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Introduction and Overview
To set the scene for this report, one 

must go back to the late 1940s and 
early 1950s. The ferment produced by 
World War II spread throughout all 
societies. The technological fallout of 
war affected medicine, among other 
sciences, stimulating its scientific as­
pect and perhaps, in the process, deny­
ing the art. The 1950s increased the 
pace of this movement and the 1960s 
saw its effects in the overwhelming 
specialization in medicine throughout 
the western world, accompanied by 
the decreasing presence of the general­
ist.

Society in North America re­
sponded to the turmoil of the 1960s 
by questioning and sometimes rejec­
ting the established order of things. 
Medicine, as one of the pillars of the 
establishment, suffered its share of 
rejection. A focus of this rejection was 
the unavailability of physicians willing 
to practice in rural and urban areas of 
need. This emotive issue, which on 
occasions reached crusade proportions, 
was expressed in many ways (often 
through media, but also by political 
action at the state and local levels).
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The reasons behind it, and the clarifi­
cations of the concepts required to 
correct it, were delineated in a classical 
series of reports which appeared be­
tween 1966 and 1968. These consisted 
of: (1) “Meeting the Challenge of 
Family Practice,” * (2) “The Core Con­
tent of Family Medicine,”f  (3) “The 
Graduate Education of the Physi­
cian,”!: and (4) “Planning for Compre­
hensive and Continuing Care of Pa­
tients through Education.” §

Together, these reports identified 
deficiencies and suggested require­
ments for improvement. The last two 
reports addressed the education and 
development of the primary physician 
and made an attempt to divide all care 
into primary, secondary, and tertiary

♦Meeting the challenge of family  practice. 
The Report of the Ad Hoc Committee  on 
Education for Family Practice of the Coun­
cil on Medical Education, chaired by W. R. 
Willard, M D .  Chicago, American Medical 
Association, 1966.
f T h e  Core Content of Family Medicine. The  
report of the Com mittee  on Requirements 
for Certif ication, which was a jo in t com ­
mittee of the American Academy of General 
Practice and the A M A  section on General 
Practice. In Transactions of the 1966  Con­
gress of Delegates of  the A A G P , Kansas 
City , Mo, 1966.
$ T h e  Graduate Education of the Physician. 
The report of the Citizens Commission on 
Graduate Medical Education, chaired by 
John S. Millis, PhD. Chicago, American 
Medical Association, 1966.
§Planning for Comprehensive and C ontinu­
ing Care of Patients through Education. The  
report of  the Com mittee  on Medical Schools 
of the A A M C  in relation to training for  
family  practice, which appeared in the 
Journal of Medical Education 4 3 :7 5 1 ,  1968.

elements as a means of conceptualizing 
the needs of society.

General practice, as it was then 
called, was part of the primary care 
element, and its practitioners met 
many of the requirements of the def­
inition of a primary physician.

They were well prepared to meet 
the new enhanced role of the primary 
physician because they had retained 
their holistic approach to patient care, 
The traditional concept of responsi­
bility in the profession of medicine is 
an individual one: physician to pa­
tient. Specialization and sub specializa­
tion had fragmented not only the 
practice of medicine but also the 
relationship between physician and pa­
tient. However, general practice was 
seen to lack a specific area of concern, 
a visible essential responsibility, a core 
content of knowledge, and was con­
sidered incapable of being taught in 
graduate or postgraduate medical cur­
riculum. It did not possess its own 
data base, its own literature, or its own 
area of new knowledge which could be 
researched.

As noted by Stephens,* the general 
practitioners themselves were in diffi­
culty, having been taught by specialists 
and subspecialists in a medical center

*Stephens GG: Address delivered at the 
Annual Meeting of the Society of Teachers 
of Family Medicine, Washington, DC, 
November 1975.
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environment. They saw themselves as 
being all things to all people, and their 
function as being universal. Inevitably, 
this approach produced a feeling of 
inadequacy engendered by the impos­
sibility of any one physician being 
adequately versed horizontally across 
disciplines as well as indepth in each 
discipline.

