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BACKGROUND. Most efforts to improve health care have been made without a full understanding of the value of a 
primary care approach.

METHODS. This article synthesizes the observations from the Direct Observation of Primary Care (DOPC) study. 
This multimethod study of 138 family physicians in 84 practices included direct observation of 4454 patient visits 
were used to describe aspects of family practice that may provide value for patients.

RESULTS. Family physicians provide and coordinate care for a wide variety of patient problems, prioritizing these 
competing demands on the basis of relationships developed during multiple patient visits over time. They use acute 
and chronic illness visits as opportunities to integrate care for specific diseases, mental health, and preventive care 
in ways that are tailored to the specific needs of patients and families. Higher rates of delivery of core attributes of 
family practice are associated with patient satisfaction and preventive services delivery, and are diminished by forced 
discontinuity of care.

CONCLUSIONS. Family physicians prioritize and deliver care according to a broad agenda based on patient needs. 
These needs are understood within ongoing relationships with the patient, family, larger health care system, and com
munity. This integrative approach includes numerous avenues for affecting important patient outcomes that are 
unlikely to be optimally met by less integrated models of medical care. Expanding the value of family practice will 
require the development and application of new knowledge of the core structures, processes, and contexts of fam
ily practice, and their effects on patient outcomes.

K EY W O R D S. Physicians, family; health care delivery; family practice; primary care. (J Fam Pract 1998; 46:363-368)

F
amily physicians prioritize a wide range o f 
options for care, and provide or facilitate that 
care within an ongoing relationship with the 
patient, the family, the health care system, and 
the community. The family practice approach 

integrates provision o f the entire range o f health care, 
including (1) breadth o f care that is not limited by the 
patient’s age, the organ system o f the patient’s problem, or 
the location at which care is provided; (2) depth o f knowl
edge of the patient, family, and community over time as a 
critical context for the provision o f care and for choosing 
the timing and content o f care; (3) bridging o f the bound
aries between health and illness, focusing on enhancing 
the patient’s overall functional health status; and 4) guid
ing access to more narrowly focused care when needed. 
These attributes and others were enumerated by the early
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founders o f the discipline1'7 based on their experiences o f 
which approaches were successful in general practice. 
These principles remain sound.

THE NEED FOR KNOWLEDGE

The discipline o f family practice emerged in response to 
the continued need o f patients for personal physicians8 to 
provide patient-centered care by applying the advances in 
technical medicine brought about by increased specializa
tion. While major advances in narrowly defined technical 
aspects o f medical care have been supported by a large 
biomedical research infrastructure, integrated patient-cen
tered care has not been supported by a similar surge in the 
generation o f new knowledge.

This lack o f support has led to an imbalance in the 
knowledge base for medical practice. There is a paucity 
o f scientific information on the integrated care o f the 
whole patient in a family and community context, 
whereas knowledge about narrowly defined aspects o f 
specific diseases abound. To provide a balance in the sci
entific basis o f health care, new knowledge about the 
core attributes o f family practice, and their effect on 
patient outcomes is needed.

The core structure and processes o f family practice 
may be seen as a series o f concentric circles, with the clin
ician-patient relationship at the center, tire practice envi
ronment and operations as the encompassing next circle, 
and the larger community and health care system context
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as the largest circle. Increased understanding o f the 
processes and their integration at each level is essential. 
This kind o f understanding is necessary to identify those 
aspects o f care that are unsuccessful and preserve the 
components o f care that can improve patient outcome. 
Efforts to improve practice should be preceded by efforts 
to understand practice.9

THE HEALTH CARE SYSTEM CONTEXT

Many o f the attributes o f family practice are attained to 
varying degrees in the training111 and practice11 o f the other 
primary care disciplines. These elements are articulated in 
the Institute o f Medicine’s recent definition o f primary 
care:

Primary care is the provision o f integrated, accessi
ble health care services by clinicians who are 
accountable for addressing a large majority o f per
sonal health care needs, developing a sustained 
partnership with patients, and practicing in the 
context o f fam ily  and community.'2 
Recent changes in the health care system have placed 

the primary care disciplines in a central role,1315 largely 
because o f their cost-effectiveness.16'18 This growth and 
central positioning provide an opportunity for the primary 
care disciplines to influence health care in ways that have 
not been previously available in the specialty-dominated 
American health care system.19'20

