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Family medicine: Global health in practice

Masahiro J. Morikawa

Abstract

For nearly 40 years, family medicine has been providing guiding principles in major global

health programs. This article has two aims: (1) to review past major global health campaigns with a

specific focus on the roles of family medicine to illustrate its relevance in global health, and (2) to

address practical approaches to attain health, which nurture sustainability of local health resources

and resilience of the community. Regardless of the differences in the goals of past global health

campaigns, three key approaches have emerged as essential interventions in the field based on fam-

ily medicine principles, the so-called six Cs. The key approaches are (1) to protect families, (2) to

train health care providers, and (3) to empower people. Family medicine continues to be a powerful

tool to improve people’s health in our own communities and in global health practice.
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Family medicine is global health

Global health has been discussed as if it is prac-
ticed only by those who are trained in a special
way. In reality, however, my daily practice in
Cleveland and my experiences in global health
projects have convinced me that they are not
much different. In both settings, you have to
be ready to deal with a whole range of patients’
complaints that go beyond the scope of a nar-
rowly defined field (comprehensiveness) in all
of their stages of life (continuity) by mobilizing
available resources (coordination of care). You
deal with the most prevalent health problems of
the target population (common diseases), cov-
ering beyond the realm of biomedical cure but
within the psychosocial sphere (care) in such a
way that the patients become able to help them-
selves where they live (community based). The
principles of family medicine, designated as six

Cs above, have been one of the guiding tools in
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global health practice for a long time. The fol-
lowing are some of the programs/initiatives that

are developed clearly on those principles.

The Alma-Ata Declaration

The epoch-making Alma-Ata Declaration [1]
in 1978 defines that health is for all people and
has used primary health care as its principal
tool to attain that goal. It emphasizes compre-
hensiveness, an approach that goes beyond
“hospital-based” and “‘technology-based” care.
It embraces community engagement in solving
health problems with a belief that self-reliance
and autonomy enable people to attain health and
well-being. The meaning of primary health care
in the Alma Ata Declaration is not simply a set
of skills and knowledge to provide medical care,
but also ones to help improve people’s attitudes
and motivation in attaining well-being through

their participation in the process of change.
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UNICEF’s comprehensive GOBIFF (growth monitoring, oral
rehydration salt, breastfeeding, immunization, female educa-
tion, and fetal monitoring) program to boost mother and child
health in the 1980s used the GOBI strategy [2]. It emphasizes
a comprehensive approach, targeting children and women of
all ages, that includes medical care, health promotion, and
mobilization of resources in the community to tackle the most
prevalent and pressing issues in mother and child health. As a
result, childhood immunization coverage around the world has

increased drastically.

The Integrated Management of Childhood Illness [3] cam-
paign launched in 1988 by UNICEF and the WHO to deal
better with common pediatric illnesses also aims to mobi-
lize community-based resources. The strategy to disseminate
knowledge and skills through community-based approaches
for common diseases had a substantial impact on mortality
of children younger than 5 years throughout the Millennium
Development Goals (MDGs) period: there was a significant
accelerating decline in mortality of children younger than 5
years after the launch of the MDGs initiative [4].

The World Bank and the WHO launched the Basic Package for
Health [5] in the new millennium to rebuild the health system
in postconflict communities. The concept of the Basic Package
for Health was developed with a strong belief that solid pri-
mary care is the key to establishing a health care pyramid
structure where effective health care services are delivered.
The definition of primary care physicians is different in each
country, from general internists to community physicians to
family physicians, but the comprehensiveness of required skill
set is not very different and the primary care providers are the

foundation of the health system.

In 2000, more than 140 countries ratified the MDGs as
the development target for the next 15 years. This was the
first major project to tackle poverty as a development topic.

Poverty discourse in health brought a new dimension in
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public health, which is the topic of the social determinants of
health [6] to address health in a broader and comprehensive
context.

MDGs 3 and 4 are most relevant to family physicians and
they are related to maternal and child health. The countdown
reviews, however, revealed problems in achieving the MDGs
as initially planned. Specifically, “comprehensiveness” of the
service was not satisfactory because many MDG-related pro-
grams had been developed vertically without any integration

among them.

