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What Does Family Practice Need to Do Next?
A Cross-generational View

John P. Geyman, MD; Erika Bliss, MD

Background and Objectives: This paper presents a 60-year view of family practice, including itsfirst 30
yearsand best projectionsfor its next 30 yearsasa discipline and field of practice. Methods. An objective
cross-generational approach was taken based on available evidence. Results: Five lessons are drawn
fromthe past 30 years: (1) Neither medical education, medical practice, nor the health care system have
been reformed by family medicine. (2) Family practice remains but one of several options for primary
care. (3) The generalist-specialist ratio has shifted farther to specialists since 1970. (4) The United States
is unique among Western industrialized nations in having multiple generalist specialties. (5) The three
primary care specialtiesare on parall el but separate courses. The health care systemisnow very different
from that of 1970, as a result of managed care; increased burden of chronic illness in an aging popula-
tion; de-emphasis of hospital care; proliferation of primary care providers; increased emphasison shared
decision making with patients, cost-effectiveness, and value of health care services; and advances in
infor mation and communi cation technol ogy. Conclusions: Thefollowing course changes are recommended
for family practice: (1) Embrace new paradigms of care (eg, evidence-based medicine, population-based
care, chronic disease management). (2) Modify practice style and redesign systems of care. (3) Embrace
further differentiation within family practice. (4) Reassess and revise educational programs at all levels.
(5) Increase emphasis on practice-based research and expansion of clinical electronic databases. (6)
Explore feasibility of a unified generalist discipline through new alliances with other primary care spe-
cialties. (7) Build organizational and political strength through alliances in advocating for structural
change of the health care system to include universal coverage and a generalist primary care physician
for all Americans.

(Fam Med 2001;33(4):259-67.)
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It is an honor and privilege to contribute to this Key-
stone |11 conference on the future of family practice.
We have chosen to take a 60-year view of the disci-
pline—30 years back and 30 years forward. Our per-
spectives are those of two family physicians of differ-
ent generations, one (JPG) graduating from medica
school in 1960, the other (EB) graduating in 2000. We
challenged ourselves first to independently distill our
respective views about the next steps for family prac-
tice and then collated them into this cross-generational
perspective. We have tried to be as objective and evi-
dence based as possible, which at times|eadsto poten-
tially provocative or politically incorrect recommen-
dations.

From the Department of Family Medicine, University of Washington
(Dr Geyman); and the Swedish Hospital Medical Center, Sezttle (Dr Bliss).

The purpose of this paper is four-fold: (1) to com-
pare the major hopes for family practice at its genesis
in 1969 to the redlities of the year 2000, (2) to summa-
rize some of the major lessonslearned by the discipline
over the last 30 years, (3) to briefly mention some of
the most important changes affecting the health care
system over the last 30 years, and (4) to present our
vision for future primary care, together with our rec-
ommendations on the next steps for family practicein
the areas of patient care, education, research, and orga-
nizational development.

Family Practice: 1969 and 2000

Table 1 lists some of the major hopesthat many indi-
viduashad for family practice when it became the 20th
specialty in American medicine in 1969. Despite its
many successes, it is apparent that the hopes held in
1969 for the future of family practice fell far short of
the mark by 2000.
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Lessons From the Last 30 Years

We believe five overall lessons can be learned from
the first 30 years’ evolution of family practice.

Lesson 1: Wedidn't reformmedical education, medi-
cal practice, or the health care system.

Despite someinterdisciplinary initiativesin medical
education, such as the Association of American Medi-
cal Colleges Genera Professional Education of the
Physician (GPEP) report and its aftermath, to which
family medicine made important contributions, medi-
cal education and clinical practice remain largely spe-
cialist dominated and rely heavily on the biomedical
model.

Lesson 2: Because of family practice’s limited num-
bers, family physicians remain only one of several op-
tions for primary care.

Although the evolution of family practice so far has
been remarkabl e in many respects, particularly in edu-
cation, thenumber of family physiciansremainsfar too
limited to provide the major source of primary care for
the US population.

