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ABSTRACT

Storylines of Family Medicine is a 12-part series of
thematically linked mini-essays with accompanying
illustrations that explore the many dimensions of family
medicine, as interpreted by individual family physicians

and medical educators in the USA and elsewhere around
the world. In ‘I: framing family medicine—history, values,
and perspectives’, the authors address the following
themes: ‘Notes on Storylines of Family Medicine’, ‘Family
medicine—the generalist specialty’, ‘Family medicine’s
achievements—a glass half full assessment’, ‘Family
medicine’s next 50 years—toward filling our glasses’, ‘Four
enduring truths of family medicine’, ‘Names matter’, ‘Family
medicine at its core’ and ‘The ecology of medical care.” May
readers find much food for thought in these essays.

INTRODUCTION

Storylines of Family Medicine is a series of 99
illustrated mini-essays, written by over 100
authors, collected in 12 thematically linked
articles. The essays in this article speak to
the purpose of the series, the foundational
history of the discipline and some of the key
values and rationales that support the activ-
ities of family physicians in their day-to-day
work. In that these articles examine the paths
family medicine has taken in the past to arrive
at the present, they offer a point of depar-
ture for students and residents beginning to
learn the ‘ins and outs’ of family medicine.
They also set the stage for the future of family
medicine, one many readers of this series will
likely help shape.

NOTES ON STORYLINES OF FAMILY MEDICINE

Bill Ventres and Leslie Stone

Any collection of this sort—a series of short,
lustrated essays written by a variety of au-
thors—needs some explanation. Please consid-
er these points when reading and reflecting on
Storylines of Family Medicine.

The inspiration for Storylines of Family
Medicine arose out of a clerkship course for

all third-year College of Medicine students
at the University of Arkansas for Medical
Sciences (UAMS). The purpose of the course
has been to inform students how scholars in
family medicine have, since the discipline’s
1969 establishment as an Accreditation
Council for Graduate Medical Education
(ACGME) board-certified medical specialty,
introduced to medicine theories of practice
and approaches to patients that are patient,
community and relationship-centred.’

We note theories and approaches because
there is no one philosophy, organ system,
age range or institutional function that
defines family medicine—it is truly a gener-
alist discipline. As well, family medicine is
highly personal, dependent on the people
on both sides of the stethoscope—physi-
cians and patients. Although the medicine
family physicians practice is relatively stan-
dardised in nature, the manner by which
they practise it varies considerably, based
on underlying motivations, individual inter-
ests, personal values and particular contexts
of care.

Indeed, as a community-based family
physician colleague of ours from Arkansas
once mentioned in passing, ‘If you have
seen one family practice, you have seen
one family practice. If you have seen 100
family practices, you have seen 100 family
practices. Family medicine is conditioned
by the people practicing it, the patients
who present for care, and the places they
are located.’

As a result of the clerkship course and
our colleague’s comment, we approached
leaders of family medicine from the USA
and locations around the world and asked
them as authors to contribute short essays
describing the motivations, interests,
values and contexts of care that inform
their work. We also requested they add
an illustration—remember the dictum,
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Honor all humanity through your work.

Learn, reflect and grow
in both ability and awareness.

Practise wisdom. Practise compassion.
Be well. Be thoughtful. Be kind.

Figure 1
words.

If you forget everything else, remember these

‘a picture is worth 1000 words’—and a few easily
accessible key readings for readers interested in
further study.

We requested that authors target medical students and
family medicine residents as their intended audience, in
hopes the essays, illustrations and readings in Storylines
of Family Medicine might inform some, inspire others and
pique interest in all. We also asked authors to be aspira-
tional in tone and explore the best family medicine has to
offer, rather than focusing on the challenges family medi-
cine faces in today’s medical environment. The essays we
received were a mixture of personal stories, professional
commentaries and academic critiques.

Because of the nature of how patients commonly
presentin family medicine, many of the concepts outlined
in Storylines of Family Medicine have become core tenets of
practice. However, these tenets of family medicine are
not the exclusive property of family physicians. Nowa-
days, very few ideas stem from the unique contribution of
one person or field of study. Instead, they arise from the
efforts of numerous scholars, from a variety of disciplines,
working simultaneously on similar issues. Indeed, not
all concepts discussed in this series originated in family
medicine. We in family medicine are indebted to all who
have enriched our work.