Global health in practice

The above examples are only a few programs/initiatives in
the past few decades, demonstrating how family medicine has
contributed to the theoretical underpinning of major global
health initiatives. To further strengthen strategies to attain
health through primary care in communities both in emer-
gencies and in development, three practical field interventions
should be emphasized. These are (1) to protect families, (2) to

train health care providers, and (3) to empower people.

A young mother brought her 13-month-old boy to a make-
shift clinic outside Prizren, Kosovo. It was December 1999,
6 months after the end of the NATO airstrikes. The boy was
active and playful that day. But the mother brought him to the
clinic every day for 3 days for nonspecific symptoms other
than vague abdominal pain, weakness, and subjective fever.
I could not find anything seriously wrong with the boy in
my examination. Then, it hit me that it was the mother who
had complaints. I asked her about herself. Her husband was
killed during the war immediately after the birth of the boy.
More than 50 mothers and children were waiting in line in the
examination room. There was no privacy, no chairs, no lights,
not even heating, but they all waited quietly for their turn to
be seen. Flurries outside were the sign of their first winter
after the war. The electricity supply was erratic in the village,
and the villagers still had to depend on UN supplies, includ-
ing drinking water. The entire community along the Kosovo-
Albania border was under stress, struggling with their daily
lives, asking for mental or psychological help was extremely
difficult.
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The family is a building block of a community, and family
physicians have focused on protecting the entire family. Often,
reuniting a family is the first task that family physicians should
engage in when they serve communities in postconflict regions
or where there is massive migration. Family medicine is not
only for those who already have families but is also for who
are separated from the rest of the family or who trying to reu-

nite with their family members.

At a war surgery hospital in a jungle in southern Nepal
where disarmed Maoist child soldiers and their families were
accommodated, shrapnel extraction and stump revision for
landmine wounds were daily routines. The makeshift field
hospital in a tiny public health post was erratically supplied
with electricity, with generator backup and tin roof with no
alternating current, which made surgery a torturous ordeal.
A large number of the child soldiers were suffering even
more from insomnia and bodily pain after shrapnel removal.
In the same hospital, newborn care was also routine because
life goes on in any emergencies. The most seriously injured,
such as spinal cord injury survivors, were accommodated in
a dormitory, isolated from the rest of the group with neither
physical therapy nor with the prospect of reintegration into
the community. The entire group of these child ex-soldiers
had to rely on a few ex-medics assigned to that task among
them. They were the ones who used to run around the jungle
with the soldiers and put the tourniquet on to those who were
injured on the frontline. However, they had only limited train-
ing to care for the sick and the injured. When foreigners leave,
these ex-medics continue to be the sole responders for any
health emergencies.

In communities desperate for any kind of help, training
health care providers is one of the first priorities. More impor-
tantly, identifying who are the actual care providers is the key
task for outside helpers. As they regularly work with various
levels of health care providers, family physicians are capable
of identifying who are the most effective providers of care in
their community and who should be trained. Any potential
care providers can be trained: from physicians to professional
nurses to auxiliary nurses to community health volunteers

to mothers and other family members. The programs should

capture local realities (common diseases) and priorities (com-
munity based) and be contextually appropriate.

Brain drain has been an issue in many low- and middle-
income countries among qualified health care professionals.
Some East African countries have been creative in dealing
with the issue by developing so-called task shifting or task
sharing, for which they train community health workers with

advanced medical skills needed in their communities [7].

In a remote village in northern Thailand, patients with hyper-
tension and diabetes flooded into the district hospital. People
with new cases of these illnesses diagnosed by village health
workers were all referred to the district hospital, where the
services are free or almost free because of governmental sup-
port, for initiation of treatment. However, there is no doubt
that there will soon be a serious shortage of resources. There
is rapid progression toward a Western lifestyle with fast food,
smoking, and carbonated drinks [8]. Many peasants were
waiting with bewildered faces not knowing what high blood
pressure or diabetes means to them, sitting anxiously in a cha-
otic waiting room for many hours just to figure out what to do.

As stated in the Alma-Ata Declaration, health and well-
being will be attained through participation of the community.
Empowerment and community mobilization are the strategies
to facilitate this process. The Global Burden of Disease Study
2010 [9] demonstrated that the leading causes of deaths are
now all related to preventable causes — alcohol use, smoking,
and high blood pressure [10]. Sadly, approximately 80% of
deaths related to noncommunicable disease are from low- and
middle-income countries [11], yet most of those countries do
not have enough health care resources to start treating non-
communicable diseases [12]. Prevention, spearheaded by edu-
cation, mass campaigns, and individual counseling will be key
strategies and they can only be achieved with active participa-

tion of the community.