Lesson 3: Since 1970, the generalist-specialist ratio
in the United Sates has shifted farther to specialists
and shows no signs of shifting back toward general-
ists.

Thenumbers of family physicians, general internists,
and general pediatricians grew by only 13% between
1965 and 1992 (to 88 per 100,000 population), while
the number of specialists increased by 121% (to 124
per 100,000).! By 1994, the proportion of primary care
physicians (by the federal definition) had dropped to
only 32% of active physicians in the United States.
Moreover, there is no evidence that this trend will re-
verse over the next 30 years. In fact, according to re-
cent data from the National Resident Matching Program
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(NRMP), the proportion of graduating US seniors en-
tering generalist residency positions dropped from about
30% in recent years to 28.4% in the 2000 Match.

Rivo and Kindig have made projections to the year
2040 for the generalist-specialist mix, based on differ-
ent assumptions for the entry levels of medical gradu-
ates to generalist residency training. At the 30% entry
level, there will be no significant increase in the num-
ber of primary care physicians between now and 2040.

Lesson 4: The United States remains unigue among
Western industrialized nationsin having multiple gen-
eralist specialties.

In the arena of primary care, the United States con-
tinues to see competition among three generalist spe-
cialties (four if obstetrics-gynecology is included), as
well asa“hidden” system of primary care provided by
physiciansin the morelimited speciaties. By compari-
son, general practiceisthe unambiguous foundation of
primary carein other Western industrialized countries,
representing 70% of active physicians in the United
Kingdom and 50% in Canada.®

Lesson 5: The three primary care disciplinesremain
distinct tribes on parallel but separate courses.

Though they have muchin common with family prac-
tice in terms of clinical skills, function, and values as
they relate to the care of their respective patients, gen-
erd internal medicine and general pediatrics still have
largely separate educational programs, read different
literature, and are organizationally more separated than
collaborative—from each other and from family medi-
cine. This divide is ironic, as genera internal medi-
cine, perhaps partly dueto theinfluence of family medi-
cine, has shown more interest in the biopsychosocial
model and has added to itsown residency training in such
areas as office gynecology and dermatology. Further,

Table 1

Family Practice: 1969 Versus 2000

Hopesin 1969
Family practice would become the main primary care discipline.

Family physicians would increase as a proportion of all US physicians.

Family practice would have a well-accepted, central rolein medical schools.

Family practice residency positions would represent 25% of all US
residency positions.

Therewould be afamily physician for every family in the United States.

Family practice would integrate the biopsychosocia approach
into practice.

Reality in 2000
Family practice isonly one of three or four primary care disciplines, with
generad internal medicine being the largest.

Family physicians represent only 12% of US physicians, down from 18%
in 1969.

Family practiceisrarely central and often is marginal.

Family practice residency positions represent less than 15% of residency
positions.

Way short

Mixed record
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practice patterns of general internists have become quite
similar to those of family physicians, 75% of whom do
not provide obstetric care and thereby have fewer and
fewer children in their practices.

Changesin the Health Care System
and Needsfor Health Care

To set the stage for aconsideration of afuturecourse
for family practice, we must first recognize how the
health care system, as well as needs for health care,
have changed since 1969. The extent of changeis re-
markable, asreflected by eight aspects mentioned here.

The Advent of Managed Care

Although managed caretracesits originsto the popu-
list movement of the 1940s (eg, Kaiser Permanente,
Group Health Cooperative of Puget Sound), the term
managed care has taken center stage today because of
factors relating to cost containment. As it has evolved
over the last 2 decades, managed care now more often
involves managed reimbursement than managed care.
Inthisnew landscape, there has been intense economic
competition among health maintenance organizations
(HMOs), preferred-provider organizations (PPOs) and
point-of-service programs. The essential elements of
managed reimbursement have led to growing frustra-
tion on the part of physicians and patients alike.