Primary care internists and primary 
care pediatricians were in a somewhat 
easier position. They had diminished 
their societal responsibility by arbi­
trary age selection but in so doing had 
fragmented the basic nucleus of socie­
ty -  the family. The general practi­
tioner retained the familial relation­
ship -  to some degree everywhere, but 
perhaps most completely in the 
smaller communities. This occurred 
because it was natural and acceptable 
to both parties. In the mid-1960s, in 
response to the emotive needs ex­
pressed by society and intellectualized 
by its mentors, the general practitioner 
redefined the goals and objectives of 
the general practice discipline and re­
stated his/her responsibilities in caring 
for individual families and the whole 
community. The American Academy 
of General Practice took the leading 
part in this, and its ultimate position 
was expressed in “The Core Content 
of Family Medicine,” published in 
1966. This defined family medicine in 
terms of the physician-patient relation­
ship and conceptualized the notion of 
comprehensive, continuing care of 
both individuals and families. This also 
emphasized the counseling role of the 
family physician and his/her responsi­
bilities in continuing care. It recog­
nized the sociological and community­
wide implications of the practice of 
family medicine.

In effect, the discipline was rede­
fined. The general practitioner became 
the family physician, the discipline 
became that of family medicine, which 
was delivered in the environment of 
family practice. The redefinition put 
into words the intuitively accepted 
responsibilities and overall orientation 
of the generalist, but, as yet, there was 
no documentation available to support 
the concepts expressed — only opin­
ion.

Unscientific on this score and ques­
tioned by other disciplines, gaining 
entry into the medical school’s curric­
ulum was difficult. Yet societal needs 
were so great that, in spite of these 
deficiencies, a new discipline of family
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medicine and practice was reluctantly 
accepted by the medical establishment 
and began to gain entry into medical 
schools in the late 1960s and early 
1970s. This was something which 
general practice as a discipline had 
generally failed to do in the past.

The first need of this new discipline 
was an educational capability. New 
educators from the community had to 
learn to teach from experience, to 
develop new teaching environments 
and methods, and to integrate them­
selves, as educators, into the medical 
educational establishment. Successes 
and failures still continue, but now, 
seven years later, what was adequate in 
the beginning will no longer suffice. As 
educational expertise has developed 
and exposure to younger, unfettered, 
critical, and curious minds has in­
creased, the lack of documented data 
from family practice has become pain­
fully obvious.

This awareness developed gradually; 
the initial educational thrust of the 
discipline was directed toward the 
hospital, but later it was realized that 
the focus of the universe of primary 
medicine lay in the office or practice 
and its interfaces with both hospital 
and community. It was recognized 
that the content of family medicine 
was not clearly defined even in the 
thoughts of its practitioners and that 
little or no documentation existed to 
support any thesis. The first need was 
a descriptive one: a means, a method­
ology, for the collection and organiza­
tion of information about the universe 
of family medicine. This might not be 
classed as research by everyone, but it 
was an essential first step, necessarily 
preceding the analysis of such data 
which, all would agree, is research.

All new hospital-based disciplines 
have gone through this stage of de­
scription, and it has been termed in 
other contexts as the “development of 
a data base.” Family medicine had 
greater difficulties than other disci­
plines because its environment or func­
tion was often outside the hospital. 
This required new approaches to the 
problem of data collection in the 
office, where data collection instru­
ments and methodologies were not 
common. Hospital data collection 
methods were not applicable.

New and different types of infor­
mation are required to deliver truly 
holistic care. The individual patient is 
seen in the whole context of living —
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as a person; as a member of a family 
and a community; at home, at work, 
and at leisure. This requires the physi­
cian to have knowledge of individuals, 
families, and populations. Information 
at all these levels will be pertinent and 
essential in providing appropriate care. 
Trends and patterns of behavior, mor­
bidity, and social change in large popu­
lations will highlight and focus on 
similar but more discreet changes in 
the local community or practice popu­
lation, sensitizing the family physician 
to his/her preventive role.

The local-level awareness of these 
changes requires the establishment of a 
baseline or norm for a particular com­
munity or practice against which to 
measure changes. The descriptive 
phase of data collection and organiza­
tion of information in each practice 
will provide that base, and as the 
descriptive tools improve, more and 
better data will result in a clear and 
more detailed description which, with 
analysis, will provide better (ie, more 
specific and experimental) research.

