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As an evolving specialty with a strong emphasis
on comprehensive care, family practice is rapidly
establishing itself in all patient care arenas: hospi-
tal, office, home, and chronic care facility. Each
of these four sites poses a unique set of rewards,
challenges, and pitfalls.

Because of its direct relationship with other
specialties, the hospital is often the site of conflict,
as evidenced most dramatically by controversy
over hospital privileges. However, as reflected by
the recent American Academy of Family Physi-
cians (AAFP) national survey reported in The
Journal of Family Practice, 1family physicians are
successfully acquiring appropriate hospital privi-
leges. In fact, 95 percent of the family physicians
surveyed by Clinton et allhad privileges they had
requested and felt satisfied with their hospital
privileges. These favorable circumstances resulted
from a clear recognition of the importance of hos-
pital privileges and the vigorous efforts made to
secure them.2

Based on the desire for continued success in the
area of hospital privileges, family practice resi-
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dency programs have designed specific educational
objectives, sought out and obtained appropriate
training, carefully documented this training for
each resident, supported residency graduates in
their efforts to gain desired hospital privileges, and
looked toward organized family medicine for sup-
port and direction. The AAFP survey clearly dem-
onstrates the utility ofthis approach. A significantly
higher percentage of the younger physicians (39
years or younger) than older physicians performed
routine obstetrical care, complicated deliveries,
high-risk obstetrics, surgical assisting, newborn
care, intensive care, coronary care, treatment of
fractures, and psychotherapy/counseling. What
about effectiveness in the other three arenas?
Another study by Fischer et al3 in the same
issue of The Journal of Family Practice addresses
one aspect of this question. Results of their na-
tional survey of office laboratory teaching in fam-
ily practice residency programs contrasts sharply
with the results of the AAFP study. The meticu-
lous planning and attention to detail so essential to
achieving hospital privileges are not widely appar-
ent in teaching strategies for office laboratory. The
great majority of family practice residency pro-
grams had no formal teaching in this area, and
many lacked basic laboratory equipment in their
model practice units. Even though the Residency
Assistance Program recommends a laboratory
medicine curriculum in each residency,4 only 15
percent had such a curriculum in place. Address-
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TRAINING GAPS

ing this same issue of medical education in the
ambulatory setting, a recent study in Connecticutb
evaluated electrocardiographic interpretation
among primary care residents. When presented
with electrocardiograms generated in a model
practice unit, both internal medicine and family
medicine residents failed to correctly interpret
many of the tracings. All residents in the study had
formal conferences in electrocardiography and
read tracings with cardiologists daily during their
cardiology rotation. Their training was intensive
but had not been geared specifically to include
educational objectives for ambulatory based elec-
trocardiography. In fact, a published family prac-
tice curriculum in electrocardiographyéfails to in-
clude many tracings that represent the ambulatory
component of electrocardiography.

Although office laboratory and electrocardiog-
raphy are two specific examples, other questions
about education in the model practice unit arise
immediately. Can residents properly use a head
mirror or light in the model practice unit to exam-
ine a patient’s pharynx and vocal cords? Can resi-
dents correctly interpret audiograms or know
when their office spirometer is malfunctioning?
Do they know how to appropriately teach and then
delegate many of the common office procedures
(eg, Schiptz tonometry for glaucoma testing) to
their office assistants?7 Can residents accurately
evaluate and appropriately manage a family in cri-
sis presenting to them in the model practice unit?

Ambulatory medical education in the model
practice unit is a well-accepted priority in family
practice residency training.8What are the possible
explanations for this contradiction of better per-
formance in the hospital arena than the ambula-
tory arena? Certainly the importance of hospital
privileges for family physicians cannot be under-
rated; with hospital privileges comes recognition
and status among medical colleagues. Traditional-
ly, medical care and ambulatory medical educa-
tion have stressed hospital care.9Ambulatory care
was regarded as drudgery. Although medical edu-
cation in the ambulatory setting now enjoys high
priority,0status equal to hospital-based education
is yet to come. Now that family physicians are
succeeding in the higher status hospital arena, will
family practice educators focus more energy on
specific educational objectives for model practice
units? Greater precision in teaching ambulatory
care should promote more pride in this vital com-
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ponent of family practice education.

Based on the previously discussed strategies
used to gain hospital privileges, the formula for
more rigorous medical education is clear. Greater
attention to general goals and specific educational
objectives for the model unit will generate a num-
ber of educational experiences aimed at achieving
these goals.

Will family practice educators pursue this per-
ceived need? If Fischer et al3 repeat their survey
in three years, will more residency programs have
office laboratory curricula in operation? Further-
more, hospital privileges are granted on the basis
of observed clinical performance; providing an in-
tensive curriculum in office laboratory will not
necessarily result in improved performance in ac-
tual patient care.1,12 Family medicine educators
thus need to make sure that residents not only
understand the details of office laboratories (ie,
cognitive knowledge), but that they also use this
information correctly in caring for their patients
(ie, clinical performance) in the model practice
unit. Success in making the model practice unit
truly a model for ambulatory medical education
will require the same thought, meticulous plan-
ning, and attention to detail so visible in the efforts
to establish hospital privileges.

References

1. Clinton C, Schmittling G, Stern TL, Black RR: Hospi-
tal privileges for family physicians: A national study of
office based members of the American Academy of Family
Physicians. J Fam Pract 13:361, 1981

2. Geyman JP: Hospital privileges of family physi-
cians. J Fam Pract 13:325, 1981

3. Fischer P, Curtis P, Kirkman-Liff BL: The office lab-
oratory in family practice residency programs. J Fam Pract
13:407, 1981

4. Family Practice Residency Assistance Program Cri-
teria. Kansas City, Mo, Residency Assistance Program Proj-
ect Board, 1979, p 41

5. Pinkerton RE, Francis CK, Ljungquist KA, Howe GW:
Electrocardiographic training in primary care residency
programs. JAMA 246:148, 1981

6. Froom J, Tchao P: A curriculum in electrocardiog-
raphy for family physicians. J Fam Pract 12:857, 1981

7. Kehrer BH, Intriligator MD: Task delegation in phy-
sicians office practice. Inquiry 11:292, 1974

8. GehringerGR: The family practice residency. InTay-
lor RB (ed): Family Medicine Principles and Practice. New
York, Springer-Verlag, 1978, p 61

9. Freyman GJ: Priorities in the organization of medi-
cal practice. Bull NY Acad Med 54:23, 1978

10. Ragan C: Graduate medical education. Bull NY Acad
Med 49:316, 1973

11. Pinkerton RE, Tinanoff N, Willms JL, et al: Resident
physician performance in a continuing education format:
Does newly acquired knowledge improve patient care?
JAMA 244:2183, 1980

12. Pinkerton RE: Toward performance based graduate
medical education. J Fam Pract 13:735, 1981

THE JOURNAL OF FAMILY PRACTICE, VOL. 14, NO. 6, 1982