Currently, some form of managed care has virtually
replaced cost-based reimbursement to hospitalsand fee-
for-service medicine, both for people covered by em-
ployer-based insurance and for those on federally
funded assistance programs. In fact, somekind of man-
aged reimbursement now covers 75% of the US popu-
lation* (Black R. Health Care Financing Administra-
tion, Office of Managed Care, personal communica-
tionto M.H. Bailit, February 28, 1997). About 50% of
primary care physicians receive part of their reim-
bursement through capitation, and almost 50% are
employed by a health care organization.**

Increased Burden of Chronic IlIness

Aging of the US population has major implications
for the kind of health care needed by the population.
The proportion of Americans over age 65 will double
(to almost 70 million) between 1995 and 2030.° As the
popul ation agesand medical technology provides more
effective and efficient care of acute illnesses, the pre-
dominant burden of disease is shifting to chronic con-
ditions. These chronic diseases are often multifacto-
rial, coexist with other chronic diseases, and require
care beyond the biomedical model. Of growing impor-
tance are such approaches as disease management, pal-
liative care, and application of the biopsychosocial
model through shared decision making with well-
informed patients.
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De-emphasis of Hospital Care

Although the acute care hospital has been the base
of the US health care system for most of the last 100
years, its role is rapidly diminishing as more care is
provided in outpatient settings. Hospitals are becom-
ing the site of care only for patients with serious ill-
nesses that often require intensive care. The length of
hospital stays has shortened, and patients discharged
from hospitals frequently need considerable medical
and nursing care after discharge. The escalating costs
of hospitalization are partly responsible for this shift
from hospital care to ambulatory and other sectors of
care, but containment of hospital costs hasstill not been
achieved.’

Asinpatient care has become more intensive, ambu-
latory care has become more demanding. The pressures
of outpatient care have made it more difficult and less
efficient for primary care physiciansto remaininvolved
with inpatient care. Twenty years ago, many primary
care physicians cared for up to 10 inpatients on any
given day, but that number has dropped to one or two
today.®

Hospital careisnow increasingly being provided by
dedicated hospital physicians—ie, “hospitalists” The
hospitalist movement is gaining momentum rapidly; it
most involves generd internists but also some family
physicians. Hospitalists, by definition, spend at least
25% of their time on inpatient care and typically care
for 10 to 15 inpatients at any onetime.° There are some
preliminary data that suggest that hospitalist care may
reduce lengths of stay and costs of hospitalization with-
out compromising quality of care>*

Proliferation of Health Care Professionals
Involved in Primary Care

The primary care marketpl ace has become more com-
petitive than ever as physiciansin other specialtiesand
many nonphysician professional s assert their claimsto
one aspect or another of primary care. As Edward
O'Nédill, internist at the University of California-San
Francisco, has observed: “There are 150,000 ‘born
again’ primary care providers out there.”*®

Managed careplans, and even state legislatures, have
increasingly responded to public pressure by enabling
point-of-service access to specialists. In 1997, for ex-
ample, the Georgia legislature passed a law requiring
managed care plansto offer direct accessto dermatolo-
gists without referral, while Indiana has mandated the
opportunity for direct access to anesthesiologists, der-
matologists, mental health professionals, and others.*4

The number of nonphysician clinicians (NPC)
doubled between 1992 and 1997,**with 63,000 nurse
practitioners and 29,000 physician assistants in the
country’sNPC workforce by 1997.¢ Although lessthan
15% of nurse practitionersarein independent practice,
25 states and the District of Columbia have passed
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legislation removing requirements for nurse practitio-
ners to have physician supervision and/or mandatory
collaboration with physicians.*’

Other health professions are also vying for a piece
of primary care, including clinical pharmacists'® and
some alternative care providers. Of 18 major managed
care organizations (including Aetna, Kaiser Perma-
nente, and Medicare), 14 now offer at least 11 of 34
complementary and alternative medicine therapies,
while Blue Cross-Blue Shield now permits its HMO
enrollees to select chiropractors as their primary care
provider, even though they lack prescriptive authority.*®

