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Medical students frequently have questions about the specialty of family practice.
Responses to 30 questions commonly asked about family practice are presented 
with a review of recent literature. These responses may assist medical students 
and their advisors in considering the choice of family practice as a career.

M edical students frequently have questions about the 
specialty of family practice. Because students re­

ceive most of their clinical education from academic, ter­
tiary-care consultants, they may be given little or inap­
propriate information about family practice.

Since the publication in 1983 of the original article 
dealing with questions medical students ask about family 
practice,1 there have been important changes in health 
care in the United States that make a revision timely. Most 
notably there has been dramatic growth in the managed 
health care industry, which has changed and expanded the 
market for family physicians. A growing crisis in medical 
liability insurance has stressed the role of the family phy­
sician, particularly in obstetrical care.

In preparing this second edition of responses to ques­
tions, interested medical students were surveyed at the 
University of California, Davis, the University of Wis­
consin, Madison, and also surveyed were a national sam­
ple of students attending the 1986 National Conference 
ofStudent Members of the American Academy of Family 
Physicians. The students in these settings were remarkably 
uniform in placing greatest emphasis on questions re­
garding future opportunities for family physicians after 
residency, and expressing greatest concern for potential 
restrictions on the role of the family physician.
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In response to these surveys and current trends, one 
question was deleted and five more were added. The re­
sponses to other questions have been updated as necessary. 
As in the previous article, the responses are succinct, with 
references, where possible, to support the statements. It 
is hoped these responses will be useful to medical students 
and their advisors as a part of a career-guidance program 
for students considering the specialty of family practice.

Question 1: What is family practice, and how does this 
specialty differ from traditional general practice?

Family practice is the medical specialty that is con­
cerned with the total health care of the individual and the 
family. It is the specialty of breadth that integrates the 
biological, clinical, and behavioral sciences. The scope of 
family practice is not limited by age, sex, organ system, 
or disease entity.2

Family practice follows the general practice tradition 
but has some major differences. Family practice residen­
cies were developed in response to a perceived need by 
the public, the medical profession, and the government 
for the development of a well-trained generalist. Before 
entering practice, in addition to broad hospital training, 
residents receive extensive training in comprehensive and 
continuous outpatient medicine for all ages. As a specialty, 
family practice has stringent requirements for continuing 
education and board certification. Family practice com­
bines the content of general practice and other clinical 
disciplines, including the behavioral sciences and preven­
tive medicine, and integrates them into a single specialty 
with a focus on patient care in the context of the family 
and the community.3 4

Question 2: Is it possible to be a competent family phy­
sician? How can one know enough about the many clinical 
areas in medicine?

The amount of knowledge necessary to be a good family 
physician is not greater than the amount of knowledge
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necessary to be any other specialist, such as a pediatrician 
or a neurologist.5 Family medicine as a discipline inte­
grates knowledge about many common health problems 
shared with other disciplines. About 70 percent of all 
problems seen by a family physician fit into 30 diag­
noses.6-7 It is not difficult to acquire and maintain high- 
quality clinical skills to manage the most frequent prob­
lems of patients in a primary care setting. Computer-based 
applications will allow the family physician to continue 
to manage a broad range of preventive needs and medical 
problems in an efficient and up-to-date manner.8-10

Question 3: Do family physicians refer many o f their 
patients to other specialists?

Family physicians manage exclusively over 90 percent 
of problems they encounter with the confidence that they 
are handling these problems as well as, or better than, any 
other specialist. A consultation is requested for about 7 
percent of problems, and the family physician continues 
to manage the patient. When a referral is made (0.9 per­
cent to 3.0 percent of problems), the family physician 
remains active in the care of the patient.11-13

Managed health care systems, which place primary care 
physicians as the first contact and manager for all patient 
care, discourage unnecessary referrals to other specialists 
so that costs can be controlled.14 These systems often pre­
fer family physicians over general internists because the 
rate of referrals is lower and the overall cost of care is 
less.15,16

Question 4: Will there be a need for family physicians 
in the future when there is a surplus o f other specialists?

Because of the efficiency and cost effectiveness of family 
physicians in the increasingly competitive health care sys­
tem, their role seems secure.15-17 It is clear that the relative 
surplus of physicians will be far greater in medical and 
surgical subspecialties than in the primary care special­
ties.18

With the growth of managed health care systems, which 
often prefer family physicians, the future need for family 
physicians is likely to be much greater than projected in 
the GMENAC report.19-21

Question 5: What practice opportunities will be available 
in the future for family physicians?