The concepts noted here are universally applicable
by all learners. The extent to which they apply these
concepts will differ according to the situation. Family
physicians, for example, are more likely than surgeons
to rely on their relational presence with patients, just as
surgeons are more likely than family physicians to rely on
their procedural abilities.”

We recognise that some students, residents and prac-
ticing physicians (including some family medicine resi-
dents and practicing family physicians) will prefer to
disregard the concepts outlined in Storylines of Family
Medicine. We also acknowledge that many forces minimise
their importance in the current culture of medical educa-
tion and practice.

However, physicians of any ilk or stage of professional
development who ignore the concepts described in these
essays do so at their own risk and that of their patients. We
suggest all readers consider the words widely attributed
to the Arkansas poet Maya Angelou’: ‘People will forget
what you said, people will forget what you did, but people
will never forget how you made them feel.’

We hope all readers find within these essays opportu-
nities to take ownership of their professional growth and
acknowledge their call to service for patients in need
(figure 1).

Readings

» McWhinney IR. Being a general practitioner:
what it means. Eur | Gen Pract 2000;6:135-9.
doi:10.3109,/13814780009094320

» McWhinney IR. Beyond diagnosis: an approach to
the integration of behavioural science and clinical
medicine. N Engl ] Med 1972;287:384-7. doi: 10.1056/
NEJM197208242870805

» Ransom DC, Vandervoort HE. The development
of family medicine. Problematic trends. JAMA
1973;225:1098-102.

FAMILY MEDICINE—THE GENERALIST SPECIALTY
Kate Rowland

Over 50 years ago, the discipline of family medicine defined
uself as an academic specialty with scientific backing, one
that cared for individuals in the context of their families,
communities and society while staying grounded in its gen-
eralist roots.

When the goalis health and healing, expertise in human
beings is often more valuable than expertise in human
bodies. US family medicine as a discipline emerged in the
1960s when the imbalance between expertise in human
beings and expertise in human bodies became obvious.
Medicine increasingly focused on pathologies of the
body, and many people were left without a personal physi-
cian (a role previously fulfilled by general practitioners,
commonly physicians who had completed a oneyear
rotating hospital internship before entering practice).

The seeds of this crisis were sown decades earlier as
the physician-scientist paradigm rose to prominence
and medical training moved exclusively to university
settings.” After centuries of doctors functioning as gener-
alists, within a generation, the perception that only
specialty care was inherently scientific took hold. The
population of general practitioners aged and dwindled
as students followed available incentives to specialise and
subspecialise.

Generalist physicians had always been around. They
were in neighbourhoods close to their patients, attending
to their patients’ ailments, providing them with preventive
care and listening to their life concerns. In the post-World
War II era, generalist physicians rapidly disappeared,
and specialists were ill-equipped to fill in. The value of
generalist knowledge and skill grew more apparent as
communities struggled to recruit general practitioners to
help cure disease and keep the healthy well.” People still
needed person-centred care.’”

Thus, general practitioners in the 1960s designed
and implemented a new specialty—family medicine—
to address the need for providing personalised care for
people in communities. The biomedical sciences served
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Figure 2 The family physician: historical roles.

as the foundation for this new specialty and for the care
that this specialty offered. Still, it also incorporated the
wisdom of many other fields, including public health, the
behavioural sciences, hospital practice, systems theory
and community medicine, among others.

How then could the value of family medicine be codi-
fied and communicated to the medical establishment,
medical schools and medical students? Family medi-
cine needed uniform training that, like other medical
specialties, would lead to board certification; it needed
three-year residencies for training and innovative models
through which training could be provided.® By the last
third of the 20th century, family medicine in the USA had
agreed on core knowledge base and skill set, a specialty
organisation, a nationally recognised certifying board
and residency programmes in all 50 states.’

Family medicine has never been less rigorous or easier
than any other specialty. Nor has the training and prac-
tice of family medicine ever looked like those of other
specialties. Family medicine has different, broader prob-
lems to identify and address. Family physicians have built
their discipline on the care of patients in the context of
family, social and structural circumstances.