The search for this new knowledge 
is driven by a basic need. The educator 
in family medicine is required to devel­
op a curriculum which is specific to 
the discipline for family practice grad­
uate, postgraduate, and continuing 
education. The unique concepts to be 
presented must be supported by data. 
A curriculum is never definitive; like 
society, medicine which is a part of 
society must be dynamic. It must 
include a leading edge undergoing con­
tinuous change, which is responsive to 
technological improvements, changes 
in societal values and attitudes, 
changes in the relationships between 
patient, physician, law and govern­
ment, and the needs and demands of 
members of the discipline and the 
population it serves. Family medicine 
is no different, but it is at a disadvan­
tage vis-a-vis other disciplines in medi­
cine in not having this data base. Yet it 
is also an advantage in that the disci­
pline can begin with no preconceived 
position in the educational hierarchy, 
as it has only a position in the “real 
world.” Success in service, education, 
and research will come from applying 
what family practice knows and does 
and from expanding and applying the 
ever-increasing new knowledge.

This requires a research capability 
which must come from the com­
munity situation. Perhaps we should 
now ask the question, “What is re-
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search in the family practice sense?” 
The term still produces an image of a 
white-coated, bench-bound physician 
that induces many negative connota­
tions for the problem-solving, decision­
making clinician reveling in the cut 
and thrust of community practice. The 
former is only one type of research; 
observing, recording, and analyzing 
personal or practice experience over a 
continuum  must be considered 
another type. It qualifies by extending 
the horizons of knowledge for the 
individual observer, and doubly so if 
the data are presented in such a way as 
to allow comparisons with like situa­
tions. The hallmark of research is the 
representation and applicability of the 
results to other environments, ex­
panding the body of knowledge avail­
able.

Perhaps it is too much to expect 
every practice to be a research prac­
tice, every practicing family physician 
to be capable of “organized curiosity” ; 
but every practice can measure, col­
lect, and retrieve data. If the physician 
is unwilling or unable to analyze the 
data, then he/she can make it available 
to others more willing or able. The 
provider will always be the initiator of 
research efforts; curiosity about his/ 
her own working environment will 
raise questions for which he/she will 
seek answers. If the family physician 
does not have the information to 
answer the questions, he/she can seek 
ways (ie, instruments and methodol­
ogies) to secure this information. He/ 
she can go through the problem­
defining, problem-solving, decision­
making sequence that is carried out in 
practice life, applying it, not to an 
individual patient or family, but to his 
or her population. This will make the 
office or practice a laboratory in the 
community, a major site for the use of 
scientific method in individual, family, 
and community care.

The family physician provider has 
an advantage over his/her other spe­
cialist colleagues. He or she sees, side 
by side with the abnormal, a spectrum 
of normality in multiple contexts. 
His/her decisions are based in, tried 
and tested in, and their validity mea­
sured in the context of normality. 
This gives the family physician, 
uniquely among the medical special­
ties, the opportunity to observe and 
record the natural history of illness 
and health as it exists in communities. 
Alone among the specialties, the fam­

ily physician sees the whole of a 
disease, presented in an unselected 
way, which can be followed under 
critical, continuing observation. Un­
asked and unanswered questions 
abound in family practice. Observa­
tion, recording, analysis, reflection, 
and discussion among peers are the 
basic tools. They must be used and 
will eventually serve as referent points 
for research that uses experimental 
design methodologies.

In an attempt to show how far the 
discipline has come in a few short 
years in meeting these requirements, 
this report is presented; it reviews the 
research efforts of the following three 
university programs of family medi­
cine:

(1) the Family Medicine Program of 
the University of Rochester, New 
York, (2) the Department of Fam­
ily and Community Medicine of the 
University of Utah at Salt Lake 
City, Utah, and (3) the Department 
of Family Medicine, University of 
Western Ontario, London, Ontario. 
These programs are among the lead­

ing ones in the discipline and are 
recognized as outstanding in the field. 
It is hoped that what is reported here 
will provide inspiration and direction 
to all involved in this endeavor.

Methods
The challenge of a report such as 

this is to find a way in which to 
express adequately the research effort 
of each program, a way in which the 
overall picture will be visible enough 
to allow the differences and similari­
ties to be seen by the reader. It will be 
impossible to report minutely on every 
effort, but it will be possible to high­
light selected papers by paraphrase or 
synopsis which, it is hoped, will illus­
trate the major trends of work of each 
program.

There are papers — published, in 
press, in progress, and unpublished — 
which express philosophical opinion or 
describe educational or service pro­
jects. Consideration of these is, per­
haps, beyond the remit of the authors

and, in developing this bibliography, 
only papers which either: (1) develop 
a hypothesis or question, collect data, 
and analyze it; or (2) present, describe, 
or validate data collection, retrieval, or 
analytical methodologies have been 
included. In each case, work should 
have been carried out in the general 
area of primary health care.