Shared Decision Making with Empowered Patients

There has been a big change in recent decades in
public expectations of health care and in empowerment
of patients. Many factors have contributed to this
change, including the Great Society programs of the
1960s, increased expectations of the Baby Boom gen-
eration for a voice in their health care, and recent ad-
vancesin information technology (now patients can be
instant experts on their problems after 20 minutes on
the Internet). Many of these changes are for the better,
but the physi cian-patient rel ationship has often suffered
in this process. Radowski notesthe effect on the physi-
cian-patient relationship in these terms:

Patients are better informed, less submissive, and more
open. They still seek acaptain to lead them against fate
but do not sign on as readily and usually wish to know
where they are headed. To the extent that science has
replaced magic, thedoctor-patient rel ationship hasbeen
weakened. Therelationshipismore fragmented among
specialists, in health maintenance organizations (where
the organization may be the physician), and in hospi-
tals, because of the house staff. The requirement for
second opinions has al so changed therel ationship, al ong
withthecritical view of medical care expressedin maga:
zines, books, newspapers, and on television. Malprac-
tice suits may partly be a consequence of apoorer doc-
tor-patient relationship, but they probably contribute
to it also, as must the larger number of people who re-
locate, havetwo homes, or visit walk-in centersor emer-
gency rooms for their care.

Advancesin Information
and Communication Technologies

A revolution ininformation and communication tech-
nologies has already transformed much of the nation’s
business community. Health care has not been in the
forefront of these changes, but it will not be far behind.
Initsrecently published book, Health and Health Care
2010: the Forecast, the Challenge, The I nstitute for the
Future predicts that these information and communi-
cation technologies will affect health carein four prin-
cipal areas. (1) process-management systems, (2) clini-
cal information interfaces, (3) data anaysis, and (4)
telehealth and remote monitoring.2(10%-22
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New technologies are dready bringing electronic
clinical data systems to physicians by means of
handheld computers, and electronic communication
between patients, physicians, and consultantsis trans-
forming the process of care in ways unimagined only
10yearsago. Joe Scherger, MD, for example, hasfound
that increased e-mail communication with patients has
resulted in more continuous and less episodic commu-
nication with patients within a busy practice, while re-
ducing unnecessary office visits, providing more ser-
vice, and enhancing the physi cian-patient rel ationship.

Increased Emphasis on Cost-effectiveness and Value

National expendituresfor health care have morethan
quadrupled since 1980, while per capita expenditures
have surged from just over $1,000in 1988 to $4,000in
1998.2This increase in the cost of health care has led
to increasing cost containment measuresby payers, both
public and private. At the sametime, questions of cost-
effectiveness and value of health care services are be-
ing asked more seriously, especially by government,
other payers, and managed care organizations. David
Eddy has this to say about this new dynamic:?*

That environment (in which medical decisions are
made) is demanding something that seemsimpossible;
we must simultaneously increase the quality of medi-
cal carewhilecurtailing its costs. Indeed, the last quar-
ter century hasddivered two hugeforcesthat arechang-
ing the way medicineisand will be practiced, forever.
They both begin with the people who pay the bills—
whether out of pocket, through insurance premiums or
HM O dues, higher costs for goods and services (which
pay for employeehealth benefits), orincometaxes. The
bill payershave said they will not continueto pay hedth
care coststhat risetwice asfast asthe general inflation
rate and incomes. Simultaneously, they have begun to
ask about the quality of the product they are receiving
for their money. The latter is not a pretty sight: wide
variations in practice patterns without any obvious
medical justification; studies indicating that, accord-
ing to expert panels, from one fourth to one half of the
indications for which some major procedures are done
areinappropriateor equivocal; studiesshowing that the
experts themsal ves might not know what they are talk-
ing about; and exposes that major diseases are being
treated on the flimsiest of evidence. Clearly, we need
to rethink what we are trying to do and how we are
doingiit.

Future Evolution of Managed Care

Managed care hasbecomethelatest “whipping boy”
in US hedlth care. Despite its initial success in cost
containment, apowerful backlash against managed care
organizations has gathered momentum since the mid-
1990s over such issuesas*gag rules’ for HMO physi-
cians, denid of services, and“ drive-through deliveries”
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Itisalready clear that managed care will not continue
without major changes. Many HMOs, for example, are
acceding to enrollees demands for point-of-service
accessto specidigs, and less-effective cost containment
appears inevitable.

