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How Will Family Physicians Care for the Patient
in the Context of Faomily and Community?

Lucy M. Candib, MD; Lillian Gelberg, MD, MSPH

Difficulties caring for patientsin the context of family and community stem from problems of power
and vulnerability. Patients are disempowered in relation to physicians and to the medical care sys-
tem. Physicians are disempowered in their ability to provide comprehensive relationship-centered
care to individuals and families because of economic constraints on medical care and limits on con-
tinuity of care. Individual patients are also vulnerable to abuses of power within their families be-
cause of physical and sexual abuse; the recognition of such abuses and appropriate interventions for
them requires awareness of the gender ideology that underlies inter personal abuses of power. Fami-
lies and communities can be disempowered because of vulnerabilities related to race, ethnicity, pov-
erty, and homelessness. The additive effects of these vulnerabilities have created health disparities
that are a hallmark of inequitiesin our country’s medical system. Opportunities to teach studentsto
recognize and address these disparities abound within medical education. Participatory training and
educational action projects can prepare learnersto |ead ustoward a more just and egalitarian medi-
cal system with the potential to change the context of family and community in which we care for
patients. However, systematic commitment from educational programsis necessary to produce acti-
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vated clinicians, teachers, and researchers to achieve these changes.

(Fam Med 2001;33(4):298-310.)

How should family physicians do the work of caring
for patients in the context of family and community?
Whether the doctor-patient relationship iswith thein-
dividual patient or with an entire family, this relation-
ship occurs in multiple overlapping contexts that are
subject to the forces of the larger society. Family prac-
tice likewise exists within these multiple contexts, such
asthe political, economic, and social contexts of medi-
cine in generd, as well as regional, community, and
academic settings.

The role that family practice should play in these
various settingsis unclear, and the uncertainty is dem-
onstrated by the long-term tension in family practice,
noted by Stein, between being areform movement and
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wanting to be mainstream.* One solution to this di-
lemmais to become aleader of al the fields in medi-
cine by beginning areform movement, with the goal of
changing medicine for the better. The drawback of this
strategy, Stein points out, is that the tensions within
family medicine represent and reflect the tensions
within our society ingeneral. That is, the problems* out
there” in society are “in here” within our discipline.

In the spirit of that understanding, we will show that
the difficulties of caring for patients in the context of
family and community have to do with the presence
within family medicine, the doctor-patient relationship,
thefamily, and medical ingtitutions of exactly the prob-
lems that face American society. Insofar as we have
not addressed those as a society, they remain a prob-
lem for family medicine. These problems are not the
concerns of extremists within our discipline. Rather,
these problems are the central problems of our society.
And, insofar aswe, ascitizens, disagree on how best to
address these problems, we will not find consensus
within family practice on what the problems are nor
how to work on them.
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Contexts

Careinvolvesrelationships. When wetalk about car-
ing in context, we refer to the various relationships in-
volved in caring: between doctor and patient, between
patient and family, and between patients and society.
We also need to examine how we, as physicians, en-
gage with that broader social context. In particular, we
need to focus on how these relational contexts are not
working, compared with our ideal images and pref-
erences.

For instance, in the doctor-patient relationship, many
of us have idedized the long-term cradle-to-grave re-
lationship with four generations of familiesover alife-
time of practice, yet, increasingly, neither we nor our
trainees approach that ideal. Likewise, we have ideal-
ized avision of family lifein which confident and lov-
ing adults maintain along-term relationship, raise chil-
dren, and remain connected to and care for the older
generation, yet so many of the familieswe carefor are
fractured by drugs, alcohol, abuse, violence, and irrec-
oncilable conflict. At the community level, we share
anidea of civic and community life in which patients
and families have adequate resources to feed, clothe,
house, and educate their members, aswell asto obtain
available, affordable health care and medications. Yet,
welivein asociety where, without hyperbole, millions
of families do not have accessto food, shelter, and health
care. Each of these ideals—of the doctor-patient rela-
tionship, the patient in the family, and the patient in the
community—iscurrently constrained, limited, or made
impossible because of huge forces at work in the soci-
ety—forces based on inequality and abuses of power.

Constraints on the Doctor-Patient Relationship

Our residents are not being trained to stay in one
place or to have long-term connections. If they enter
long-term continuity practice after they graduate, we
congratul ate them, but it is not something we helped to
make happen. Faculty, in turn, tend not to have long-
term commitmentsto onelocation. Infact, in academic
family medicine, moving to a better position is almost
deriguer. Although McWhinney admonished usin 1975
not to let the demands of academic life—teaching, re-
search, and administration—conflict with the task of
being afamily doctor, we have done just that. We have
“raised a generation of academic physicianswho [ar€]
superb teachersand scholarly writersbut [ have] ceased
to be family doctors in any genuine sense.” As
McWhinney recognized so early on, “Primacy of the
person may be incompatible with the primacy of pub-
lication.”?

Second, and more importantly, our health care sys-
tem is increasingly designed to destroy continuity of
care. For the some 40 million uninsured patients, no
continuous source of care is guaranteed. For insured
patients, we are often prevented from maintaining long-
term relationships with them by so-called “market
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forces,” which dictate that employerschangeinsurance
systems to get a cheaper “product.” The result is that
thousands of families regularly have to change physi-
cians. In northeastern Ohio, for example, in 1995, about
25% of the population with managed care health insur-
ance coverage had undergone aforced change in their
source of health care during the previous 2 years? a
situation that has likely worsened in subsequent years.

These rupturesin continuity destroy critical connec-
tionsin the doctor-patient relationship. They affect the
child whose growth and development is abnormal, the
teenager who needsto discuss birth control with atrust-
worthy figure, and the woman with multiple symptoms
whose family doctor has provided extensive listening.
They also affect the older adult who faces retirement
and now has adoctor the age of his grandchild and the
elderly woman who has outlived her last 10 doctors
and who would like someoneto really understand what
it meansfor her to be 85.