In pursuit of what is hoped to be 
clarity, research efforts have been 
divided into five areas. The first three 
are patient oriented. The last two areas 
are organizationally oriented.

1. Patient Care Research — In­
cluded here will be work concerned 
with diagnosis, disease management, 
and therapeutics, and the interface 
with other specialties and subspecial­
ties. Also, work will be included which 
deals with the natural presentation of 
dis-ease in the office and in the com­
munity as well as work which deals 
with the whole area of patient educa­
tion.

2. Epidemiological and Environ­
mental Research — This will include 
work concerned with health and dis­
ease in cohorts of patients and cohorts 
of families defined by demography, 
morbidity, geography, and environ­
ment. Also, work will be included 
which is concerned with the incidence 
and prevalence of health and dis-ease 
in communities and populations, in­
cluding the patient populations served 
at primary care practice sites.

3. Behavioral and Social Researcli 
— Here will be included those papers 
concerned with behavioral and social 
manifestations of dis-ease in individual 
patients, families, communities, and 
patient groups of all types; the prob­
lems of communication betweei 
patients and health-care providers and 
among providers themselves; the be­
havioral and social patterns of pro­
viders of health care and among these 
providers at the individual and group 
(team) levels; and, the patterns of 
relationships among providers of vari­
ous types and backgrounds, both with 
each other and with patients at various 
patient care sites.

4. Operational and Managerial Re­
search — This area consists of papers 
concerned with providers of all types 
in office and hospital practice, the 
rates of hospital admission and refer­
ral, and the evaluation of health-care 
delivery systems of various types. Pa­
pers on the development, use, and 
evaluation of recording and retrieval
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methodologies in the primary care 
practice environment will also be in­
cluded.

5. Educational Research — Here 
will be included papers which are 
concerned with the measurement and 
evaluation of training programs for all 
types of providers of primary care: for 
example, physicians at both under­
graduate and graduate levels in addi­
tion to mid-level providers of care — 
nurses, nurse practitioners, physicians’ 
assistants, Medex, etc. Also, those pa­
pers will be included which present 
and evaluate methods of auditing the 
process of training these providers of 
care, the appropriateness of their edu­

Introduction and Overview

The University of Rochester Family 
Medicine Program began as a division 
of the University of Rochester in the 
Departments of Internal Medicine, 
Pediatrics, and Community Health at 
Highland Hospital in Rochester in 
1967. It was one of the earliest family 
medicine programs in the United 
States and from the outset was 
directed by a practicing family physi­
cian. In 1974 the Program became one 
of the three components of a primary 
care program of the University of 
Rochester. These elements were family 
medicine, primary-care internal medi­
cine, and primary-care pediatrics.

Originally, space was provided by 
Highland Hospital to develop a free­
standing Family Practice Center, and 
this freedom of action has been re­
sponsible for much of the continued 
success of the Program. In late 1975 
the Family Practice Center was moved 
to larger premises outside the Highland 
Hospital campus, but the Program has 
maintained its relationship as a depart­
ment within the hospital.

Within the Program, the administra­
tive structure is simple. There is an 
executive committee composed of full­
time faculty, the two chief residents, 
and a resident representative from 
each of the three years. The commit­

cational environment, and the evalua­
tion of the records used in that pro­
cess.

This material will be presented se­
quentially for each of the three depart­
ments, beginning with the University 
of Rochester, followed by the Univer­
sity of Utah, and concluding with the 
University of Western Ontario. For 
each department, an overview will first 
be presented, including a general de­
scription of the program, setting, re­
sources, and organization. The re­
search effort in five major areas will 
then be summarized, including brief 
summaries of the content of selected 
papers. Following the three depart­

University of Rochester

tee is chaired by the Director of the 
Program and all basic policy decisions 
are made by that group. The commit­
tee meetings are open to anyone in­
volved in the Program, all of whom 
may attend and participate.

The Program is divided into ad­
ministrative units, each of which is 
directed by a full-time faculty mem­
ber. These units consist of:

The Director of the Program 
The Director of Graduate Medical 

Education and the Residency 
Program

The Director of Undergraduate 
Education

The Director of Research 
The Medical Director 
The Administrative Developer 
The Executive Committee meets 

every month, and each of the responsi­
ble faculty members makes a report to 
the Executive Committee on all mat­
ters in his or her area of concern. In 
this way, there is regular communica­
tion among all elements of the Pro­
gram, including the opportunity for 
discussion of problems of integration 
of effort.