Many areas of the country are greatly underserved and 
need family physicians. Family practice openings are nu­
merous in urban, suburban, and rural areas. The president 
of the National Association of Physician Recruiters stated 
recently that family physicians are in the greatest demand 
among all specialties.22 A recent Physician Placement 
Bulletin of practice opportunities in California listed more 
family practice positions than internal medicine, pediat­
rics, and obstetrics-gynecology combined.23 Family phy­
sicians have the widest variety and type of practice loca­
tions available of any specialty.

Family practice has an advantage over other specialties 
in that a population of 2,000 is adequate to keep a family 
physician busy. It takes an unserved population of over

10,000 to accommodate most other specialists.24 Hence, 
growing communities frequently need more family phy. 
sicians.

Question 6: Is family practice only for rural commu­
nities, or is this specialty appropriate for urban areas'! ■

Family physicians are needed in communities of all 
sizes and types. Surveys of recent graduates of family 
practice residencies continue to demonstrate a wide va­
riety of practice-location choices. In the most recent survey 
by the American Academy of Family Physicians (AAFP) 
of residency graduates, about 55 percent chose rural com­
munities of 25,000 or less, and about 30 percent chose 
metropolitan areas of 100,000 or greater.25

A renewed interest in the role of the family physician 
in the urban environment has been expressed.26 With the 
advent of managed health care systems, many of which 
are based on the family practice model of health care, 
there are increased opportunities for family physicians inj 
urban and suburban areas throughout the country.

Question 7: Will family physicians be able to maintain 
hospital privileges?

The great majority of family physicians are active in 
the care of inpatients and have all the requested privileges 
for which they were trained. The AAFP has established 
the maintenance of hospital privileges for family physi­
cians as a top priority.27'28 Criteria have been negotiated 
with other specialties, such as cardiology and obstetrics- 
gynecology, for the approval of hospital privileges foi 
family practice residency graduates. A national survey of 
family practice residency graduates has shown that over 
96 percent have all the hospital privileges they requested, 
with 89 percent having privileges in intensive cart 
units.29,30 More recent regional surveys of residency grad­
uates confirm an active role for family physicians in hos­
pitals.31-34 As long as the profession of family practice in 
this country considers hospital privileges to be an impor 
tant priority, it is unlikely there will be any significant 
change in the hospital-based role of the family physician,

Question 8: Is family practice a satisfying career choice, 
or does it become monotonous?

Surveys of family practice residency graduates indicate 
high levels of personal and professional satisfaction.29® 
The variety of medical problems is such that no day in 
the office is the same. In an average month, a family phy­
sician may see patients with up to 400 different diag­
noses.36

The family physician receives the greatest satisfaction, 
however, from an intense involvement in the changing 
lives of patients. The family physician has a fascinating 
and privileged role that increases with time as the phy­
sician gains a deeper understanding of his or her patients! 
in the community setting.

Question 9: Do family physicians take care o f patient; 
with serious illnesses?

Many times family physicians are involved with the 
management of acute and chronic illnesses of a serious
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nature. While family physicians may emphasize preven­
tive care and the promotion of health, their care of patients 
with serious illness continues to be an important part of 
their practice. Overall, about one third of office visits are 
for potentially serious problems (eg, abdominal pain, car­
diovascular disease).36

In a 1984 study of residency-trained internists and 
family physicians, both admitted patients to the intensive 
care and coronary care units, and both hospitalized about 
195 patients per physician per year. Family physicians 
managed more acute illnesses and trauma patients and 
saw slightly fewer chronic care patients than did the in­
ternists.37 In another study of office practice, there was 
no difference in the number and distribution of medical 
problems and the general health status of chronically ill 
patients treated by family physicians and internists.38

Question 10: Are family physicians trained adequately 
for their job?

Residency-trained family physicians deliver excellent 
primary care. The outcome of patient care is similar to 
that of other groups of highly trained physicians.39 Because 
residency training is designed specifically to train family 
physicians for their job, the vast majority feel well pre­
pared.29,35 Only 1 to 2 percent of recent residency grad­
uates stated that having to care for medical or surgical 
problems beyond their training was a serious problem.15 
One recent survey noted that only 1 percent of family 
physicians desired “more specialization,” compared with 
5 percent of internists, 8 percent of general surgeons, 7 
percent of ophthalmologists, and 11 percent of neurosur­
geons.40

Question 11: What is life like for a family physician? 
Is there time for a good personal and family life?