Patients forced to change physicians report poorer
interpersona communication with their physicians, less
knowledge by their physician of them and their family,
less coordination of care, decreased continuity with the
new provider, and less preference to see their regular
physician. Longer-term relationships, in contrast, are
characterized by morefamiliarity with one'sphysician,
better physician knowledge of the patient, more patient
satisfaction with care, and more patient confidencein
the physician.*® Studies of continuity of care show that
older patients whose relationship with their physician
has been for 1 year or less are more likely to be hospi-
talized and incur higher Medicare costs than patients
with ties of more than 10 years. For Medicaid patients,
greater continuity with one provider over the course of
1 year isassociated with decreased hospitalization dur-
ing the second year.

Asfamily physicians, we develop knowledge about
patients either through long-term relationships or
through relationships with greater intensity (more vis-
its per year), and this intensity of care enhances our
sense of responsibility toward the patients.” When we
know patients better, we arelesslikely to use diagnos-
tictestsand morelikely to use expectant management.®

When our relationships with these individuals are
“traded in the marketplace” of managed care, we and
our patients are the losers, while corporate stockhold-
ersarelikely beneficiaries. We and our patients do not
have the power to control whether we will maintain
our relationships. Power is not shared equally in soci-
ety, and the inequality of power isreflected hereinthe
inability of both doctors and patients to maintain long-
term relationships in an economic environment they
cannot control.

Patients, of course, also change jobs and homes to
make better lives for themselves, but that migration is
part of norma growth and development and is not a
health insurance issue. While patients mobility may
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affect their continuity with their family physician,” many
of these moves are within the same community, and
most occur to young families. For these young fami-
lies, however, even those who remain with the same
community, those with employment who are fortunate
enough to leave Medicaid and obtain ajob with insur-
ance benefits often find that they must change their
health insurance. The family physician who cares for
Medicaid-enrolled patients through various medical
family crisesisnow left behind when the patient getsa
job and moves on to “rea” insurance. For some pa-
tients, the changein insurance means having the choice
of the supposed superiority of more prestigious spe-
cialists, rather than lowly family doctors. In this in-
stance, “making it” results in leaving behind many of
the essential sources of support and connection, like
the family, community, or family doctor, in pursuit of
status or prestige. Thus, priorities at work in the larger
society affect even so personal achoice asone's phy-
sician.

Problems of Power
Power in the Doctor-Patient Relationship

Within the doctor-patient relationship itself, wefind
internal inequalities and both potential and real abuses
of power. By virtue of class, often race, often gender,
as well asincome, education, and technical expertise,
the doctor has more formal power than the patient. In
the mechanics of the relationship, the doctor isin con-
trol of the timing, location, length, and conditions of
doctor-patient interactions and remains clothed, some-
times standing, and definitely in charge of therelation-
ship.’® Medical students and young trainees who have
not yet been socialized to dominate interactions with
patients may find themselves uncomfortablewith these
power relations and may chooseamore egalitarian style,
at least until the pressures of training force them into
controlling theinteractions. It isnot surprising that many
of our patients appreciate our traineesnot only for their
youthful enthusiasm but also for their willingness to
alow the patients to participate more as equals.

Given the power imbalances between doctors and
patients, it would seem that we should attempt to offset
thisinequality and establish relationships with patients
that are relationships between equals, in which we at-
tempt to empower the less powerful. Such a god is
congruent with our discipline’s spirit—in which a per-
sonal relationship takes priority over atechnical one—
and matches our ideal of ademocratic society. Instead,
however, we are exhorted by our supervisors to better
manage time with the patient in an effort to maximize
efficiency and income. This industrial model of the
doctor-patient exchange asa“product” to be manufac-
tured with minimal inefficiency has superceded the
concept of arelationship, in which growth and connec-
tion would have been present. No wonder that we and
our patients feel out of control. The corporate model
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has taken over the personal model, providing family
medicine with yet another conflict with society.

Asindividualsin family practice, we are, of course,
not immune to abuses of power. Regardless of how we
think we practice medicine, we practice in a system
that many perceive as prejudiced. Through our medi-
cal system, welimit patients accessto avariety of medi-
cal resources. HIV treatment,™* cardiac reperfusion pro-
cedure,*? and opioid therapy for cancer pain*® and frac-
tures*are but a few examples of treatments to which
people of color have less access than the remainder of
the population.

Abuses of power, of course, also occur at a personal
level. At an extreme level, asmall percentage of physi-
cians actively take advantage of patients’ vulnerability
to abuse them sexually*>¢ or do them active harm (eg,
therecent case of agenera practitioner in England who
systematically killed his elderly patients).!” It is our
responsibility to safeguard patients from such abuse,
but it isaso our responsibility to protect them against
al abuses of power. However, we are so uncomfort-
able with the notion that power affects our doctor-
patient relationshipsthat we pretend it is not there, and
the result is that some of us are frankly abusive. Chat-
ting with a colleague while we know that a nurse or a
patient is waiting for us or ordering atest with ethical
implications (like al pha-fetoprotein during pregnancy)
without discussing thetest with the patient are examples
of ordinary day-to-day abuse of power. The tension
between the denial that power exists (ie, anideology of
equality) and the practice of oppressive power dates
back in this country at least to the Declaration of Inde-
pendence, when the statement of equality was belied
by the brutal fact of slavery and the denial of the vote
to women. Within family medicine, we have not sys-
tematically addressed this concern any more than soci-
ety has systematically addressed abuses of power.
Again, family practice mirrors society.