General practice was rooted in the paradigms of
physician-healer and physician-neighbour. Its exten-
sion—family medicine—has added rigorous academic
and scientific dimensions to generalist care (figure 2).
Family medicine has evolved in a way that allows practi-
tioners to take a holistic approach in which they attend
to the concerns of human beings in addition to the
ailments suffered by human bodies. Through it all, family
physicians have continued to do the same job in the
same places where generalist practitioners have always
been, providing whole-person, whole-family and whole-
community medicine wherever people live, grow, learn,
play, work and age.

Readings
» Hart]JT. Anewkind of doctor. JR Soc Med1981;74:871-3.
doi: 10.1177,/014107688107401204

» Willard WR. Rational responses to meeting the chal-
lenge of family practice. JAMA 1967;201:108-11.

» McWhinney I. General practice as an academic
discipline: reflections after a visit to the United
States. Lancet 1966;287:419-23. doi: 10.1016/
s0140-6736(66)91412-7

FAMILY MEDICINE’S ACHIEVEMENTS—A GLASS HALF FULL
ASSESSMENT
Rick Streiffer

Family medicine’s historical promise in the USA has been to
‘rescue a fragmented healthcare system, pul it together again,
and return it to the people...by being inclusive rather than
exclusive in the care provided.”’

The establishment of family practice—the 20th major
US specialty—emerged in 1969 because of rising concern
that the USA would confront a lack of generalist physi-
cians in the face of post-World War II subspecialisa-
tion."" Ten years later, many considered family medicine
successful in addressing this concern, although it was
clear even then that much more attention to primary care
would be needed for the US healthcare system to func-
tion appropriately.'

Now, a half-century later, much more is still needed
in the discipline’s glass half full status (figure 3). Few
would say that family medicine has succeeded in rescuing
the US healthcare system; nonetheless, much has been
accomplished:

» Family medicine as a public good—The discipline
has consistently advocated for creating a larger, more
appropriately diverse and representative primary care
workforce that is geographically distributed to allow
people access to the care they need. Robust primary
care is a public good that should be community-
based, patient-centred and universally accessible."”
Family medicine works to address the need for social
accountability in its programmes and policies, advance
a broad and holistic model of care and embrace a
multidisciplinary team-based approach to care.

» Integration into medical education—Academic family
medicine departments and required clerkship experi-
ences flourish in all but a small handful of US medical
schools. Numerous family physicians have served as
deans, associate deans and course directors within a
variety of academic health centres.

» Residency development—In 1969, family medicine
arose when a handful of 2-year general practice resi-
dencies transitioned to 3-year family medicine resi-
dencies; today over 700 accredited family medicine
residencies exist—more programmes than in any
other specialty!

» Organisational growth—Family medicine’s profes-
sional organisation, the American Academy of Family
Physicians, boasts some 130 000 members. The profes-
sional home for family medicine educators, the Society
of Teachers of Family Medicine, serves a membership
of over 5000.
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1969 = Present

Primary Care as a Public Good
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Organizational Growth
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Figure 3 History of family medicine: key achievements to
date.

» Primary care scholarship—Family medicine has
created robust primary care research initiatives,
including practice-based research networks. The
specialty has created novel advancements in medical
education, faculty development and applied scholar-
ship, and has promoted evidence-based clinical tools,
publications and skill development. Finally, policy
research has demonstrated the benefits of robust
primary care to health systems and populations.

» Recertification—Family medicine created the concept
of recertification in 1970; today, this concept—
Maintenance of Certification—is used by all major
specialties. The American Board of Family Medicine
has become the third largest of the 24 specialty boards
of the American Board of Medical Specialties, with
over 100000 diplomats in its ranks.

Family medicine’s path has been neither easy nor
linear. Like long-term doctor-patient relationships—char-
acterised by fits and starts, riddled with uncertainty and
ambiguity, and marked by efforts both successful and less
so—the development of family medicine in the USA has
had a serpiginous path. Now, however, family medicine
finds itself the only medical discipline in the USA that
remains focused exclusively on primary care as a social
good that is essential to the health of the public.