The typical family physician works 50 to 60 hours a 
week in direct patient care.29,41 About 80 percent of res­
idency graduates practice in partnerships or group prac­
tices that have call-sharing arrangements.29,42 Coverage 
arrangements can be made so that the physician may work 
part-time and still maintain an active involvement with 
patient care. Family practice compares favorably with 
other specialties in the amount of free time and involve­
ment with personal and civic activities.40,43

Question 12: What about malpractice insurance? Could 
the high cost prevent family physicians from doing ob­
stetrics and other procedures?

During the mid-1980s there was another escalation in 
the cost of professional liability insurance for all physicians 
as a result of a marked increase in the number and amount 
of claims. In general, family physicians have had a fa­
vorable claims experience when compared with other 
physicians.44-46 Premium rates are determined separately 
for each specialty. In one multistate insurance company, 
in 1987, the premium rates actually went down for family 
physicians performing minor surgery, including office 
surgery, vasectomy, dilation and curettage, and surgical 
assisting in the hospital.47 Although there is great variation

in premium rates among the states, the average premium 
for a family physician performing the above-stated pro­
cedures would be about $2,000 for the first year out of 
residency and about $6,000 by the fourth year (claims- 
made coverage, which is becoming the national stan­
dard).45,46

Insuring for obstetrical care is a special problem. Given 
the current size of awards for undesired obstetrical out­
come, delivering babies in the United States may become 
uninsurable. While most family physicians doing obstet­
rics pay about one half the premium of obstetricians, this 
care more than doubles the overall cost of insurance. If a 
family physician receives an average income of $ 1,000 
per birth, then the income from eight or more deliveries 
each year will be needed to pay the insurance (less in the 
first year, as the premium is lower). While many family 
physicians have discontinued obstetric care because of 
this problem, those placing a high priority on delivering 
babies continue doing obstetrics. Hospital privileges and 
quality of care have not been a problem.31 Actually, family 
physicians compared favorably with obstetricians in the 
care of low-risk patients, with studies reporting less mor­
bidity caused by technological interventions.48-50

Medical students have been shown to exaggerate the 
problem of insurance fees for family physicians delivering 
babies as a result of being given misinformation from 
physicians.51 Such misinformation may negatively affect 
their career interest in family practice.52

Question 13: How do family physicians keep up with 
medical advances?

Continuing education occurs in a variety of ways, in­
cluding dialogue with colleagues, learning from consul­
tants, reading medical journals, and attending courses and 
medical meetings. The number of major advances each 
year affecting patient care at the primary care level is not 
that great.

The American Board of Family Practice was the first 
specialty board to require recertification for ongoing 
membership. Recertification involves a cognitive exam­
ination and an audit of a selected number of office practice 
records. No other specialty requires such a degree of con­
tinual updating of medical knowledge and skills.

Information management of patient care is rapidly ex­
panding, with video and computer hardware supporting 
increasingly sophisticated software. Encyclopedic data­
bases are now available on optical discs or by telephone 
data transfer. The family physician of the future will have 
ready access to ever-increasing amounts of information 
and continuing education to assist in the care of pa­
tients.9,10

Question 14: Can I specialize in a field such as general 
surgery or obstetrics-gynecology and still do family prac­
tice?

Although there is nothing to restrict any licensed phy­
sician from doing general practice or any specialty, phy­
sicians readily acknowledge their lack of expertise in han-
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dling problems outside their specialty area. The ability to 
manage confidently a wide variety of problems requires 
years of generalist training beyond medical school. There 
has been a documented decline in broad clinical knowl­
edge during the first year of residency training in specialties 
other than family practice.53 Furthermore, board certifi­
cation in family practice requires residency training in 
family practice and, as of 1990, only residency-trained 
family physicians will be able to join the American Acad­
emy of Family Physicians.

Question 15: Can the family physician be an expert in 
anything?

The family physician is an expert in the evaluation and 
management of common health problems, has an un­
derstanding of the whole person in the context of the fam­
ily and the community, and emphasizes disease preven­
tion and health promotion.

