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Previous studies of the content of family practice have ana-
lyzed the discipline in terms of the clinical problem content.
Taking a different approach, a study group analyzed the care
given to patients by family physicians irrespective of the spe-
cific clinical problems. Working with a reference group of
family physicians in private practice, ten central elements
were identified: (1) comprehensiveness of care, (2) anticipation
of problems and continuity of care, (3) personal relationships
with a patient, (4) medical knowledge and skills characteristic
of family medicine, (5) values and attitudes that enhance fam-
ily medicine, (6) problem definition and medical decision mak-
ing, (7) problem management and resource coordination, (8)
care of the individual within the family context, (9) involve-
ment with the community, and (10) attentiveness to practice
organization. This study provides a different point of departure
for the design and evaluation of educational programs in family

practice.

As part of a faculty development project, the
University of Wisconsin Department of Family
Medicine and Practice undertook to analyze its
family practice curriculum and to validate it using
a reference group of practicing family physicians.
Although there have been a number of studies of
family practice curricula,120 the attempts to ana-
lyze the tasks of practicing family physicians have
examined primarily the clinical problem content of
family practice as recorded by standardized cod-
ing systems2l® rather than the processes of care
used by family physicians. While the former ap-
proach tends to define what the clinical problems
of family practice are, it does not describe the
elements of physician care that undergird man-
agement of problems on individual episodes of pa-
tient illness.

From the Department of Family Medicine and Practice, Cen-
ter for Health Sciences, University of Wisconsin-Madison,
Madison, Wisconsin. Requests for reprints should be ad-
dressed to Dr. John W. Beasley, Department of Family Med-
icine and Practice, 777 South Mills Street, Madison, WI
53715.

To meet the need for a more complete definition
of the core content of family practice (a definition
based on the processes of care as well as on the
clinical problem content), an empirical method
was used to analyze the care given by family phy-
sicians. Thus taking a different approach, the
processes of care used by family physicians were
analyzed rather than the clinical problem content
of the practice. This analysis looks at family prac-
tice from a patient management perspective, a
viewpoint suggested by Stephens.3

Methods

An ad hoc study group of Department of Family
Medicine and Practice faculty members was
formed to conduct the curriculum validation pro-
ject. The relevant literature was reviewed to pro-
vide background, and contacts with the reference
physicians were begun. The reference physician
group consisted of 11 family physicians, all of
whom were in private practice, all board certified.
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and three of whom were residency trained. The
group ranged in age from 34 to 54 years.

First-Stage Telephone Interviews

In prearranged telephone interviews, the refer-
ence physicians were asked, “Describe some care
you have given that you feel typified family prac-
tice.” No coaching was given concerning the
types of patients or families or types of care other
than to assure the reference physicians that an
example of care that best exemplified their role as
a family physician was wanted. The interviews
were recorded and transcribed verbatim. After
the physician had described the care given, he or
she was asked a series of standardized questions
to help elaborate a response. Two illustrative in-
terviews are excerpted below. Most elements ap-
peared to an extent in each interview. However,
as shown below, most interviews were more rep-
resentative of certain elements than others.

Example 1 highlights element 1, comprehen-
siveness of care. Example 2 highlights element 2,
anticipation of problems and continuing of care.

Example 1 Element 1, Comprehensiveness of
Care

My case is of a 26-year-old woman who has already
had two children and is in her fourth pregnancy. Her last
pregnancy ended with the sudden death of the child in
utero four weeks before her estimated date of delivery.
She was obviously quite anxious about the loss of her
last child and was very concerned that this not happen
again. She was wondering whether she should see an
obstetrician rather than a family physician. Her husband
blamed her for the death of their unborn child because
she was helping him on the farm. He was verbally blam-
ing her, but he probably had a great deal of guilt himself.
While 1 was counseling the couple about their anxieties
and guilt feelings, | discovered the husband had a
melanoma. 1 had him followed up. As the couple be-
lieved that supernatural powers had something to do
with their prior prenatal loss, | used this melanoma epi-
sode in counseling them about the coming birth, reason-
ing that perhaps supernatural powers were also involved
in the early detection of the melanoma to keep the father
around longer to take care of the child on the way.

Eventually the whole family became involved in the
pregnancy care. The other two children began to act out
in school, causing behavioral problems. They saw the
pregnancy as a potential threat for uterine death again
and were aware of the guilt feelings that the mother and
father were tossing back and forth.
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| feel the coordination of the psychological problems
relative to the pregnancy could not have been handled
by a psychiatrist alone. Furthermore, an obstetrician
might not have done all of that counseling. This case
also involved dermatology and surgery skills.