Power Within the Family

L et usturn now to issues of power within the family.
Historically, in family medicine, when we have talked
about caring for the patient within the family context,
we have referred to extended families and the family
life cycle. Family medicine tended to focus on the
strengths offered by the family context, rather than on
the vulnerabilities. Power and vulnerability were not
central metaphorsfor what was going on. A more hon-
est vision of families requires that we balance our con-
textual understanding of the family life cycle with the
recognition that while families can be nurturing, they
can aso be dangerous places for the vulnerable. Un-
fortunately, our own romantic vision of the family asa
safe haven, a source of love and comfort, protection
from the rough and tumble of the world outside, is
belied for many by the realities of family life.
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Abuse of Children. Powerful adults abuse vulnerable
children within familiesin physical, psychological, and
sexual ways. A third of girls experience some kind of
sexual abuse within their families of origin, and most
never reveal it until adulthood. The vast majority of
this abuse of power is perpetrated by men and older
boys on vulnerabl e girls (and sometimes on boys) who
lack a strong maternal figure to protect them. Stepfa-
thers, mothers’ boyfriends, uncles, older cousins, grand-
fathers, and at times biological fathers, all may be per-
petrators.’® For many girls, thefamily isnot asafe place
to live.

While we all abhor child abuse and want removal
and punishment of hideous offenders, we are not look-
ing closely at our own experience. Family medicine,
likethewider society, hasahistorica reluctancetorec-
ognize and address this abuse because it would mean
taking on the nature of male power in families.® It
would, at times, mean accusing powerful male figures
within communitieswho can usetheir resourcesto pro-
tect themselves and discredit the victims.

Sexual abuse of girlsisnot only a catastrophein it-
self; it also leaves a legacy of symptoms that family
physicians confront every day yet may never recognize.
Sexual abuse is not limited to low-income families; it
also occurs among middle-class women professionals,
of whom morethan aquarter have been sexually abused
as children by the men in their families.*® Dispropor-
tionately, women who were sexually abused as chil-
dren fill the ranks of the patients that carry diagnoses
of somatization,® psychiatric illness,? irritable bowel
disorder,? chronic pelvic pain,> obesity,?* fibro-
myalgia,>® and any illness with asubstantial functional
component.?®

Beginning in adolescence, teens who acknowledge
having been sexualy abused engage in riskier behav-
iors than do controls.?” Sexual abuse survivors are less
able to take care of themselves as adults and are more
likely to smoke, drink, and overeat and less likely to
get pap smears and mammograms or to use seatbelts
and condoms.®#2° Thus, they are more at risk for a
variety of later diseaseslike HIV and chronic lung dis-
ease, and they aremorelikely to have diseases detected
later. Their inability to protect themselvesand take care
of their bodies may result from not valuing themsel ves,
not recognizing danger, and feeling disempowered and
afraid. As Russell said about incest survivors, “Their
self-esteem may be so damaged they don't feel they
deserve their own loving self-protection.” 8

Thus, abuse of power in families creates symptoms,
and ultimately diseases, among our patients, but we
often find ourselves blaming the patient and not the
power abuses that shaped the patients’ childhood and
self-esteem. Caring for these patientsin the context of
their families requires recognizing that the family of
origin may be toxic for its members. We need to learn
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to be critical of the harms that happen in families and
familiar with identifying the resulting scars and inju-
riesthat influencetheir victimsfor decades. By not rec-
ognizing the origins of powerlessness over their own
bodiesthat these patients experienced as girlsand young
women, we have little more than strategies of manag-
ing them, as we are advised to do with patients with
somatization.

Instead, work with survivors of abuse in the family
requires that we actually conduct the doctor-patient
relationship in a different way. We need to be highly
attuned to issues of shame surrounding the experiences
of physical and sexual abuse and to change theway we
conduct the physical examination. Because being
touched by an authority figure is a“loaded” event for
the patient, the dynamic of the physical exam needsto
beafull partnership. Understanding what kind of abuse
awoman experienced will clarify what parts of the ex-
amination will be the most difficult.®*Whoever abused
them as children, whatever violence they witnessed,
whoever hit or controlled them as adults—never were
they asked permission. The language of the clinician
needs to put the patient back in control of the proceed-
ings: “Isit OK for me to look in your mouth?’ This
seems like a silly question, but if a person had been
forced to engage in oral sex, it would be an essential
step for the patient to regain some sense of safety around
opening her mouth and having an object poked into it.
Likewise, patients need preparation before consider-
ing an invasive procedure, with the opportunity to refuse
itif will betoo traumatic. Subspecialty consultantslike-
wise require education about how to conduct a proce-
dure with a patient who has previously been abused.

Appropriate treatment of the abuse survivor moves
the meaning of collaboration to another level: the fam-
ily physician, mental health specialist, and medical spe-
ciaist need to have clearly shared understandings about
the absolute need for the patient to be in control before
consultation can be effective and not harmful 3 This
strategy of giving control back to the patient, step by
step, rarely practiced by physicians, recognizesthat the
patient should be the one to decide when her body is
touched, probed, manipulated. The patient needs to
know that she can stop the process at any time.

Abuse of Women. Families are also physically dan-
gerous for women. Women are vulnerable to physical
violence within dating relationships, as members of a
cohabiting couple, and within the marriage union. Al-
though our discipline has amply documented the high
rates of current and lifetime violence against women
and the severe adverse health consequences, and al-
though we have participated in developing various
screening tools to detect it, we have not yet committed
ourselves to detecting it or preventing it.>> At the
community level, a Robert Wood Johnson study of
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five different communities® revealed that in no case
did the hedth care system systematically address the
problem of violence in families but instead, “champi-
ons’ in the community were the ones responsible for
any change. Frank prejudice—class elitism, racism,
sexism, homophobia—toward both perpetrators and
victimsdominated the attitudes of individual providers
and impeded progress. Heath care workers who fo-
cused onthiswork felt marginalized by their colleagues.
Just asour society istorn about whether women should
be treated as respected equals or maintained through
force and threat and tradition in submissiveroles, fam-
ily medicine has not taken a clear stance. Care for the
patient in the context of family and community must
recognize women's vulnerability to physical violence
at the hands of intimates and must pledge to learn how
to prevent it.