Along with this expertise, many family physicians de­
velop a special interest in certain areas. For example, 
family physicians commonly have a special interest and 
expertise in sports medicine and fitness, preventive med­
icine, childbirth, and geriatrics. The variety in family 
practice allows the physician to have expertise and be ac­
tive as a community leader in diverse areas.

The literature of family medicine is expanding with the 
growing scholarship and research in the discipline. Family 
physicians are being increasingly recognized as experts in 
many areas of medicine and are contributing to new 
knowledge.54-60

Question 16: Is further training available after a family 
practice residency?

While a great majority of family practice residents go 
into some form of practice or teaching after residency, 
there are a growing number of fellowship opportunities 
available. These include fellowships in geriatrics, faculty 
development, obstetrics, sports medicine, and others. The 
American Board of Family Practice recently negotiated 
with the American Board of Internal Medicine a common 
fellowship pathway for obtaining a certification of special 
competence in geriatrics. As a generalist specialty, family 
practice will resist the trend to subspecialize, however, 
there will be a growing range of opportunities for advanced 
training. A directory of fellowship opportunities in family 
practice is maintained by the American Academy of 
Family Physicians and the Society of Teachers of Family 
Medicine.

Question 1 7 :  After residency training, what career op­
tions are available, for example, in settings other than a 
traditional practice?

Family practice residency training provides broad and 
liberal knowledge that gives the graduate many options 
besides traditional practice. Many graduates work in 
community hospital emergency rooms, student health 
centers, health maintenance organizations, and as cor­
porate physicians. Often the family physician is in a man­

agement role in these locations. The great variety of op­
portunities is evidenced by the offerings in the classified 
advertisements of many medical journals.

Family practice residency training also prepares a phy­
sician to pursue a role in public health and international 
medicine. The American Academy of Family Physicians, 
the Society of Teachers of Family Medicine, the Centers 
for Disease Control, and the World Health Organization 
maintain information on public health and international 
opportunities for family physicians. The family practice 
specialty concept is spreading rapidly throughout the 
world.

Question 18: How do physician assistants, nurse prac­
titioners, and midwives fit in with the role o f the family 
physician in the future?

Physician assistants, nurse practitioners, and midwives 
developed as new members of the health care team, par­
ticularly in response to the need for providers in medically 
underserved areas. These allied health professionals were 
never intended, nor trained, to replace family physicians. 
These practitioners, however, can extend the breadth and 
quality of family practice, particularly in health promo­
tion, screening, and patient education. They work with 
the family physician, who remains the essential provider! 
of comprehensive and continuing health care. As a sub­
stantial physician surplus develops, the number of training 
positions available for physician assistants and nurse 
practitioners is decreasing.

Question 19: Do family physicians focus on the familyj 
in health care?

Although family physicians frequently treat patients as 
individuals, there is a growing appreciation that many 
health problems are part of a family system that must be 
recognized and treated so as to achieve therapeutic success. 
Family physicians have combined with family therapists 
in researching and promoting this exciting dimension of 
family practice.61,62

Question 20: Are family physicians responsive to meet­
ing community needs?

Family physicians have a long record of being respon­
sive to community needs. Studies have shown that family 
physicians are more willing than other specialists to hold 
convenient office hours, make house calls, see emergency 
patients, and participate in community activities.43 Family 
physicians also become involved in community health 
programs, such as smoking cessation, fitness, cardiopul­
monary resuscitation training, student athletic screening, 
team physicians, hospice programs, and many others. 
Family practice is the specialty that best fits and promotes 
the concept of community-oriented primary care.63

Question 21: What is a family practice residency, ani 
how does it vary in structure around the country?

Family practice residencies are accredited by the Ac­
creditation Council for Graduate Medical Education and 
must meet certain educational criteria to ensure adequacy
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of training. The overriding emphasis of family practice 
training is learning to provide continuous, comprehensive, 
cost-effective, family-centered health care. This knowledge 
is acquired through the resident’s experience in a model 
outpatient clinic, called the family practice center, 
throughout the three years of residency training. While 
the family practice training is integrated with rotations in 
other specialty and subspecialty areas, family practice res­
idents begin developing their own panel of patients and 
families in the family practice center from the outset of 
their first year. The amount of time spent in the family 
practice center increases with each year of training. This 
extensive outpatient experience makes the family physi­
cian uniquely prepared for today’s cost-conscious health 
care systems.