Example 2. Element 2, Anticipation of Problems
and Continuity of Care

My example is a 57-year-old man, a patient of long
standing on whom | have done periodic physical exami-
nations over the years. The only striking problem that
we assessed in this patient was a mitral regurgitant
murmur. | presumed all the while that it was due to
rheumatic fever. There was no known history of rheu-
matic fever, but as he grew up in a rural setting, it could
have been entirely possible to have a case go undiag-
nosed. | noted the murmur as a potential problem, as
anyone does who knows about subacute bacterial endo-
carditis and mitral valve disease of rheumatic origin. He
presented one day in the office with a low-grade fever,
just not feeling well. There were no identifying features
of infection. It occurred to me that before we did any-
thing, we should obtain blood cultures. I did the blood
culture on an outpatient basis and learned the next day
that it was positive. He was hospitalized at once, and
repeat blood cultures were positive, too. The organism
was Streptococcus viridans (a-hemolytic streptococ-
cus). We were helped a great deal in dealing with the
problem by our consultant pathologists. They were able
to give us blood levels, and our inhibitory or bacterial
site of concentrations were considered adequate. We
obtained additional consultants from the Mayo Clinic.
Through joint consultation, it was agreed that the treat-
ment regimen of procaine penicillin and streptomycin
was adequate to deal with the disease. The patient im-
proved promptly.

In this case, it was notable that the clinical symptoms
were entirely absent; there were no classic subacute
bacterial endocarditis findings. | think we diagnosed the
disease prior to its manifestation by suspicion of the
possibility and by virtue of his murmur.

Upon receipt of the interview transcripts, the
study group met to define the common elements.
In addition, each member of the reference group
was sent the vignettes of those from four other
members with the request that they, too, extract
common elements, a process that also used tele-
phone interviews. Below is an example of an
interview from this second stage of the study.

Example of Second-Stage Interview

Interviewer: “If you were going to make up
your own list of family practice criteria that you
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see emerging in the case reports, could you tell me
what they would be?”

Physician: “| gather you’re more interested in
definition of what family practice means.”

Interviewer: “Yes.”

Physician: “While reading these case reports |
could almost predict what was going to be said.
When family physicians talk about themselves, if
they’re truly in the right area of specialty, they
always return to the concept of continuity of care,
such as, for instance, the importance of delivering
ababy and watching it grow. This pattern becomes
somewhat repetitious, yet it is a very important
concept.

“The first case report | reviewed concerned a
woman with diabetes and heart failure. A typical
picture is described in which a family physician is
trying to keep her weight and salt intake down.
The crucial factors are the interrelationship with
family members and the constellations of family.
We all know good care is not simply a matter of
mitral regurgitation and a pill; it is whether the
family cooperates with the physician and under-
stands and helps the woman.

“In another case, it struck me that there was dis-
cretion in anticipating medical problems in a pa-
tient with subacute bacterial endocarditis. The
physician had known the individual for some time
and was anticipating something of that nature
would happen.”

The study group met again and refined the re-
sponses from the second-stage interviews. As an
effort at further validation, the study group asked
four reference physicians the following question:
“Ifyou were going to evaluate your friend’s family
practice, what criteria would you apply?” Again,
the structured telephone interview was used. The
responses to this very strongly emphasized good
practice management, which was then added to
the list of central elements.

Results

This analysis of the care given by family physi-
cians resulted in ten elements emerging as central
to family practice. These were discussed and re-
fined until the group reached consensus. Physi-
cians who had not participated in defining the ele-
ments were then asked to read them for clarity and
salience. Final editing was done to resolve confu-
sion. The ten elements and their descriptions are
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listed below. The order of listing does not imply a
ranking of relative importance.

Ten Central Elements of Family Practice

1 Comprehensiveness of Care: The ability to
recognize and be responsible for the care of the
full range of medical problems, chronic and
masked as well as acute and obvious.

2. Anticipation of Problems and Continuity of
Care: Care of a patient over an extended period of
time by one physician in such a way that a pa-
tient’s problems are adequately managed. This in-
volves (1) availability of care, (2) commitment to
keeping track of a patient’s problems and their
resolutions, and (3) anticipating health risks.

3. Personal Relationships with a Patient: The
ability to develop, across time, a sense of partner-
ship, friendship, and commitment to the patient,
characterized by mutual personal investment,
sensitivity, honesty, trust, and respect. The key to
the relationship is the physician’s having a sense
of the patient’s worth and dignity.

4. Medical Knowledge and Skills Characteris-
tic of Family Medicine: Competency to apply
skills in all areas of medicine to the problems pre-
sented by a representative patient population.

5. Values and Attitudes that Enhance Family
Medicine: Placing highest priority on the patient’s
needs and interests, recognizing and accepting
one’s own strengths and limits, and counseling pa-
tients in a commonsense, nonjudgmental manner
and with a sensitivity to patients’ beliefs and val-
ues so as to be a positive therapeutic influence.