It isimportant to recognize the distinction between
managed care, described here, and managed reimburse-
ment, which was mentioned earlier. Some managed care
organizations, especially in the for-profit group, have
focused on management of costs of care at the expense
of quality of care, for the purpose of making profitsfor
shareholders. Unfortunately, the many achievements
toward cost-effective comprehensive care based on evi-
dence-based outcomes, as exemplified by many non-
profit managed care organizations, are being unfairly
included in the backlash to managed care. Indeed, some
HM Os have been committed for up to 50 yearsto health
promotion, preventive medicine, and a popul ation-based
approach to optimizing health care outcomes. It isun-
clear to what extent these efforts will continue.

Whereto Go Next in Family Practice?

Based on the foregoing discussion, including what
has been successful or less successful for family prac-
tice over itsfirst 30 years, we now propose our Cross-
generational recommendations for significant course
changes for family practice. These recommendations
fall into four major categories: patient care, education,
research, and organizational/political strategies.

Patient Care

Our overriding recommendation is that the founda-
tion of the health care system, for the entire US popu-
lation, must be a system of accessible, affordable, com-
prehensive, high-quality primary care. For thisrecom-
mendation to be put into action, several enabling steps
must occur.

Embrace New Paradigms. The first enabling step is
the need for the health care system in general, and for
family practicein particular, to embrace new paradigms
of care. These paradigmsinclude evidence-based medi-
cine, population-based care, and chronic disease man-
agement.

1. Evidence-based Medicine. With itsrootsin clinica
epidemiology, evidence-based medicine caninform and
guide clinical decision making for individual patients
as well as populations.?®?’ The process of evidence-
based medicine, augmented by information mastery as
devel oped by Slawson et a,?8isbecoming morewidely
accepted and applied infamily practice. Evidence-based
medicine, with an emphasis on positive outcomes that
matter to patients, should underpin clinical practiceand
education in family practice.®
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2. Population-based Care. Although its application may
vary somewhat from one heath care organization to
another, popul ation-based caretypically involvesasys-
tematic structure for identifying patients under the
health care organization's care that are at high risk for
disease or have an established chronic disease, imple-
menting clinical practice guidelines to deal with the
patients’ health care problems, and tracking health sta-
tus, outcomes, and clinical performance. The concept
is still somewhat controversial, but there are good ex-
amples of its effectiveness. For example, after imple-
menting its population-based family practice model,
Group Health Cooperative of Puget Sound has demon-
strated a 32% decreasein | ate-stage breast cancer (1989
to 1990), as well as an increase from 4% to 48% in
bicycle helmet use among children, with a concomi-
tant 67% decreasein bicycle-related head injuries (1987
t0 1992).%° Some family physicians advocate that popu-
| ation-based approaches can be usefully appliedin small
group or even solo family practice,* while others cau-
tion against the possible erosion of continuity of per-
sonal care when focused on populationsinstead of in-
dividualsin large health care systems.®

3. Chronic Disease Management. As one of the main
approaches to population-based care, chronic disease
management broadens the goals of health care to in-
clude important areas often relatively neglected in our
current biomedical paradigm. These include restoring
functional capacity; carewhen cureisnot possible; pre-
vention of illness, injury, and untimely death; and health
promotion. 2187

Thereisgood evidencethat disease management can
lead to improved patient outcomes, as shown by a1997
HMO Industry Report by Inter Study.* Moreover, re-
search on the contribution of health-related quality of
life (HRQOL) measures to patient satisfaction and
health care decision making indicatesthat patientswith
chronic conditions value mental and socia health in-
terventions as much or more than they value specific
disease treatments.3* Since chronically ill patients fre-
guently have associated mental and/or social impair-
ments, there is an increasing need to reorient medical
practice to address these needs more effectively.