Family medicine: The universal profession

The principles of family medicine (six Cs) demonstrate the
ability of family physicians to appropriately assess indi-
vidual and community problems, develop and implement

interventions, and encourage participation in the process to
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enable people to attain health. Family physicians equipped
with both community and bedside clinical skills are com-
petent to work in any communities: low- or high-income
countries, from communities torn by conflicts or natural
disasters in dire need of help to affluent suburbs in high-
income countries. The praxis of family medicine and its phi-
losophy transcends borders. Family medicine is defined as
one of the medical specialties in primary medical care. But
as discussed above, when we have to deal with much boarder
health issues and systems where the health care structure is
compromised, family medicine can cover a much deeper and
wider context of health, called primary health care. Primary
health care is, as is defined in the Alma-Ata Declaration,
a much more comprehensive concept — including medical
care, prevention, and health promotion — than primary medi-
cal care. The path to attain this goal is through self-reliance
by empowering people in the communities we serve. In this
sense, | have come to believe that family medicine is a social
movement in progress to improve people’s health locally and

globally.

Conflict of interest

The author declares no conflict of interest.

Funding
This research received no specific grant from any funding

agency in the public, commercial, or not-for-profit sectors.

References

1. Lawn J, Rohde J, Rifkin S, Were MK, Paul VK, Chopra M.
Alma-Ata: rebirth and revision 1. Alma-Ata 30 years on:
revolutionary, relevant, and time to revitalise. Lancet
2008;372:917-27.

Family Medicine and Community Health 2015;3(3):37-40

Family medicine: Global health in practice

10.

11.

12.

O

Irwin A, Scali E. Action of the social determinants of health: a
historical perspective. Global Public Health 2007;2(3):235-56.
WHO. Model chapter for textbooks. IMCI. Geneva: WHO; 2001.
pp. 1-33.

Rajaratnam J, Marcus JR, Faxman AD, Wang H, Levin-
Rector A, Dwyer L, et al. Neonatal, postneonatal, childhood,
and under-5 mortality for 187 countries, 1970-2010: a system-
atic analysis of progress towards Millennium Development
Goal 4. Lancet 2010;375:1988-2008.

Kapiriri L. How effective has the essential health package been in
improving priority setting in low income countries? Soc Sci Med
2013;85:38-42.

Marmot M. Social determinants of health inequalities. Lancet
2005;365:1099-104.

WHO. Task shifting: rational redistribution of tasks among
health workforce teams: global recommendations and guidelines.
Geneva: WHO; 2008.

Moodie R, Stuckler D, Sheron N, Neal B, Thamarangsi T,
Lincoln P, et al. Non-communicable diseases 4. Profits and pan-
demics: prevention of harmful effects of tobacco, alcohol, and
ultra-processed food and drink industries. Lancet 2013;381:670-9.
Murray CL, Vos T, Lozano R, Nghavi M, Flaxman AD,
Michaud C, et al. Disability-adjusted life years (DALYs) for
291 diseases and injuries in 21 regions, 1990-2010: a systematic
analysis for the Global Burden of Disease Study 2010. Lancet
2012;380:2197-223.

Murray CL, Ezzati M, Flaxman AD, Lim S, Lozano R, Michaud
C, et al. GBD 2010: design, definitions, and metrics. Lancet
2012;380(9859):2063-6.

Hunter D, Reddy K. Noncommunicable diseases. N Engl J] Med
2013;369:1336-43.

Cameron A, Ewen M, Ross-Degnan D, Ball D, Laing R. Medi-
cine prices, availability, and affordabiilty in 36 developing
and middle-income countries: a secondary analysis. Lancet
2009;373:240-9.

40

M3INIY

uBLAdod Aq paldaloid 1sanb Ag 120z ‘8T Iudy U0 /wod fwg yowyy/:dny woly papeojumod ‘ST0Z Jaquwaldas T uo 92T0'ST0Z HOWL/ZTZST 0T Se paysiiand 111y (yeaH woDd


http://fmch.bmj.com/