The value o f family practice and primary care, howev
er, extends beyond cost-effectiveness. The unawareness o f 
the full value o f  primary care, and frustration with the 
forced gatekeeper role,1421 has produced a backlash from 
other specialists, health care insurance purchasers, and 
some patients who have not developed a trusting relation
ship with their primary care clinician through shared expe
riences over time.2423 Annual bidding o f health care con
tracts are resulting in forced discontinuity o f care.24 26 As a 
result, a number o f Americans are experiencing health 
care as a disjointed commodity divorced from an integrat
ing, ongoing trusting relationship with a generalist clini
cian. Forced discontinuity o f care and other thr eats to the 
clinician-patient relationship27'29are particularly ominous 
for the primary care disciplines, for which a patient-cen
tered approach30 is centrally important to their effective
ness.

There is a widespread feeling that this is a critical time 
for family practice and all the primary care disciplines.19'20'31 
Because the changes that are currently under way could 
have a profound effect on the ability o f family practice to 
improve the health o f their patients,20 it is important to crit
ically examine the current state o f family practice and its 
potential for the future.

This article uses the multiple lenses o f the DOPC study 
to begin this process o f critical examination. The data 
compiled from this study o f 4454 patient visits to 138 com
munity family physicians32 allow us to: (1) depict aspects

o f family practice that may represent unique benefits to 
patients; (2) highlight five possible avenues for expanding 
the impact o f family practice; and (3) identify areas for 
research, education, and policy advocacy.

OBSERVATIONS

Recently published articles based on the results from the 
DOPC study show that family physicians:
• Care for a wide variety of medical problems. An
extensive variety o f frequently occurring, rare, and often 
undifferentiated patient illnesses and problems are treated 
by family physicians, and procedures are performed as dic
tated by the needs o f the patient.32
• Coordinate care. During 10% o f office visits, family 
physicians refer patients to other health care professionals 
for additional care.32
• Prioritize from among a broad agenda o f competing 
opportunities33 to meet patient needs.32
• Practice patient-centered medicine. Family physi
cians report that their highest priority is taking care of a 
broad array o f patient needs.32
• Provide care within the context of family. Seventy 
percent o f patients have family members seeing the same 
family physician.34 During 18% o f office visits, care is pro
vided for a family member other than the identified 
patient.36
• Develop relationships over time and multiple patient 
visits. Patients in this sample had been with their family 
physician for more than 5 years on average and saw the 
physician an average o f 4 times during the previous year.11
• Perform a high degree of patient education. Ninety 
percent o f patient visits and 19% o f observed time inter
vals during office visits involved patient education or 
health habits advice.32
• Tailor health habits messages toward high-risk 
patients and teachable moments. Family physicians are 
more likely to advise patients to quit smoking when they 
come in for smoking-related illnesses, or when they have 
other risk factors for tobacco-related diseases,1“ and tailor 
delivery o f a wide range o f other preventive services to 
patient needs.37 A  related study shows that generalist 
physicians provide smoking counseling at higher rates 
than other specialists, except for cardiologists, who see a 
population o f patients who are preselected for their need 
for this advice.38
• Use illness visits as opportunities for prevention.
During 32% o f patient visits for illness, family physicians 
deliver at least one preventive service recommended by 
the US Preventive Services Task Force.39
• Use patient visits as opportunities to identify 
mental health problems. One quarter o f adult patients 
report recent emotional distress. During 18% o f visits by 
these patients, family physicians diagnose depression or 
anxiety, and provide counseling during the majority of 
these visits.40
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• Maintain a consistent distribution o f time use with 
patients whether practicing at high or low  volume.4' This 
implies that there is a core set o f behaviors that character
ize the family practice outpatient visit.32
• Integrate teaching of medical students in an outpa
tient setting in a way that maintains patient satisfaction.42
• Show high levels of fundamental attributes o f inter
personal communication, accumulated knowledge o f the 
patient, coordination o f care, first-contact care, and conti
nuity o f care. The delivery o f these attributes is associated 
with patient satisfaction,43and with tire delivery o f different 
classes o f preventive services.44

OPPORTUNITIES FOR EXPANDING THE 
IMPACT OF FAMILY PRACTICE

The observations made from the DOPC results show some 
of the current value o f family practice. Some o f the poten
tial of family practice, however, is currently unfulfilled. 
There are many opportunities to enhance the effectiveness 
of practice, and many avenues for policy, education, and 
research advances.