M odify Practice Styleand Redesign Systems. Anen-
abling second step in family practice’s role in trans-
forming the health care system involves redesigning
our practices and practice systems. We believe that sev-
era actions are necessary.

1. Group Practices. Because of the infrastructure re-
quired for effectivefamily practice, we believe that solo
practiceisno longer aviable practice option. Thetrend
will be toward larger groups and more integration of
smaller groupsinto larger health care organizations. The
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minimum effective practice size is probably four phy-
sicians, even in rural areas.

2. Electronic Medical Record. Electronic medical
records should be implemented in all practices, per-
mitting physicians to take advantage of its full capa-
bilities, including clinical decision support and reminder
systems, quality assurance monitoring, and monitor-
ing of patient outcomes and clinical performance.

3. Variable Patient Scheduling. Family physicians
should have more variabl e patient scheduling, whereby
e-mail communication with patients can obviate the
need for office visits for some minor problems, while
extended office visits can be scheduled for patientswith
more-complex medical problems, multisystem disease,
or personal/family problems requiring more time.

4. Seamless System of Persona Care. It isessential to
develop“seamless’ systemsof personal care, facilitated
by electronic information systems, whereby effective
care can berendered regardless of apatient’slocation—
office, hospital, nursing home, at home, or elsewhere.

5. Team Practice. We recommend expanded team prac-
ticewith other clinica disciplines, including nurse prac-
titioners/physician assistants, clinical pharmacists,
medical social workers, and clinical psychologists.
Other team members may be actively involved in such
areas as care of minor illness, patient education and
health promotion programs, disease management, and
monitoring of drug therapy and health status.

The family physician’srolesin expanded team prac-
ticewill include emergency carefor patientsof al ages,
including skills in advanced cardiac and trauma life
support skills for adults and children. It will also in-
clude extended office visitsfor new patients, including
full personal and family history, physical examination,
baseline laboratory tests, and assessment of health sta-
tus; diagnosis, management, and follow-up of complex
and multisystem disease; person-centered care of
biopsychosocia problems; shared decision making with
patients confronting alternative therapies for serious
illness; and coordination of care for the population be-
ing served by the group.

The future family physician will not need to see ev-
ery patient cared for by the team but will be in touch
electronically with many others. Continuity of care
should continue into the hospital when family physi-
cians patients are hospitalized, most likely through
colleagues within the group who have opted for train-
ing with an emphasis on hospital practice.

6. Public Health. We should seek closer collaboration
with public health officials. Local and state public health
departments can help the personal care sector to ex-
tend needed health care servicesto defined popul ations,
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plus provide community-based epidemiol ogical surveil-
lance and targeted public health interventions. Strate-
gic aliances should be developed with public health
agencies, including electronic communication of clini-
cal information for populations being served (eg, in-
formation on immunization rates).

Embrace Increased Differentiation Within Family
Practice. In the 1960s, there was a tendency among
general practitioners who became board certified in
family practiceto hold a“macho” view of what family
practice should be—full-breadth practiceincluding ob-
stetrics and some surgery. Extent of surgical privileges
was a key issue, much as intensive care privileges are
an issue today. Given the increasing complexity of our
evolving health care system and the progressive shift
from acute care to the care of chronic conditions, fam-
ily practicewill need to loseitsfocus on full-scope prac-
ticefor all family physiciansand diversify morethan it
has to date. Some family physicians will become
hospitalists for adults, with little or no rolein ambula-
tory careor child care. Otherswill be office-based phy-
sicians without a hospital practice, even though their
patients may be covered in the hospital by hospitalists
from their group practice. Still others may work in a
part-time or job-sharing arrangement. In short, it will
no longer be possibleto “do it al.”

Education

The overall goal of family medicine education at all
levels should be the trandation of best evidence into
practice. Education will thus include emphasis on ef-
fective systems of practice, shared decision making with
patients, team practice, quality assurance, and optimiz-
ing clinical outcomesfor individual patientsand popu-
lations being served. Enabling steps to reach this goal
involve revision of our educational programs at all
levels.

