2 The clinical
importance and breadth of subjects of these con-
ferences are demonstrated by the following con-
tent areas already addressed: mass screening for
colorectal cancer, treatable brain diseases in the
elderly, tonsillectomy and adenoidectomy,
antenatal diagnosis, devices for blood pressure
measurement, amantadine and influenza, febrile
seizures, cesarean section, and computerized to-
mographic scanning of the central nervous system.

Each Consensus Development Conference deals
with specific, practical (and usually controversial)
clinical questions. A recent conference dealing
with febrile seizures, for example, addressed the
following kinds of questions: (1) what are the risks
facing a child who has a febrile seizure? (2) what
can chronic or intermittent prophylaxis accom-
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plish in reducing those risks? (3) what is a rational
approach to management of this problem? and (4)
are further clinical, experimental, or epidemiolog-
ic studies needed?3 This meeting involved open
debate and interdisciplinary discussions, and in-
cluded representatives from the American A-
cademy of Pediatrics, the American Academy of
Family Physicians, the American Academy of
Neurology, and the Child Neurology Society.
This issue of The Journal of Family Practice
includes areport ofa 1979 Consensus Development
Conference on estrogen use in post-menopausal
women.4This journal welcomes the opportunity to
participate in the dissemination phase of this im-
portant program, which is a promising approach to
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the evaluation and transfer of biomedical advenos
to improved patient care in the community.
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Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
allows. Letters should be typed double-spaced,
should not exceed 400 words, and are subject
to abridgment and other editorial changes in
accordance with journal style.

Hospital Care by Family
Physicians
To the Editor;

Several papers have been pub-
lished recently concerning the
granting of hospital privileges to
the family physician.13 It has also
been shown that there are striking
regional differences for granting
similar privileges to family physi-
cians.1 Assuming relatively equal
ability and educational experience
throughout the United States, the
basis for this difference must surely
be economic as well as political in
nature. It has been argued that this
is the accepted “lot” of the family
physician but, as a specialist, | find
this hard to accept. It is even
harder to convey understanding of
this problem to family practice
residents when they are working
side-by-side with medicine, pediat-
ric, and obstetrical peers in a uni-
versity setting. Not only do they
compete for patient care experi-
ence, but also attempt to establish
“self-identify” in an atmosphere of
subspecialization exactly parallel
to that encounterd in a private
practice. In the community based
family practice program, with no
other competing residents, accept-
ance and identification problems

are probably of less magnitude, but
still present.

How can we as faculty for the up
and coming family physicians help
them gain acceptance by their sub-
specialist peers, hopefully circum-
venting the question of political and
economic prejudice, and gain
privileges strictly on the basis of
their ability? One step would be to
form a firm consensus at the na-
tional level of what is needed to be
taught during the three years of res-
idency. More critical is whether or
not the core or foundation of family
practice should be mostly behav-
ioral, or should be the basic clinical
sciences with a working knowledge
and appreciation for the psychody-
namics of the family unit. What-
ever skills and objectives are
selected, it is then the individual
program’s responsibility to educate
the resident to the level of any
specialist for those given skills and
objectives. Once the resident has
the cognitive skills and documen-
tation of procedures, he should
then be able to successfully apply
for privileges based upon objective
data. It is not surprising that with-
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out this data, regional differences
occur depending upon the execu-
tive committee of a given hospital.
With the federal funds available to

family practice, with the current
patient acceptance, and, lastly,
with the residency trained teachers
coming into the field, we have the
tools to give the residents what
they need.
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The ultimate question is wether
or not the family physician saud
care for certain selected hoyi
talized patients. Without the ahove
mentioned objective data he ca-
tainly cannot. My bias is that a
family physician trained in ahehav-
iorally oriented program will do
have difficulty. Even with exelert
training and documentation, en
nomic and political factors may
make some hospital privileges dif-
ficult to obtain. Success in tha
situation will depend upon the de-
termination of family practice a
the individual as well as the na-
tional level to become an accepted
specialty within the medical com
munity. Establishment of dind
Departments of Family Practicere-
sponsible for “Level 1" pivileges
seems to be an excellent model
which, if accepted through the na-
tion, could be the basis for more
self-determination by family prac-
tice in the hospital setting.

David A. Driggers

Lt Colonel, USAF, MC

Chief;

Family Practice Resident Training
David Grant USAF Medical
CenterISGHF

Travis AFB, California
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