Male Violence. Our society is also ambivalent about
violence anditsrelation to the definition of what it isto
be mae. On onelevel, wewould like to think that it is
manly to turn the other cheek, yet on the other hand,
we believe at both personal and national levelsthat it is
honorable to arm and defend oneself against real and
perceived threats. On one hand, we believe in the idea
that individuals should be safe in their homes and on
the streets—ie, that this should be a safe society. Yet,
on the other hand, major forces in the population be-
lieve that this safety can only be maintained through
the right of individuals to bear weapons. On one side,
wetry to teach our children to be good sports (meaning
to play fairly and to respect each other in the context of
a competitive game). On the other, we have one father
killing another father in a boys' ice hockey game in
Massachusetts over how he called a play. With defini-
tions of masculinity so tightly wrapped up in the need
to fight, it is not surprising that 28.6% of male high
school students carried a weapon within a 30-day pe-
riod in 1999.%

Where do boyslearn to fight? In a somewhat differ-
ent way from how families are dangerous for women,
families are harmful to men, asit is clearly the family
that serves as the crucible in which manhood is tem-
pered. Boys learn not to cry, not to acknowledge pain,
not to talk about feelings, not to take care of their bod-
ies, not to go to the doctor; they learn that to be “like a
girl” is second worst to being a homosexual. The re-
sulting misogyny and homophobia, tightly linked to
definitionsof manhood, cut men off from closenesswith
other men and from the tender parts of themselves.

Asthey grow up, men lose out in the family of pro-
creation. They recognize theloss of arelationship with
their own fathers, yet cannot attain the closeness they
would likewith their own children. Thus, whilewomen
may be victims of family violence, men are victims of
the masculine ideology promoted by family values.
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Family practiceisambivalent about our rolein prevent-
ing this violence done to both men and women; while
we advocate detecting it once the damage is done, we
are hesitant to consider discussion of what it meansto
be a man within our usua framework of anticipatory
guidance.®

Power and Vulnerability

Although rape is most commonly perpetrated by an
intimate partner, fear of stranger rape dominates socia
thinking about women’svulnerability. Fear of rape con-
strains women’s activities in ways of which men are
unaware,* and women’svulnerability to rape puts men
into more powerful positions: either asthosewho might
take advantage or those who benefit by being protec-
tors.° Incommunity samples, past experiences of sexua
assault perpetrated both by intimates and by strangers
are associated with poorer subjective health and avari-
ety of chronic illnesses and somatic symptoms.*=’
Women who have been sexually victimized makemore
office visits and consume more medical care.®®

Some subgroups of women are particularly vulner-
ableto rape. Women who have been previously victim-
ized in childhood are more at risk of rape in adoles-
cence or adulthood.*®* Broader social conditions such
as lack of affordable housing have a direct effect on
women fleeing violent relationships; they are more
likely to become homeless, and homelessness itself
is associated with arisk of physical and sexua as-
SaUlt.40’4l

Thus, the power inequities in society, such as low
income, homelessness, and male domination, interact
with persona vulnerabilities, such as being a sexua
abuse survivor or abattered woman, to create very high-
risk conditions. Even though we know these facts, and
we are aware that upward of one third of women will
experience sexual assault during their lifetime, these
facts have not shaped how we conduct health care of
women in the context of their family or their commu-
nity. Not only are we not asking about rape, we are not
working on changing the factorsthat lead up to it. Pre-
vention would mean working with children, teenagers,
and young men and women around issues of control
and domination.*

The Problem of Vulnerable Populations

Vulnerable populations experience more mental ill-
ness, substance abuse, violence and victimization
(physical, sexual, emotional abuse), social isolation,
competing needs (eg, for food, clothing, shelter, child
care, elder care), and inadequate or overcrowded hous-
ing than do the remainder of the population.”* These
social problems may exacerbatetheir health care needs
and limit their ability to obtain care. Aday further states,
“To be vulnerable to others is to be in a position of
being hurt or ignored, as well as helped by them.”
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Vulnerable populations include many segments of
our population. Their health is affected by their vulner-
ability. For example, in our country, African-American
males (in Harlem, for example) are dying at high rates
from suicide, homicide, and other forms of violence.*
Ethnic minorities are less likely to seek medical care,
and their health is compromised by disparitiesin health
care treatment.®# |mmigrants and refugees likewise
have unique childhood experiences and cultural back-
grounds that affect their accessto care and the quality
of carethat they receive.

Similarly, persons with mental illness, disabilities,
and substance abuse have unique health problems and
experience major obstacles in our system to receiving
care for their multiple and complex health problems.
While insured populations with such problems are of -
ten treated in private psychiatry offices and residential
rehabilitation programs, poor populationsare*treated”
for these problems in underfunded state mental hospi-
tals, jails or prisons, or they may become homeless*
Further, thereisagap in care for persons with the dual
disorders of mental illness and substance abuse, in that
persons with mental illness who are on psychotropic
medications might not be eligible for entry into adrug
rehabilitation program and vice versa.