Medical Student Education. Medical student (predoc-
toral) teaching programsin many medical schoolswith
departments of family medicine are already well es-
tablished along appropriatelines, including invol vement
in preclinical courses such as Introduction to Clinical
Medicine, plus clinical preceptorships and clerkships
with family physicians. The main challengetoimprove
these programswill be to place medical studentsin ex-
emplary family practice groups that also use amodern
systemsapproach to family practice as described above.
Medical students should also beintroduced to therela-
tionships of primary care to public health and a chang-
ing health care system, including important policy is-
sues concerning access to care and quality and costs of
health care.
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Residency Education. The development of family
practice residencies has been the real success story in
family practice, but thereisstill room for improvement.
A classic paper in 1978 by Stephen Abramson, medi-
cal educator for many years at the University of South-
ern California, called attention to diseases of the cur-
riculum—"curriculosclerosis’ (hardening of the catego-
ries) and “curriculum ossification” (an often epidemic
casting of the curriculum in concrete).®

We have examples of both disorders in our family
practice residencies, though it may be difficult to see
them. For example, is our continuity-of-care require-
ment for the family practice center (1 half day, 2—4 half
days, and 3-5 half-days in the first, second, and third
years, respectively) still essential, or has it become so
restrictive that it limits or prevents other essential
training?

Rivo et al have derived a useful set of 60 generalist
training components from a number of national data
sources for conditions encountered in primary care.*
They recommended that generalist residency programs
requiretraining in at least 90% of these 60 components,
together with acontinuity-of-care experiencefor apanel
of patients during at least 10% of the entire training
period.

We propose that the following changes be seriously
considered for graduate education in family practice:
First, we should establish tracks for selected practice
competencies, including rural practice, hospitalist prac-
tice, and perhaps others. Second, we should restruc-
turerequired timeinthefamily practice center, permit-
ting more flexibility to allow family practice residents
to preparefor specid kindsof practiceor for additional
training in areas of special interest. Third, we should
focus on areas that have not yet received sufficient
emphasis, such asinformation and communication sys-
tems, cost-effectiveness of care, shared decision mak-
ing, medical ethics, palliative care, and home and hos-
pice care. Finally, we should model and provide train-
ing in aspects of improved systems of primary care,
including team practice, quality assurance, leadership
and management skills, linkagewith public health, and
promotion of scholarly projects related to patient out-
comes and popul ation-based health.

Continuing M edical Education (CM E). Many of our
CME programs till rely on thetraditional paradigm of
medical education—the global subjective judgment of
“experts” Asoutcomes-based clinical research and elec-
tronic clinical databases continueto develop, weshould
transform our CME to make use of these evolving ap-
proaches to practice.

I ncrease Emphasison Fellowship Training. We need
to expand the number of family physicianswith master
of public health degrees and increase the participation
of family physiciansin faculty development programs.
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These include programs such as the Clinical Scholars
Program of the Robert Wood Johnson Foundation and
other career development awards.

Research

The overall goal of family medicine research should
be to study outcomes that matter to patients, such as
investigate the quality and cost-effectiveness of primary
care interventions for both individuals and defined
populations in real-world practice settings. Enabling
stepsto achieve thisgoal will involve considerable de-
velopment of family medicine sresearchinfrastructure.

Practice-based Research. To answer important clini-
cal questionswith sufficient generalizability and power,
it will be necessary to use a networking approach that
linksthe primary care information systems of multiple
practices—so-called “practice-based research net-
works”

Electronic Databases. For effective research in fam-
ily medicine, we need to develop e ectronic databases
that capture the data from practice. For physicians to
use the information generated by family medicine re-
search, they will need access to handheld computers or
similar devices that provide them with the results of
research in ways that are practical to use in everyday
clinical practice.

Organizational and Political Strategies

We must set agoal of having primary care clinicians
assume their full potential as the foundation of the US
health care system. Enabling steps to achieve this goal
involve organizational and political strategies.