Opportunities  to  E n h a n c e  the  
Effectiveness  o f  F am ily  P r a c t ic e
• Increase the emphasis on family practice as the 
focal point for the application of new technologies 
and evidence-based approaches to improving patient 
outcomes. The optimal application o f emerging technolo
gies, such as genetic screening,®'46 requires understanding 
patient values, competing health and personal priorities, 
and a family context.4™ In addition, the application o f evi
dence-based approaches to care21 and the use o f special
ized services15 can only be achieved within the context o f 
a trusting relationship that is developed over time. 
Therefore, the development and application o f new tech
nologies should be integrated with family practice. These 
technologies and evidence-based approaches should not 
be developed in isolation, and then viewed as a problem of 
dissemination when their application fails.51'62
• Bolster the family physician’s ability to carry out 
technically excellent chronic disease management 
within the context of each patient’s competing 
needs. The quality improvement goals o f disease manage
ment initiatives,53'56 which are often narrowly disease- 
focused, may be best met within the context o f a patient’s 
ongoing relationship with a generalist clinician,56'58 with 
selective3 shared-care involvement o f other specialists, or 
with a multidisciplinary team.14 The effectiveness o f fami
ly physicians in disease management may be advanced by 
the development o f information systems that help with the 
fundamental task o f prioritizing competing opportunities 
for provision o f care beyond the bounds o f a single dis
ease.
• Increase the ability to respond to mental health 
issues. Family practices have multiple opportunities to

influence mental health over time and within the context 
o f an ongoing relationship with patients.59 The use o f ill
ness visits and relationships developed over time to iden
tify and monitor psychosocial issues fosters an integrated 
approach to mental and physical health. The diagnosis and 
treatment o f mental health problems, however, takes extra 
time and alters the outpatient visit in fundamental ways.40 
Increasing the already substantial role o f family physicians 
in mental health care may require changes in practice and 
reorganization o f health care systems that increasingly 
carve out payment for, and provision of, mental health ser
vices.
• Develop systems to enhance clinical preventive ser
vices delivery. Reports based on the use o f direct obser
vation document low levels o f preventive services deliv
ery." Office system approaches,60 particularly i f  they are 
based on understanding the unique attributes o f each prac
tice,61'63 have great potential to enhance preventive services 
delivery while maintaining other important attributes of 
practice. Office systems approaches are enhanced if other 
family practice team members, such as nurses, take an 
active role in preventive services delivery.64,65
• Increase the population focus of family practice. 
Managed care presents an opportunity for family physi
cians to apply a population perspective to the care o f their 
panel o f patients.63 Yet, there is a low-level o f community 
focus in current family practices.32 Changes in medical 
education,66 practical approaches to gathering and using 
community data,61 and sharing o f managed care organiza
tions’ dataliscould increase the ability o f family physicians 
to practice community-oriented primary care.60'71