Readings

» Doohan NC, Endres ], Koehn N, e al. Back to the
future: reflections on the history of the future of
family medicine. ] Am Board Fam Med 2014;27:839-45.
doi: 10.3122/jabfm.2014.06.140085

» Geyman JP.Family practicein evolution: progress, prob-
lems and projections. New Engl | Med 1978;298:593—
601. doi: 10.1056/NEJM197803162981104

» McWhinney IR. Family medicine in perspective.
New Engl ] Med 1975;93:176-81. doi: 10.1056/
NEJM197507242930405

FAMILY MEDICINE’S NEXT 50 YEARS—TOWARD FILLING OUR
GLASSES
Rick Streiffer

The discipline of family medicine has made significant con-
tributions since its establishment in 1969. There remains
much for family physicians to accomplish in the future.

The first half-century of family medicine in the USA
brought tremendous growth and success, including a
coordinated effort by eight ‘family medicine organi-
sations to strategically align work to improve practice
models, payment, technology, workforce development,
education, and research to support the Triple Aim for
optimising health system performance.’'* Still, the disci-
pline of family medicine has much to achieve. In the
words of Marie Curie, “The way of progress is neither swift
nor easy.’"”

Experiences from past decades inform family medi-
cine’s current agenda, which aims to fill our half-empty
glasses (figure 4). This agenda focuses on the following:
» Hold medical schools accountable—Without the will

to hold medical schools accountable for their use of
vast public dollars, we will continue to experience
the inadequate production of a primary care work-
force.'* By changing admissions policies, providing
early medical school exposure to community-based
experiences and family medicine role models and
ameliorating student debt load, we can promote
family medicine and primary care as an excellent and
satisfying career choice.'® "

» Partner with public health—Perhaps family medicine’s
most strategic partner is the public health sector. Both
aim to address the falling US life expectancy, improve
the status of expectant mothers and their babies,
and improve clinical prevention, community health,
patient trust, health literacy and disparities in health
outcomes. Already, other countries have demon-
strated how we too would benefit from a vigorous alli-
ance between family medicine and public health.”

Medical School Accountability
Public Health Partnerships
National Workforce Policy

Health System Evolution
Professional Identity

Research Advocacy

Present = Future

Figure 4 Family medicine’s future: key areas for attention.
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Figure 5 Four enduring truths.

» Create a national workforce policy—The compelling
benefits of a robust primary care infrastructure will
remain unfulfilled without a ‘public good’ system of
advocacy and implementation that directs funding for
programme implementation to family medicine and
other specialties prioritising primary care.

» Contribute to the evolution of the healthcare system—
Recent models of accessible, interprofessional and
person-centred practice have demonstrated that
primary care has a vital role in efficient and effective
systems.'” New practice models must be cultivated,
including those that integrate behavioural healthcare,
expand and refine telehealth, encourage outcomes
over volume, reward coordination and respond to
community needs.

» Clarify our name, identity, role and scope—Despite
major efforts by various family medicine organisa-
tions, confusion remains about what defines a family
doctor, who can and should be doing primary care
and why primary care matters.

» Advocate for the value of research that originates from
family medicine and other primary care settings—
Although current findings suggest that most medical
care takes place in the community, office and primary
care settings, most medical research still originates
from a strict biophysical, overtly mechanistic and
tertiary-care emphasis of medicine. To change this
means including family medicine, along with other
primary care disciplines, in the institution that funds
and prioritises health research: the National Institutes
of Health.

Family physicians are genuinely proud of family medi-
cine’s achievements. Many are, however, dissatisfied that
family medicine has not yet fulfilled its potential. Yet, as
Thomas Edison wisely noted, ‘Discontent is the first neces-
sity of progress.”®' Future family physicians must build on
family medicine’s remarkable successes by facing current
and future challenges as they arise, thus creating a bright
future for our discipline and for the people we serve.

Readings

» Gawande A. The heroism of incremental care.
The New Yorker. 15 Jan 2017. Available: https://
www.newyorker.com/magazine/2017/01/23/

Love Is We
All You Are
Need Family

the-heroism-of-incremental-care
2024].