Impoverished populations are at great risk for high-
risk health behaviors and their consequent diseases.
However, growing research suggests that socioeco-
nomic status has a greater influence on an individual’s
and acommunity’s health status than health behaviors
or use of health services*”* For example, asthmarates
arehighly correlated with living in school districtsclose
to centers of industrial pollution.® Further, the accu-
mulated life stressors of African-American women have
an adverse effect on birth outcomes.® In the homeless
population, such accumulated life stress has a greater
effect on birth outcomes than does prenatal care.>

Among homeless persons, the influence of lack of
housing on hedlth is pervasive, regardless of whether
the homeless individual is newly homeless, long-term
homel ess, formerly homel ess, or episodically homeless.
Even relatively short bouts of homel essness exposein-
dividuals to severe deprivations (ie, hunger, lack of
adequate hygiene) and victimization (ie, physica as-
sault, robbery, rape).> Consequently, the homeless,
adultsand children, have a high preval ence of untreated
acuteand chronic medical, mental health, and substance
abuse prablems. Research hasfound that unstable hous-
ing—such as extreme overcrowding, substandard hous-
ing (eg, lack of heat), or loss of housing altogether—
contributes significantly to poor health outcomes and
that stable housing plays a critical role in improving
these health conditions.® Children born into
homelessness result in a second generation that is at
risk for homelessness and poverty.
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The Cause of Vulnerability

The cause of vulnerable populations’ vulnerability
is often rooted in families and communities. Our soci-
ety over timehasput fewer and fewer materia and non-
material resources and less social and human capital
into our community’s schools, jobs, family incomes,
and housing. Further, there are fewer ties between vul-
nerabl e peopleand otherswho could help themin times
of need, as evidenced by the declining number of people
who live together in the same household (one quarter
of the US population lives alone) and the growing num-
ber of single-parent families. Mental illness, substance
abuse, and violence are affected by social ties, and per-
sons who come from abusive and disrupted families or
social environmentsare morelikely to havethese prob-
lems. Economic and social disadvantage continue to
plague our minority communities, with resultant racial
and ethnic disparitiesin health.®

Obstacles to Care of Vulnerable Populations

Vulnerable populations face numerous problems in
obtaining appropriate heath care. These problemsin-
cludefinancial barriers, transportation problems, com-
peting needs, education and literacy, mental illness,
social conditions, fear, lack of availability of health
services, and medical provider bias.

Financial Barriers. Financial barriers occur even for
low-income populations, because of difficulty in satis-
fying rigid and sometimes complex eligibility require-
mentsfor health insurance. Failureto satisfy eligibility
reguirements for insurance prevents access to care.
Today, few health systems and physicians will treat
patients who have no health insurance. In fact, many
doctors are even refusing to treat persons who have in-
surance that is deemed less desirable because of com-
pensation rates.

Transportation. Accessibletransportation isoften un-
available to vulnerable popul ations, making it difficult
or impossiblefor membersof these populationsto travel
to medical facilities for care. The problem is com-
pounded by lack of medical facilities that are located
in the neighborhoods in which these populations live.

Competing Needs. Vulnerable popul ations have com-
peting needs. They may place a greater priority on ful-
filling their needsfor food, shelter, and income than on
obtaining needed health services or following through
with aprescribed treatment plan. Patientswho are hun-
gry may decide that buying food for their family must
take priority over purchasing medicine for their dia-
betes.>>%¢

Education and L iteracy. Education, illiteracy, and lan-
guage have a direct effect on headth and health care.
For example, patients may not be able to read their pill



304  April 2001

bottles and may be too proud to tell their doctors about
this limitation. A physician may not realize that a pa-
tient cannot read the detailed instructions the physi-
cian has provided (ie, limited health literacy), even if
the instructions were written in the patient’s language.
Lack of translators in medical clinicsis arelated bar-
rier that is commonly encountered by patients who do
not speak English.

Mental llIness. Vulnerableindividua swho experience
psychological distress as well as disabling mental ill-
ness may bein the greatest need of health servicesand
yet may be the least able to obtain them. Thisinacces-
sibility may be due to the mental illness itself, mani-
fested by paranoia, disorientation, unconventional
health beliefs, lack of socia supports, lack of organi-
zational skillsto gain accessto needed services, or fear
of authority figuresand ingtitutions asaresult of previ-
ous institutionalization. Further, the mentally ill often
require integrated services, largely unavailable today,
to handle their multifaceted problems, including men-
tal illness, substance abuse, physical illness, criminal-
ity, and such social service-related problems as hous-
ing and employment.

Social Conditions. Social conditions can affect com-
pliance with medical care. These social conditions in-
clude homelessness; lack of proper sanitation; lack of
a stable place to keep medications safe, intact, and re-
frigerated; and an inability to obtain the proper food
for amedically indicated diet such as diabetes mellitus
or hypertension.>> Lacking social support, some vul-
nerable population groups often do not have anyone
who can transport them to a clinic or care for them at
home if needed. While most marginally housed per-
sons arelong-term residents of their community, many
arequite mobile within acity intheir search for subsis-
tence resources. Thismobility makes continuity of care
difficult.

Fear. Fear can be a barrier to care among vulnerable
individuals. Because an exhibition of toughnessis nec-
essary to survive, disadvantaged populations may at
timesdeny that they have health problemsin an attempt
to maintain asense of their own endurance and to main-
tain a sense of control, however fragile. Yet, while at-
tempting to present a tough fagade, they actually may
be afraid, because of neighborhood violence, to ven-
ture out of the immediate geographical area to which
they have become somewhat acclimated and thus can-
not seek medical servicesin another area. They may be
too embarrassed to have medical professionalsseethem
in acondition of poor personal hygiene or poor health.
They may fear that their meager financial resourceswill
be taken away to pay for the medical care they receive.
Fear of authority figures can result in failure to seek
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medical care. For example, undocumented immigrants
have reason to fear that medical providerswill contact
Immigration and Naturalization authorities, runaway
teenagers and homelesswomen with children may fear
child protective service workers, and drug abusers or
former prison inmates may fear the police.