Organizational Strategies. First, and most impor-
tantly, we should work to establish linkages among the
current primary care specialties to accomplish devel-
opment of a unified primary care generalist discipline
by 2030. This will involve expanding the number of
true generalist residency positions in primary care by
reserving alarger proportion (perhaps 50%) of internal
medicinepositionsfor primary care. This could become
possible as some medical schools close, resulting in
contraction in the number of specialty residency posi-
tions. Within a unified primary care discipline, we
should develop tracks for areas of emphasisfor future
practice (eg, rural, adult, hospitalist).

A second enabling step is to assure the long-term
viability of primary care clinical research journals. In
family practice in particular, the environment of our
clinical research journalsremainsfragile 30 yearsafter
the specialty was founded, mostly due to continued
reductions of pharmaceutical advertising. The various
family medicine organizations should consider how to
stabilize this environment to assure the viability of at
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least one excellent clinical research journal that is not
dependent on and vulnerable to changesin pharmaceu-
tical advertising policies.

Political Strategies. Itisessential that we advocate for
changes in the structure of the US health care system,
not merely changes in reimbursement systems. We
should educate the public about problems with our cur-
rent health care system, as well as progress toward re-
solving them. We should be activein organizations such
asthe Physicians’ Work Group on Universal Coverage.
We should build bridges to public health and advocate
for increased primary care emphasisin medical schools
and residency training programs. Finally, we must in-
Crease our representation with government agenciesin-
volved in health care education, policy, and research.

Conclusions

Our cross-generational perspectives have been re-
markably congruent. We agree that much has been
achieved. We agree that more needs to be done before
family practice, or preferably aunified generalist phy-
sician specialty, can sufficiently expand itsnumbersand
capability to serve as the primary care foundation for
the entire health care system.

Today, family practice meets only a fraction of the
nation’s primary health care needs, which are also be-
ing addressed by other competing allopathic special-
ties (including a* hidden system” of non-primary care
physicians), other health professionals (including al-
lied health and dternative care providers), and osteo-
pathic physicians. The health care system has already
been restructured by powerful forces, including public
demand, cost-containment efforts by large employers,
health care insurers, and governmental and other pay-
ers. Medicine, for better or worse, isalso no longer the
sovereign profession it once was.

Medicine, and family practice within it, remains a
service profession, so the question becomes how can it
best serve the public interest in anew health care envi-
ronment. Thisis not the time for family practiceto rest
onthelaurelsof itsinitial development. The field must
look forward and outward and critical ly reassesswhere
it isand where it is not. Family practice of the 1970s
and 1980sis no longer the best model for the 21st cen-
tury, but the accomplishments of the last 30 years pro-
vide excellent groundwork for what needs to be done
next. Opportunitiesfor family practice have never been
greater, and there is no better time in history to be a
family physician, but continuance of the status quo will
assure that family practice is just one option for pri-
mary carein 2030, perhaps even amarginalized one at
that.

Family medicine is but one part of the larger and
rapidly changing health care system in this country, the
future shape of whichisstill uncertain. We can belead-

Family Medicine

ersintheeffort to transform that systeminto onethat is
effective, efficient, and structured to meet the primary
careneedsof all Americans. Inthat spirit, weclosewith
these observations:

Theunderlying problemsthat | ed to turbulencein medi-
cine—the earlier acceptance of the myth of unbridled
resourcesand national capacity, the preoccupation with
short-term rather than long-term thinking, the empha-
sis on immediate gratification, the difficulty of retain-
ing purposeand valuesin aculturethat championsgreed
and material excess, and the dilemma of providing for
public goods and human needs through a private mar-
ket system beholden only to ownersand shareholders—
were the same problems that jeopardized other aspects
of the country’s prosperity.

The key (to rebuilding the public trust in medicine)
lies in restoring the tattered social contract between
medicine and society. The medical profession must re-
member that it exists to serve.

Kenneth Ludmerer,1999%

and further:

We aretheintersection between care and cure, between
technology and trust, between economics and social

equity.
Bob Graham, 19972 (As executive vice president of
American Academy of Family Physicians)
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