» Grumbach K, Bodenheimer T, Cohen D, et al. Revi-
talising the US primary care infrastructure. New Engl
J Med 2021;385:1156-8. doi: 10.1056,/NEJMp2109700

» Stange KC. Holding on and letting go: a perspective
from the Keystone IV Conference. | Am Board Fam Med
2016;29:532-9. doi: 10.3122/jabfm.2016.51.150406

[Accessed 31 Jan

FOUR ENDURING TRUTHS OF FAMILY MEDICINE
Bill Ventres

Family medicine as a process of care has four guiding truths.

Family medicine got its start as an outgrowth of general
practice. It developed because of the realisation that
medicine was becoming increasingly fragmented. In
many ways, this fragmentation was antithetical to the indi-
vidual care of patients and to the health of the public.*

Similar concerns still exist, and the discipline of family
medicine continues to work toward fulfilling its potential
as a bedrock of robust primary care that is embedded in
rural, suburban and urban communities, attendant to the
medical needs of patients and cognisant of how factors
such as culture, class and history affect people’s health
and well-being.

Family medicine has introduced many approaches to
care that clinicians in a variety of disciplines now employ.
These approaches include systems-oriented care, patient-
centred and family-centred care, and community-oriented
primary care, among many others.

These approaches all share four truths that have with-
stood the test of time. Despite our ever-changing world,
these four truths will likely continue to form the founda-
tion for whatever dynamic new family medicine philoso-
phies lie in future’s wait.

These four enduring truths include (figure 5):

» Life is hard—In the context of family medicine, this
truth represents the reality that human beings often
struggle to adapt and overcome health challenges.
They need someone—a knowledgeable professional,
a trusted guide, a thoughtfully wise counsellor—to
help them through these challenges and, in turn,
prevent future disease, lessen pain and suffering, feel
cared for and avoid premature death.*
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» Small is beautiful —Espoused initially as an economic
premise,”! this truth suggests that people—regular
people—are the end goal of all medical care, not
institutions or technology and certainly not the 3P’s
of power, prestige and proﬁt.25 It also suggests that the
beauty of family medicine lies in the attention its prac-
titioners give to those same regular people, routinely
measured in small amounts doled out over time, such
that the sum of their efforts as family doctors is a
potent and therapeutic healing force.

» Love is all you need (almost!)—Clearly, family medi-
cine is medicine. It entails all the professional knowl-
edge, procedural skills and clinical wisdom family
physicians need to attend to patients in ambulatory
and hospital settings. When practised faithfully with
appreciation for the power of continuity, compre-
hensiveness, coordination and access to care, family
medicine is a work of love, in which one person helps
another move toward health and well-being.

» We are family—Family is a metaphor for all that does
not exist in the reductionist model of biomedicine
that currently dominates the US healthcare system.*
It is also a touchstone for understanding that we exist
in an interdependent world. No one lives or works in
isolation from others.

Applying these four truths as key principles of the disci-
pline and whether inspired by indignation, hope or some
other motivation, family physicians have laboured in
opposition to the depersonalisation of medicine. These
principles have and will continue to shine a guiding light
on the power of interpersonal connection and compas-
sion in medicine.

Readings

» Loxterkamp D. Outside the lines: the added value of
a generalist practitioner: Dr Ian McWhinney Lecture,
2019. Can Fam Physician 2019;65:869-72.

» McWhinney IR. William Pickles Lecture 1996.
The importance of being different. Br | Gen Pract
1996;46:433-6.

» McWhinney IR. Primary care: core values. Core values
in a changing world. BMJj 1998;316:1807-9. doi:
10.1136,/bmj.316.7147.1807

» Stephens GG. Family medicine as counterculture. Fam
Med 1989;21:103-9.

NAMES MATTER

Michael Macechko, Julie Roulier and Leslie Stone

A name is a ‘word or phrase that constitutes the distinctive
designation of a person or thing. > Family doctors, the first
contact in the healthcare system, provide continuity and co-
ordination of care. They are skillful physicians who walk
the complex journey of illness and health with each patient.

We are family physicians, family doctors (figure 6).

We once called ourselves family practitioners. We no
longer do.