6. Problem Definition and Medical Decision
Making: The ability to recognize and define the
patient’s problems from the presenting com-
plaint, past history, and family context, to verify
and diagnose those problems, and to select the
most appropriate treatment.

7. Problem Management and Resource Coor-
dination: The ability to implement appropriate
management plans according to the patient’s
needs and to use appropriately all resources avail-
able to the physician.

8. Care of the Individual Within the Family
Context: Caring for individuals using the data, re-
sources, and trust gained from looking after other
family members at various stages of their lives.

9. Involvement with the Community: Participat-
ing actively in the life of the community and utiliz-
ing the understanding and relationships that result
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Table 1. Results of Ranking the Elements of Care

Practicing Family Physicians Family Practice Residents

(n = 19) (n = 12)
Standard Standard
Mean Deviation Mean Deviation
Elements Rank  Score of Score Rank Score of Score
1. Comprehensiveness of care 3 66 19 1 72 16
2. Anticipation and continuity 4 63 10 4 59 13
3. Personal relationships 1 76 23 2 61 20
4. Medical knowledge and skills 2 69 29 3 60 8
5. Values and attitudes 8 40 22 8 44 22
6. Problem definition and medical decision 5 57 22 5 54 19
making
7. Problem mangagement/resource 7 42 19 6 52 20
coordination
8. Care within family context 6 47 20 7 50 24
9. Involvement with the community 10 17 9 9 26 14
10. Attentiveness to practice 9 26 13 10 22 10

organization

as resources for patient care.

10. Attentiveness to Practice Organization:
Improving the efficiency of service and the quality
of care by monitoring the way the practice func-
tions; this includes (1) accessibility of service, (2)
timely patient flow, (3) good medical records, (4)
sound business management, (5) good staff mo-
rale, and (6) effective partner interaction.

Ranking of Results

In examining the elements of care, it is reason-
able to ask whether any of the elements are sub-
stantially more important to family physicians
than any other elements. The elements have been
used to focus faculty and resident discussions re-
garding the content of family practice training and
the relationship of that training to practice.

On several occasions after such a discussion,
the family physicians and family practice residents
were asked to rank the importance of the elements
using a modified nominal group process according
to their own sense of family practice. After rank
ordering the elements, the participants were asked
to assign a value of 10 to the least important ele-
ment. They were then asked to consider the next
most important element and to compare it with the
least important. For example, if the second ele-
ment was twice as important, they were instructed
to multiply the score of the lowest ranking element
by two for a score of 20. Or, ifthe second element
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was equally important, they were instructed to
multiply by one, and it too would then have a
score of 10. Any value that reflected their individ-
ual sense of relative importance was acceptable.
They were then asked to continue this process,
giving a score to each element, working their way
up their list in a similar fashion. Each individual
list of scores was then standardized to a total list
sum of 500, and the individual values were recalcu-
lated based on the individual’s actual sum. This
gives each participant an equal vote in the group
estimate of a score for each element. Table 1indi-
cates the result of this method for identifying rela-
tive rank and value for the elements.

Fifteen practicing family physicians and 11 res-
idents participated in this demonstration. The rank
lists and scores are similar. Of equal interest is the
wide range of scores assigned to each individual
element as indicated by the large standard devia-
tion for each. For elements 1through 8, there was
a range of at least 5 rank positions for each (some
individuals ranking the element as high as 1 or
2 and others ranking the same element as low as 5
to 8). Elements 9 and 10 (community involvement
and practice organization) were ranked quite dif-
ferently from the others, which were more similar,
with the majority of participants ranking elements
9and 10 in the lowest several ranks. This different
emphasis is also consistent with the gap of esti-

mated mean weights for these elements compared
with the others.
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Comment

These ten elements, while generally resembling
the usual descriptions of the “core” knowledge of
family practice, do differ in certain ways. Clearly,
this group of reference family physicians did not
see the family as such as the unit of care. However,
care of the individual within the family context
(element 8) was reasonably important. On the
other hand, element 9, involvement with the com-
munity, and element 10, attentiveness to practice
organization, are often not considered to be part of
the core learning for future family physicians.

No claim is made for the significance of these
ranks and scores in a statistical sense. Rather, a
method has been developed that forces persons to
look at the importance of the elements in a more
guantitative sense. The process has been helpful in
fostering discussion of the contribution of these
elements of family practice to the ways in which
family physicians organize practice and to the or-
ganized training needed to prepare physicians for
practice.

Areview of these elements can assist educators
in designing family practice teaching programs for
students or residents by providing a checklist for
curricular content, eg, how should students be
taught to “care for the full range of problems"?
Perhaps a more difficult question is, how can they
be formally evaluated in this regard?

While questions like these lead to more difficult
educational challenges, they will be more useful
than questions based solely upon the clinical prob-
lem frequency encountered in family practice.
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