The three-year family practice curriculum includes 
training in family medicine, internal medicine, obstetrics- 
gynecology, general surgery, pediatrics, geriatrics, psy­
chiatry and human behavior, community medicine, 
emergency medicine, orthopedics, ophthalmology, otolar­
yngology, urology, radiology, and practice management.

Family practice residency programs vary both in struc­
ture (eg, public and private community hospitals and uni­
versity hospitals) and curricular content depending on the 
individual program’s faculty, hospital, and community 
resources. Each residency program has its own particular 
strengths and atmosphere. Residents have the flexibility 
to develop their own clinical interests within the specialty, 
for example, adolescent medicine, allergy and immunol­
ogy, sports medicine, research, childbirth, geriatrics, in­
ternational health, etc.

Question 22: How difficult is it to get into a good family 
practice residency?

Currently there are 381 accredited family practice res­
idency programs with a total of 2,544 first-year positions.64 
Each year approximately 80 percent of the family practice 
positions offered through the National Residency Match­
ing Program are filled. The remaining positions are filled 
through other mechanisms, so that at the beginning of 
each academic year, family practice residencies are 97 to 
99 percent filled. This rate compares favorably with other 
specialties.65 While there is some competition for the most 
popular family practice residencies, it is not difficult for 
most students to secure a position in a good residency 
program.

Question 23: Is it possible to do a flexible internship 
and then enter a family practice residency?

Yes. The flexible internship, however, must provide a 
diversified experience that includes two months of general 
internal medicine, one month of pediatrics, one month 
of general surgery, one month of obstetrics, one month 
of emergency medicine, and six months of broadly based 
experience acceptable to the American Board of Family 
Practice (ABFP). Straight pediatrics or internal medicine 
internships usually qualify for six months credit. These

experiences do not provide the ambulatory care education 
gained through seeing patients in the family practice cen­
ter. It is at the discretion of the residency director as to 
whether credit for other internship experience should be 
requested from the American Board of Family Practice.

The attrition rate for family practice residencies is low, 
and the number of available positions in the second year 
is limited. Nevertheless, when these positions become 
available, family practice has been a leader in trying to 
accommodate those who have made a mismatch in their 
original speciality choice. Information on available sec­
ond-year positions can be obtained by contacting the res­
idency programs or the Education Division of the Amer­
ican Academy of Family Physicians.

Question 24: Do combined residency programs, such 
as internal medicine-pediatrics, provide comparable 
training as family practice for primary care?

It is difficult to compare the content of internal med­
icine-pediatrics training with family practice training, be­
cause these combined programs are not reviewed as single 
residencies by a separate accrediting body, and no doc­
ument outlining their required content exists. The content 
of individual internal medicine-pediatrics programs varies 
considerably.66

These combined programs may appeal to those students 
who want to provide primary care to children and adults 
but do not have an interest in obstetrical care or the sur­
gical elements of family practice. The difference, however, 
between family practice residencies and combined pro­
grams goes far beyond obstetrical and surgical training.

Combined programs do not require as much time in 
outpatient training and their residents do not care for 
whole families over a three-year period. They also do not 
provide, to the same extent, many of the elements offered 
by family practice training, such as community medicine, 
preventive medicine, techniques for home visiting, patient 
education, and training in the understanding of family 
systems.

A follow-up study of two combined internal medicine- 
pediatrics residencies revealed that only about one half 
of the graduates continued with the primary care of chil­
dren and adults; the rest pursued just internal medicine, 
pediatrics, or a subspecialty.67

For these reasons a student is well-advised to pursue 
family practice as the best training for the primary care 
of children and adults.

Question 25: What are the academic qualifications of 
students entering family practice?

In one study the average part II National Board Ex­
amination scores for students entering family practice 
residencies was 541. The average score of the entire group 
of students entering all specialties was 539. For part III 
the score was 549 for family physicians and 526 for all 
specialties.53 Another study indicated that the premedical 
academic qualifications of students selecting family prac-
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tice (as measured by undergraduate grade point average 
and Medical College Admission Test scores) are compa­
rable to those of students selecting other specialties.68 In 
general, students entering family practice have the same 
qualifications as those entering other specialties.