Early on, ‘family medicine’ referred to the education
and study of the work of family physicians. Family medi-
cine now refers to the discipline as a whole, as conducted
in both academic and practice settings.”®

Family medicine is one of the primary care disciplines
together with general internal medicine and general
paediatrics.29 Family physicians work alongside and in
collaboration with professionals in each of these areas,
as well as with family nurse practitioners and physicians’
associates/assistants in generalist practice.

We are not ‘general practitioners’. In the USA, general
practitioner refers to those physicians who have only
completed an internship. Nevertheless, in most of the
countries of the British Commonwealth and Europe,
family physicians call themselves general practitioners.

We are also not ‘providers’.”” *' This term originated
years ago but has become popular due to the increas-
ingly corporate nature of medicine. The word ‘provider’
misrepresents the work of all healthcare professionals,
suggesting that their work is nothing but labour to be
bought and sold, another commodity on the healthcare
market.

We are, like others attending to patients, healthcare
professionals. Like others who attend to the diagnosis
and treatment of patients’ illnesses, we are clinicians.
Specific to the nature of our work, we are primary care
professionals or primary care clinicians.

We are generalists. The principles of generalist prac-
tice include the 7C’s: first contact, continuity, compre-
hensiveness, coordination, community engagement,
patient-centredness and complexity.”® We add context as
an eighth. The constellation of these principles distin-
guishes the robust work of family physicians and other
generalists from that of subspecialists and leads to
distinctly different ways of approaching patient concerns.

We Are
Family Doctors

Figure 6 Call us by our name.
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Both perspectives are vitally important to the care of
patients.

Family physicians are made up of both allopathic
and osteopathic physicians, medical doctors (MDs)
and doctors of osteopathy (DOs) alike. The similarities
between these types of physicians are numerous: both
must attend and complete four years of medical school,
take and pass licensing examinations, complete a 3-year
residency and meet the same requirements for board
certification. Osteopathic physicians are, notably, more
likely to employ osteopathic manipulative medicine.

As physicians, we hold the biological bases and medical/
surgical treatment of disease as foundational elements of
our practice. In addition, however, we believe the addi-
tion of ‘family’ to ‘physician’ enhances our therapeutic
potential as generalist clinicians, acknowledging that
‘family’ has many meanings.

We make our mark on our patients’ health and well-
being by knowing their names and, sometimes, even the
names of their dogs. We know their dreams and aspira-
tions. We know their family members and often see them
as our patients, too. We are there for them in health and
in sickness. We are there when traditional medicine has
reached it limits, when caring—simple, decent caring—is
what we offer.

We are proud of our work. It is engaging, dignified and
challenging. It is crucial to the well-being of individual
patients, the health of the public and the common good.

Readings

» Bazemore A, Grunert T. Sailing the 7C’s: Starfield
revisited as a foundation of family medicine residency
redesign. Fam Med 2021;53:506-15. doi: 10.22454/
FamMed.2021.383659

» Beasley JW, Roberts RG, Goroll AH. Promoting trust
and morale by changing how the word provider is
used: encouraging specificity and transparency. JAMA
2021;325:2343-4. doi: 10.1001/jama.2021.6046

» Ventres W, Sorsby S. Estimating entrance into primary
care: time for a change? Acad Med 2022;97:1731. doi:
10.1097/ACM.0000000000004984

OBSERVATION  =EMPATHY-
DOING NOTHING, HIST“RL

FAMILY MEDICINE AT ITS CORE
Jeff Borkan

Family physicians have a powerful story to tell. Though
their voices are sometimes muted by political context, cultur-
al forces and the hesitancy of ils practitioners, telling family
medicine’s story is critical to the health of the nation and
the world.

Family physicians are the heirs of general practice.
Their roots extend back before recorded time to shamans
and indigenous healers. Early European immigrant fore-
bears had to combine medicine, surgery and apothecary
skills into general practice as they adapted to the New
World, and generalist clinicians have been a prominent
feature of healthcare since colonial times. General practi-
tioners and their modern descendants, family physicians,
have benefitted the people and communities that they
have served for centuries, and they continue to do so even
as generalist practice adapts to ever changing social devel-
opments and scientific advancements.