P olicy , E d u c a t io n , a n d  R ese a r c h  A ctio ns
To maintain and enhance the current value o f family prac
tice and to achieve its full potential, action is required in 
the following areas:
• Address the challenges to the core values of family 
practice. The pressures to increase patient volume41 and a 
reduction72 in autonomy are affecting family practice. An 
approach that emphasizes the complex adaptive nature o f 
family practice is most likely to turn these challenges into 
opportunities.62 Practices that are able to function as 
“learning organizations”73can rapidly adapt to environmen
tal changes in ways that enhance their ability to perform 
core functions.74
• Family physicians must remain committed to the
fundamental tenets o f providing high-quality general 
health care, and access to specialized care when needed,15 
within a personal and family context.12
• Initiatives designed to enhance the quality of 
care7576 should consider the potential benefit o f a broad 
patient-focused approach to patients. Increased use o f evi
dence-based, disease-specific guidelines7778 may help to 
optimize the technical aspects o f care.70 However, the abil
ity o f a primary care clinician to choose the most impor
tant things to focus on, within the context o f a longitudinal
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relationship with a patient, may account for the quality o f 
patient outcomes in primary care,17 despite lower resource 
utilization16 and, at times, poorer scores on narrowly 
focused disease-specific management criteria.8"'82 The 
types o f patients and situations that require specialty 
care®-86 and the optimal approaches to referral are still 
being defined.53 86
• Training programs should produce primary care clin
icians with whom patients would like to develop relation
ships.10'30'87
• The essential attributes of an ongoing relationship
between patients, families, and a family physician must be 
defined and articulated, and the ways o f measuring these 
attributes must be refined.11’43'88'90 The Components o f 
Primary Care Instrument43 and its subsequent refinement111 
are an important first step in this regard.
• Family practice and primary care researchers must 
rigorously assess the effect o f the core attributes on out
comes that matter to patients.26'26'43’92'93 In this effort, we 
must develop the methods for studying “the essence that 
could be captured by truly looking at what family physi
cians do.”114 This will require the courage to challenge long- 
held notions96 as well as advocating for their value based 
on emerging evidence.
• Efforts to enhance the scientific knowledge base o f
family practice should emphasize practice-based research 
from a family practice perspective. The DOPC study and a 
growing body o f work96 show the importance o f research 
from a family practice perspective in a family practice set
ting.
• Basic science and applied family practice research
must be developed and given a high priority. This includes 
opportunities for true peer review and dedicated fund
ing.12'97’98
• Health care systems and purchasers must work to 
provide access to primary care clinicians in ways that 
allow relationships to develop over time. The value o f a 
family physician is currently at risk because our current 
health care system is forcing discontinuity in the relation
ship between patients and their family physician.26 This 
discontinuity has negative consequences for patients.25'26,29 
Developing alternatives to annual bidding o f closed-panel 
health care plans and altering incentives against family 
physician-patient continuity may help.

CONCLUSIONS

Family physicians and other advocates for high-quality 
medical care must take the initiative to identify and sup
port the unique attributes o f family practice that affect 
patient outcomes. At the same time, it is important to crit
ically examine any opportunities to improve the quality o f 
family practice by identifying, measuring, and assessing 
the effect o f different aspects o f the family practice 
approach on patient outcomes. To have an effective health 
care system, the tremendous biomedical advances that

have been fostered by a reductionistic approach must be 
balanced by, and integrated with, similar advances in a 
generalist approach. Excellence in narrowly defined tech
nical aspects o f care and excellence in patient-centered 
family practice approaches to care are not antithetical, but 
they require integration for the provision o f optimal health 
care. This synthesis will require an expansion o f the sci
entific understandings o f the core structures and process
es o f family practice, increased integration o f advances in 
technical aspects o f care into the family practice environ
ment, and a greater union o f primary and specialty care.

The primary care disciplines have much in common. 
Many o f the unique attributes o f  family practice docu
mented in the DOPC study may apply to primary care clin
icians in other disciplines. In policy arenas, a unified effort 
that recognizes substantial commonalties and allows for 
differences will be required if a generalist perspective is to 
be integrated into the established health care research, 
financing, and delivery systems that favor specialization.

Many o f the problems o f the current health care system 
are a result o f the system’s failure to provide the funda
mental aspects o f  primary care.11'99 It will take considerable 
time and effort to reverse the results o f decades of the 
neglect and de-emphasis o f primary care. The recent trend 
toward valuing primary care largely for its potential cost- 
savings may also have severe detrimental consequences if 
it impedes the development o f  trusting relationships 
between patients and clinicians.21

Family practice has tremendous value. This value has 
always been recognized by the patients who have experi
enced it.26 The opportunity for research and advocacy 
must be aggressively pursued now, while there are still 
patients who have experienced the value o f an ongoing 
relationship with a family physician or other primary care 
clinician. We must work to understand and enhance the 
true nature o f that value and to provide access to it for all 
patients.
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