Question 26: What is the average income o f a family 
physician, and how does this compare with other special­
ists?

Family physicians enjoy an income that compares fa­
vorably with other specialists in primary care. A recent 
survey in Medical Economics indicated that the average 
net income for family physicians in 1986 was about 
$86,000 per year.69 Roth Young Personnel Service pro­
jected a 1987 median net income for family physicians 
of $99,700 per year.70 The range of income varies greatly 
depending on type of practice and full- or part-time prac­
tice.

In recent years procedural specialists (eg, surgeons) and 
hospital-based specialists (eg, radiologists, anesthesiolo­
gists) have had much higher incomes than primary care 
physicians. With the developing physician surplus and 
the greater control of fees by the managed-care industry, 
the disparity of income among primary care and other 
specialties is expected to lessen.71 With the increased de­
mand for family physicians as case managers in the man­
aged-care industry, income for family physicians is ex­
pected to increase.22

Question 27: What are the opportunities for teaching in 
family practice?

Because family practice is a relatively new academic 
discipline that has grown rapidly, there are many unfilled 
teaching positions. Family physicians teach full-time or 
part-time in both medical schools and community hos­
pital programs. There is also a great need for family phy­
sicians to teach medical students and residents in their 
office settings. Sixty percent of recent family practice res­
idency graduates are involved in some form of teaching.42 
A voluntary clearinghouse service, provided by the 
American Academy of Family Physicians and the Society 
of Teachers of Family Medicine, maintains a list of cur­
rently available faculty positions in family practice resi­
dency programs and medical school departments.

Question 28: What are the opportunities for research in 
family practice?

The opportunities for research in family practice are 
varied and are receiving increasing support. The spectrum 
of family medicine research includes the natural history 
of disease and illness behavior in individuals and families, 
clinical studies of diagnostic and treatment methods, the 
organization of health services, and public policy.72'73 The 
developing collaborative networks among practicing phy­
sicians will provide a rich base for future research.74 The 
-American Academy of Family Physicians and the Society 
of Teachers of Family Medicine have active research 
committees that work to improve research skills and

stimulate projects. The Family Health Foundation of 
America, the philanthropic arm of family practice, pro­
vides increasing support to research activities. The Na­
tional Institutes of Health recently held a symposium on 
family medicine research.

Question 29: Do family physicians have procedural skills 
in the office and in the hospital?

Family physicians continue to practice procedural skills 
in the office and in the hospital. The majority of family 
physicians assist in major surgery on their patients. In the 
office family physicians participate in a wide range of pro­
cedural and technical skills depending on their interest, 
training, and practice setting. These skills include skin 
biopsy, lesion removal, cervical biopsy, endometrial as­
piration, sigmoidoscopy, vasectomy, spirometry, and ex­
ercise electrocardiogram testing.

Family physicians have been instrumental in the de­
velopment of office procedures that include flexible sig­
moidoscopy, colposcopy and cryotherapy of the cervix, 
and obstetrical ultrasound.75̂ 77 The more office proce­
dures the family physician does, the less need there is for 
costly referrals. Hence, a financial incentive exists to keep 
family physicians active in appropriate procedural skills,

Question 30: Is family practice a growing specialty1
The number of board-certified family physicians has 

risen from zero in 1969 to over 40,000 in 1987. During 
the same period the number of residencies has gone from 
zero to over 380. The number and percentage of US med­
ical students matching in family practice has increased 
over the past two years.78,79

With newly organized health systems being so intensely 
interested in family physicians, the residency graduate has 
an unprecedented range of practice opportunities. The 
American Academy of Family Physicians is actively seek­
ing to expand the number of residencies and available 
positions to meet the growing need for family physicians, 
Family practice is a specialty that is well established and 
here to stay.

COMMENT

These responses reflect the collective wisdom of the au­
thors who are residency trained and currently in practice, 
teaching, and administrative roles. There is room for fur­
ther elaboration and varying opinions. Most students with 
an interest in, or a healthy skepticism about, family prac­
tice will have other questions. While many academic spe­
cialists in other fields will readily give their opinions about 
family practice, it is hoped students will obtain counsel 
from family physicians and will ask to see reference data 
whenever appropriate. Departments of family practice in 
medical schools should have a group of family practice 
advisors who are readily accessible and who frequently 
meet with students to discuss these questions.
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