Lack of Health CareFacilities. Asaready mentioned,
thereis alack of health care facilities to treat vulner-
able populations. As a result, national health care re-
form and universal coverage are necessary, but may not
be sufficient, to solve all of the access problems of spe-
cial populations. For example, availability and accessi-
bility of primary care for many homeless persons in
Great Britain are quitelimited despite thefact that there
isno need for patientsto pay for hospital care and medi-
cations.>” Because of their great personal demands and
lack of resources, many vulnerable populations end up
seeking carein emergency rooms, but emergency rooms
cannot provide the continuous comprehensive medical
care that the complex problems of vulnerable popula-
tionsrequire. At the sametime, many primary care set-
tings that were designed for the housed poor are not set
up to treat the multiple complex problems associated
with homelessness. Further, public heath systems for
the poor tend to target specific programs, such asfam-
ily planning, prenatal care, tuberculosis testing and
trestment, mental health and substance abuse treatment,
or immunization, yet the multiple medical and social
problems of vulnerable populations do not neatly fit
into such types of services. Integration of mental health
and substance abuse serviceswith other service settings
isinfrequent and has al so been declining.%® Thus, many
vulnerable popul ations end up seeking medical carelate
in the course of their diseases or for traumatic or life-
threatening conditions.

Medical Provider Bias. Homeless and other vulner-
able populations may find the medical profession itself
abarrier to obtaining needed medical care. For example,
medical providers may consider homeless persons to
be undesirable patients because of their poor hygiene,
their mental illness, or because of assumptionsthat they
cometo hospitalsfor shelter and not for amedical prob-
lem.>® Providers may not understand how the priorities
of disadvantaged patients differ from their own in ad-
hering to schedules and keeping appointments, setting
up the possihility of conflict and failure. Treatment plans
are often automatically based on the assumption that
the patient hasareliable source of food, social support,
and ahome.® Availability of cliniciansmay itself bean
issue: physician recruitment for clinics that serve the
underserved may be hampered by poor working condi-
tions, inadequate salaries, physician biases against
working with such populations, and the lack of respect
this work receives from the medical profession.®
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Further, providers may be afraid to care for vulnerable
populations because of fears of malpractice suits or of
contracting AIDS.*® Finally, some HMOs today actu-
ally bar physiciansfrom providing pro bono work; phy-
sicianswho previoudy gave of themselvesfredly to pro-
vide care to the uninsured are no longer able, under
their contract, to give away medical services.

Under standing Vulner able Populations Use
of Health Services and Health Outcomes

As we think of the role that family physicians can
play in community, it is important to understand how
vulnerability affects accessto careand health outcomes.
TheBehaviora Model for Vulnerable Popul ations® can
help structure our thinking around the various aspects
of health in which family physicians can become in-
volved. In this model, health outcomes are explained
by three groups of factors: predisposing factors, en-
abling factors, and need factors (Table 1), each of which
interacts with health behaviors. Thismodel shows how
multiple factors besides the medical care that we pro-
vide can affect the health outcomesfor vulnerable popu-
lations in our communities.

Predisposing Factors

Predisposing factors, such as demographic charac-
teristics, social structure, and health beliefs explain
people’s predisposition to use or not to use health ser-
vices. For vulnerable populations, predisposing factors
include mental health, substance abuse, criminal be-
havior, housing status, victimization, immigration sta-
tus, and acculturation in this domain.

Enabling Factors

Enabling factors, such as income and health insur-
ance, measurethe availablesocial, economic, and health
care resources that could encourage health care use.
For vulnerable populations, we would also consider
receipt of public benefits and accessto information re-
sources. Community-level enabling factorsincludethe
structuring of care at medical facilities to provide for

the unique needs of communities, community crime
rates, and the level of social servicesin thecommunity.
Recently, the “human capital” and “social capital” of
the surrounding communities (eg, civic participation
and voting rates) have also been found to affect access
to care for vulnerable populations. Further, the overall
socioeconomic status of vulnerable popul ations affects
their health outcomes, perhaps to an even greater de-
greethan themedical carethat we provide. For example,
studies subtantiating the “ weathering hypothesis” have
shown that the accumulated life stressors experienced
by vulnerable populations affect their health (ie, neo-
natal mortality).>*

Need Factors

Need factors assess health or illness as perceived by
the individual and, if available, objective measures as
evaluated by a health professional. Clinicians evalua-
tion of patients may be affected by the patients' vulner-
ablestatus, and patients’ perceptions of their health may
be related to their vulnerable status. In addition, par-
ticular conditions are more common among vulnerable
populations: mental illness, substance abuse, tubercu-
losis, HIV, hepatitis C, asthma, sexually transmitted
infections, violence, and premature and low birthweight
newborns.

Health behaviors include personal health practices,
such asdiet, tobacco use, exercise, hygiene, contracep-
tion, and sexual practices. They aso include health ser-
vices utilization and the process of care provided in
health care facilities (ie, care that is appropriate to the
needs of vulnerable populations).

The Role of Family Physiciansin the Community
Thehealth problemsof individual patientsresult from
community-level problems, such as socioeconomic sta-
tus, violence, pollution, racial and ethnic disparities,
and lack of housing. Further, many health problemsare
related to national health policies concerning housing,
illegal drugs, substance abuse treatment, welfare, mental
health, and prisons. These community-level problemsare

Table 1

Factors and Behaviors That Contribute to Health Outcomes

Predisposing Enabling Need
Factors Factors Factors
Demographic Personal and Perceived
characteristics family resources health

Socid Community Evaluated
structure resources health

Health Health
Behaviors Qutcomes
Personal health Health
practices status

Use of health Satisfaction
services with care
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important not only to impoverished communities but
to our general communities as well.