Strangely, family medicine is considered both main-
stream and marginal. Family medicine is the largest
primary care discipline, present in hamlets, towns and
cities across the USA. Yet as a discipline, it often leads
a marginal existence in terms of power, authority and
finance.

Primary care accounts for 5% or less of the healthcare
dollar in most states, dwarfed by the amounts of money
going to other specialties, hospitals and even insurance
companies’ administrative costs.”” The practice-based
philosophies of family medicine sometimes run counter
to the dominant industrial and profit-oriented model of
medicine in the USA.

However, family physicians’ focus on patients, fami-
lies, communities and populations is a constant source
of personal and professional renewal. With its broad
conceptual foundations and comprehensive scope of
practice, family medicine has prospered as a medical
specialty that merges a systems approach with care
of individuals. Accordingly, family physicians work
to observe and listen in a holistic manner, develop

IJISEASE TOMNUNTY s
T e EFLECTIVE WIDE SCOPE
RELIGION meunus
COLLABORATION  INTERRUPTI
wmmngm CREATIVENESS IIIIVIIIIIALITY

WOCESS  REALESS e

m'rmmu

AGENDA SETTING

RESEARCH

OROERSTANDNG 'FeL ONGHP
LI REASSURANCE

COMPASS BORK] REOOED  WHOLEPCTURE  SPINBES-  RESILIENCY
SeAsSn.  PROACTIVE  Manckss ‘b “diie  qiri
pu'u"cs IIPENNESS gﬂ;ﬁﬁ OVER ORDERING MEAIIIIIG ATTITUDES
EARNING MMOFLESS [ SECEME M MOS

alS SUUDRTY  PRIVILEGE ~ Zimesien- FAMILY CULTURE =
cmmm TOPICS

T AMNIT SUFFERING COMPLEXITY:

CAUSA PEBCEP"UJ! “HISTORIES. ORGANSMIC T TiEPiTBNT== TR ET
mmm Bl'lklli}ﬁ‘g CARING nB;I'.:‘A“I'iwéEA];E OUTSIDE THE BOX = WE“R“EWM
‘ LEADERSHP J‘““‘J;s amfgﬁ P
ST o s S HoLiSTiE st
MBANGE SRS il Qg “.“!.ﬁ WELCONG

Figure 7 The many dimensions of family medicine.
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relationships and apply insights and evidence to their

encounters with patients.

As a result, family medicine is one of the rare fields
that both improves health and saves money. Its pres-
ence in communities extends life expectancy (whereas
an increased presence of subspecialists negatively affects
community-based mortality and health outcomes).™
Despite family medicine’s impressive ability to improve
health outcomes in a cost-effective manner, however,
one question often remains. Is anyone listening?” The
US healthcare industry has a long history of being disin-
clined to change, even in the face of overwhelming data.

Though an abundance of previous studies, manifestos,
programmes and initiatives have tried to increase primary
care in general and family medicine in particular, the
USA remains in need of a robust primary care system
grounded in the principles of family medicine. The path
to making high-quality primary care available to everyone
living in the USA is clear, and we would all do well to heed
these objectives'”:

» Pay for primary care teams to care for people, not for
doctors to deliver distinct services.

» Train primary care teams in the communities where
people live and work.

» Support patient, community and relationship-centred
approaches to care.

» Design information technology that serves patients,
families, populations and interprofessional care
teams.

» Provide specialist support to high-quality primary care
clinicians embedded in communities of practice.

» Ensure that high-quality primary care is available to
every individual and family in every community.

May family physicians, now and in the future, work to
lead in the development and redevelopment of robust
primary care in the USA and around the world, and may
they join with other generalist colleagues and concerned

patients to promote fundamental change in healthcare
systems for the sake of all people (figure 7).

Readings

» DeVoe JE, Nordin T, Kelly K, et al. Having and being
a personal physician: vision of the Pisacano Scholars.
J Am Board Fam Med 2011;24:463-8. doi: 10.3122/
jabfm.2011.04.100293

» Ferrer RL, Hambidge SJ, Maly RC. The essential role
of generalists in healthcare systems. Ann Intern Med
2005;142:691-9. doi: 10.7326,/0003-4819-142-8-20050
4190-00037

» Starfield B, Shi L, Macinko J. Contribution of primary
caretohealthsystemsandhealth. Milbank Q2005;83:457—
502. doi: 10.1111/j.1468-0009.2005.00409 .x

THE ECOLOGY OF MEDICAL CARE
Larry Green

The ecology of medical care exposes the desired scope of prac-
tice for family physicians. It also reveals opportunities to
implement proper healthcare for individuals, families and
communities.