So, what isacommunity?“ The term community de-
lineates a wide variety of human associations, from
tribes to municipalities to religious denominations.”®
In fact, communities are said to include seven types:
aboriginal, geographic/political, religious, disease, eth-
nic/racial, occupational, and virtua.*“A single set of
regulationstofit all typesof communitiesisdoomed to
failure.” ©

Family physicians have akey rolein improving the
health of their communities.®* In the course of provid-
ing continuous comprehensive care to individuals and
families, we will find that our patientswill guide usin
the community issues that are salient to them. Our in-
volvement in the health of the community can take place
at different levels: as a clinician, educator, researcher,
and community changeagent. A physician who assumes
theserolesis an activated family physician. Such indi-
viduals are in a unique position to help our communi-
ties, not only because of our expertise in medicine but
because, despiterecent issues of breakdownintrust and
communication between patients and doctors, physi-
ciansarestill inan honored placein society. Our words
and actions are carefully listened to and observed.

As we shape the family physician of the future, we
must remember our roots: the founders of family prac-
tice held astrong belief in theimportanceof our roleas
family doctorsfor our communities. Today, family phy-
sicians' job satisfactionismost strongly affected by their
sense of community involvement (John Frey, MD, per-
sonal communication, October 7, 2000).

Family Physician-Clinician Role in the Community
Leaders of medical organizations are considering

how their organization’s work can be enhanced by fo-

cusing on community.®%® This approach suggests that

Table 2

Community Medicine Research Skills

 Conducting focusgroupsto identify community members' ideas, beliefs,
values, and expectations

* Conducting needs assessments

» Conducting population-based surveys

* Incorporating population datainto practice

* ldentifying, interacting, and negotiating with community leaders

 Establishing a community-based network of advisors

» Creating and working in multidisciplinary teams

 Conducting interventionsin our communities

» Working with the community—to disseminate theinformation generated
from the family physician-community partnership

And most of al,
* creating sustainable change—implementing changes that will continue
after theinitial project is completed
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our traditional obligation of treating one patient at a
time should be expanded. It should include a set of
physician community obligations with a focus on epi-
demiology (eg, distribution of, and risk factorsfor, dis-
easein our communities), population memberswho are
not regular attenders of medical care, and allocation of
resources among the population.®” While this approach
isdesirable, many family physiciansare currently strug-
gling just to get through each demanding day of one-
on-one patient care activities.

To make family practice more proactive in focusing
on community and an epidemiological approach, fam-
ily practice groups might be given the resources and
responsibility for health planning for the entire com-
munity in their practice area, as is currently the prac-
tice in the United Kingdom (Kevin Grumbach, MD,
personal communication, October 18, 2000). For ex-
ample, we might design our practices as a “compre-
hensive family practice model involving community,”
with community input to help identify community
needs. In this model, family physicians would provide
integrated care, including primary care, women's health,
mental health, substance abuse treatment, and social
services for individuals and families with a focus on
community-identified needs.

We could also do better in assuring that the informa-
tion technology revolution enhances our role in pro-
viding for the health of our communities. Electronic
medical record systems have not yet progressed to the
point of being able to conduct health assessments at
the level of afamily or a community. This is an area
ripefor devel opment with theleadership of family phy-
sicians. Further, we need a practical health assessment
tool for our residents and practitionersto usein assess-
ing the health of their communities, aswell asaguide-
book for potential actionsthey can take to resolve com-
munity health problemsthey identify. Maybe we could
start with a “family practice short-form 36" (SF-36)
for communities.

Although we have busy professional and personal
lives outside of our paid work as clinicians, we can
volunteer to serve communities that do not have access
toquality medical careat sitessuch ascommunity health
fairs, community heath centers, immigrant/refugeeclin-
ics, or shelter-based clinics. We can meet with students
and families in schools, faith communities, and other
community-based organizationsto work on prevention
of injury and violence, substance abuse, behavioral
problems, school dropout, sexually transmitted diseases,
and unplanned pregnancies.®

Family Physician Educator Role in the Community

Students. Aseducators, we can teach our students about
caring for our communities at al levels. But first, we
need to revise our admissions policies to recruit stu-
dents who have a concern about communities and a
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passion for working with them. Once these students
areenrolled in our medical schools, we will find them
teaching us about how to provide service to our com-
munities! We, in turn, can help them learn about their
communities and encourage them to document the as-
setsand problems of the community. We can help them
learn the resources of the community and strengthen
those resources for solving community problems. We
can encourage them to ask questions about the com-
munity. What is the status of its schools, religious in-
stitutions, and outdoor areas and other gathering places?
Where are the poverty areas located, and what are the
greatest needs of the poverty areas? What hedth inter-
ventions are already ongoing at the community level,
and who arethe community leaders?What doesit mean
to be a part of a community? What does it mean to
advocate for the health of our communities?*"°
Through direct medical care of vulnerable popula-
tions, we can break down stereotypes and stimulate the
satisfaction and excitement that results from working
to help our communities. In fact, medical students are
clamoring for such experience, shown by their heroic
effortsto set up school-based health programs, shelter-
based clinics, clinicsin churches, and health fairs.

Residents. The education beginswith medical students,
but it also includes residents and other trainees. At the
residency level, the Residency Review Committee re-
quirements for community medicine are unstructured
and poorly defined, especially when compared to those
for clinical rotations such as surgery. We suggest es-
tablishing atask force to set clear requirements for our
curriculum in community medicine, which should in-
clude arequired rotation that would focus on improv-
ing the health status, accessto care, and quality of care
within communities and in community-based settings
and organizations. Some options to consider would be
a full-month rotation, or perhaps 1 half day per week
longitudinally during the second and third years of resi-
dency. Such a community medicine curriculum task
force could establish a standardized curriculum, edu-
cational materials, and faculty development training
materials to actualize such a curriculum.

On aloca level, a residency program’s curriculum
committee could bring in community clinicians and
community members as full members of our clinical
faculty to collaborate with key organizationsand legis-
latorswithin communities. These community members
will ensure that we focus residents’ training on the cur-
rent issues of our communitiesin away that isrelevant
and acceptable. Their role will be valuable for building
and maintaining trusting relationships with our com-
munity and itsleadersand for enhancing the likelihood
that our initiatives will be adopted and sustained.®

A model curriculum of this type was developed by
Ellen Beck during her fellowship at the University of
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California, San Diego. Titled “Making a Differencein
the Community, Addressing the Health Needs of the
Underserved: A Faculty Development Program for
Family Physicians,” ™ the program is designed to edu-
cateresidents and raise thelevels of faculty knowledge
by including faculty in the educational process. Such a
curriculum could include sessions and experiences on
homelessness, community-based medical care, occu-
pationa medicine, methods of conducting needs assess-
ments of our communities, and research skills unique
to community-based medicine. The curriculum would
also include skills in how to be an activated clinician,
how to be acommunity change agent, and how to imple-
ment community-based change in health and health
services.

Family practice residents should be encouraged to
conduct acommunity-based project. The key elements
for a successful resident community project include a
long-term commitment, supportive faculty, didactic
sessionson community healthissues, ¢l ose contact and
good communication with community members, work
in pairs or teams, and discussion and reflection.”? In 1
year, the residents could be encouraged to do a com-
munity-based needs assessment of the areaof their com-
munity that hasthe highest poverty rates (H. Enubuzor,
University of California, San Diego, unpublished data,
1998). When they get to know their community, they
could then identify an addressable problem and pro-
pose asolution for implementation. The next cohort of
residents could develop and implement an intervention
based on the needs assessment. This longitudinal ap-
proach thus builds on the work of subsequent genera-
tions of residents to solve a community problem and
makes the projects seem feasible, rather than unattain-
able. Inthisway, theresidency will gain an understand-
ing of its community, develop relationships within the
community, and the community will begin to gain trust
in the residency program.

These community medicine educationa programsfor
residents and medical students requireresources. They
cannot depend on one dedicated faculty-researcher.
They require enough faculty with expertise in medical
and social sciences, along with protected timefor those
faculty to implement such acurriculum. Thiswork can-
not be limited to classroom didactic sessions but must
be experiential in community settings.

Family Physician-Researcher Role in the Community

Family medicine research and training programscan
adapt elements from the program on “Understanding
and Changing Communities’” developed by the Univer-
sity of California, LosAngeles(UCLA) Clinical Schol-
arsProgram.”™ Skillsacquired in such programs might
include those listed in Table 2.

In programs such as the UCLA program, residents
learn how to create coalitions and partnerships with
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community organizations, how to “play well with oth-
ers” and how to develop a community-based project.
They also learn how to prepare and deliver a20-second
sound byte, how to present to a legislative or govern-
mental entity, and they develop cross-cultural skills,
community data collection skills, and learn to trand ate
clinical experiencesand researchinto changesin policy.
In programs of this type, community leaders can be
invited to review residents’ projects; these leaders can
include local and national community activists such as
public health officials, advocacy groups, and commu-
nity service groups.

Family Physician-Change Agent
Role in the Community

Family physician researchers and research fellow-
ship directors can choose to focus on studies and inter-
ventions that will directly improve the health of our
communities, and as clinician-activists we can do the
same. We can becomeinvolved in activitiesthat directly
improve the health of our communities. Such work is
most effective if we work collaboratively with the
community’s citizens to solve the issues they face. We
can also serve as a resource for community leaders,
who are often better equipped to develop effective so-
lutions to the health-related programs we identify
(Denise Rodgers, MD, personal communication, Oc-
tober 5, 2000). For example, afamily physician might
help a community make the connection between the
escalating rates of asthmaand local air pollution dueto
heavy motor vehicle traffic. Community leaders can
assist in effecting changes that will have greater influ-
ence on the program than clinicians will have in their
one-on-one work with patients.

Family physicians can work at thelocal and national
levelsto change policies on low-income housing, eco-
nomics, family preservation, illegal drugs, tobacco, al-
cohol, and gun violence, the major causes of health
problems in our country. We can work to build trust
and communi cation between health and socia “sectors’
to coordinate services for the multiple complex medi-
cal needs of our vulnerable populations.** Social sec-
tors with which we might work effectively include
schools, religious institutions, child welfare agencies,
adult protective services, mental hedth treatment fa-
cilities, substance abuse treatment programs, and prison
systems.

We can work toward national health reform so that
our uninsured patientsare cared for, and our fragmented
digointed service delivery systems can come together.
And, given that the overall social and economic health
of our communities has been shown to have a major
effect on health, it is imperative that we invest in our
communitiesand familiesto bolster the devel opmental
trajectories of our children and build the human poten-
tial of the next generations.™
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Thus, the problems may present to us at the level of
caring for a patient, but our response does not have to
end at the level of the patient; it can and should pro-
ceed to the community level. We do not have to spear-
head such efforts, but we do need to be involved. An
ancient saying states, “ You are not obliged to finish the
task but neither are you free to neglect it.”

Conclusions

Care of patients in the context of family and com-
munity requiresthat family practice address the issues
of power and vulnerability within the doctor-patient
relationship, the family itself, and issues within our
communities. As a society, we have not been able to
address squarely theinequitiesthat aboundin the areas
of gender, race, class, education, and income, so it is
not surprising that these same disparitiesframethe con-
text in which we try to practice family medicine. We
have shown how these sameinequalities are detrimen-
tal to the health of individua swithin familiesand com-
munities, aswell as the health of families and commu-
nities themselves.

To make adifferencein the health and well-being of
those most vulnerable and out of power, family prac-
tice must address the same forces that maintain and
benefit from the power inequalities. We must again take
up our reform banner and join with individuals, fami-
lies, and communitiesto change the context of our com-
munitiesand our country. Indeed, if family practicefails
to take a stand on changing the underlying power ineg-
uities and preventing further erosion of the health of
the most vulnerable, we run the risk, by seeking the
mainstream, of perpetuating the status quo. Hopefully,
it isnot too late to make the correct choice.
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