Ecology is the study of relationships between living
organisms and their environments. It is a science that
helps us understand the world we live in. The ecology of
medical care focuses on the relationship between people
and the environment of medical care.

Understanding this relationship is foundational to
medical education, research and practice. A break-
through study from 1961 showed how, during any typical
month in the USA, most people had some sort of medical
symptoms. Only a fraction of those people sought medical
care, however, and that care rarely involved hospitals.”
The study pointed out that although the overwhelming
burden of people’s health concerns and suffering

Where
Family

— 1000 persons

Medicine
Thrives

800 report symptoms

327 consider seeking medical care

217 visit a physician's office
(113 visit a primary care

physician's office)

65 visit a complementary or
alternative medical care provider

21 visit a hospital outpatient clinic
/ 14 receive home health care

13 visit an emergency department
— 8 are hospitalized

— <1is hospitalized in an academic
medical center

Where Most Medical Students/Residents Train

Figure 8 Medical education and the ecology of medical care. Monthly prevalence estimates of illness in the community and
the roles of physicians, hospitals and university medical centres in the provision of healthcare. Adapted with permission.*®
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occurred in communities, the problems seen in hospitals
dominated medical education and research.

Since then, medicine has changed drastically with
explosions in knowledge and advances in technology.
Surely the ecology of medical care has changed just
as drastically. Not so! Forty years later, the ecology of
medical care had hardly changed at all.”” Similar patterns
of participation in healthcare persist today.™

Why does this ecology matter so much to family medi-
cine? From an organisational perspective, it reveals the
crucial role family doctors play as personal physicians
who sustain relationships with their patients over time
and place, remaining geographically close to where their
patients live.

From an educational perspective, the ecology of
medical care highlights the breadth of scope, including
knowledge, attitudes, experience and professional rela-
tionships, needed to prepare expert family physicians
(figure 8). Such training must include hospital care, but
it must also extend well beyond hospital settings. It must
extend deep into communities where people live their
lives as they see fit. Family physicians—indeed, all gener-
alists—must learn how to establish and sustain trusting
personal relationships that transcend any particular
problem or setting of care. They must advance patient-
centred, personalised goals and care plans across all the
environments in which their patients participate.

From a research perspective, the ecology demonstrates
how family physicians are perfectly positioned to study
the origins of diseases and illnesses, the complexity of
patients with multiple problems, the prognoses of various
signs and symptoms and the meanings of health, illness
and recovery. Research in family medicine has, as a
unifying focus, whole people in the context of their fami-
lies, communities and systems of healthcare.

From a practice perspective, the ecology confirms the
responsibility of family physicians to accept any presenting
concerns people bring to their attention. They make
sense of these concerns in the context of their patients’
particular circumstances. They collaborate with their
patients to determine which concerns need attention, in
what settings and with what urgency; they provide direct
care as indicated and coordinate care when appropriate.
Waiting for people to become patients is not sufficient for
family physicians. Their presence in communities helps
prevent problems, promotes health while people are
asymptomatic and aids in addressing social determinants
of health.

Ultimately, the ecology of medical care is important
because it helps family physicians and others understand
the world of medical practice and reveals how and where
people participate in the management of their own
healthcare needs.

Readings

» Green LA, Fryer GE, Jr, Yawn BP, Lanier D, Dovey SM.
The ecology of medical care revisited. N Engl | Med
2001;344:2021-5. doi: 10.1056/NEJM200106283442611.

» Johansen ME, Kircher SM, Huerta TR. Reexamining the
ecology of medical care. N Engl | Med 2016;374:495-6.
doi: 10.1056/NEJMc1506109.

» Marshall M, Cornwell J, Collins A; Rethinking Medi-
cine Working Group. Rethinking medicine. BM]
2018;363:k4987. doi: 10.1136,/bmj.k4987
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