The number of residents in the 
Program has varied over the years and 
is currently 12 per year. There are 
presently 36 residents in the Program. 
To date, there have been 49 graduates, 
approximately 50 percent of whom

mental reports, the research efforts of 
each department will be compared, 
and finally, future directions of re­
search in family medicine will be 
discussed. A complete listing of papers 
representing original work in each de­
partment will conclude this research 
report. This bibliography will include 
published, in press, in progress, and 
unpublished papers, which will be de­
signated by an asterisk when based on 
research done on family practice pa­
tient populations in a Family Practice 
Center or similar community practice 
environment serving patients of all 
ages, both sexes, and all sociodemo­
graphic variables.

hold academic appointments in family 
practice training programs.

The research effort of the Program 
is the responsibility of the Director of 
Research, assisted by an Assistant 
Director of Research, and a Research 
Associate. A research and medical re­
cord coordinator, a research secretary, 
two research assistants, and two com­
puter programmers are his other assis­
tants. Administratively, there is an 
established Research Committee which 
meets one day weekly for two hours. 
Its membership consists of the individ­
uals listed above and liaison persons 
representing the Director of the Resi­
dency Program, the Director of Under­
graduate Education, the Medical Direc­
tor, and the Administrative Developer. 
Routinely, there is a liaison person 
from the University’s Department of 
Preventive Medicine and Community 
Health and, occasionally, from the 
Department of Genetics and the De­
partment of Pharmacology and Toxi­
cology. The meeting is chaired by the 
Director of Research and is open to 
community physicians to attend as 
they wish. This will generally occur 
when they are seeking information and 
resource from the faculty members of 
the Family Medicine Program. The 
meeting agendas are prepared in ad­
vance and are concerned with project 
critique and project planning. Re-
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Figure 1
University of Rochester

Organizational Structure of the Family Medicine Program

EXECUTIVE COMMITTEE

search administrative matters are taken 
up at the end of the meeting; the 
programmers and research staff usually 
are only involved in that part of the 
proceedings.

The Committee works with other 
departments of the university and in­
teracts with other programs in family 
medicine at various meetings in New 
York State. The Director of Research 
generally represents the Program and 
the Committee on these occasions, 
which occur about three to four times

per year (Figure 1).
In addition to their roles in the 

Committee, the Director and Assistant 
Director of Research and the Research 
Associate act as research resources to 
individual researchers at the faculty, 
staff, resident, and undergraduate 
levels. They provide consultation and 
counseling at the early stages of pro­
ject planning, but major research ef­
fort at the individual level would 
require discussion of the full Commit­
tee.

The Committee has no ongoing 
relationship with the Department ol 
Biostatistics of the University of 
Rochester, but individual members ol 
that Department have acted as re 
sources for the Research Committei 
on occasions.

There are long-standing relation 
ships, going back to 1972, with prat 
ticing physicians in the community 
All primary care disciplines are repre 
sented, namely pediatricians, inter 
nists, and family physicians. Thes
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associations were based on data collec­
tion in the community practices. Many 
of these relationships are still extant 
and will undergo further development 
in the near future.

Through its Research Committee, 
the Family Medicine Program has 
many responsibilities outside the Fam­
ily Practice Center. It is deeply in­
volved with other agencies of the New 
York State government and with other 
family medicine programs in New 
York and other parts of the United 
States.

The funding of the Family Medi­
cine Program comes from five major 
sources: (1) federal grant, (2) hospital 
funds for part of each resident’s and 
faculty member’s salary, (3) fee-for- 
service income, (4) support from the 
state of New York, based on an 
agreement made with residents prior 
to graduation to practice in New York 
for two years, and (5) University 
support and other. The “other” cate­
gory is composed of foundational 
grants and other contracts for research 
training and education.

Over the past three years the total 
budget has varied between $1 million 
and $1.3 million from all sources. This 
amount is obtained from among the 
five major sources as follows: (1) 
federal grant support, which has been 
approximately 45 percent, (2) and (3) 
hospital and fee-for-service income, 40 
percent, (4) State support, averaging 
approximately ten percent, and (5) 
University support, which has been 
consistently less than one percent 
($1,500 per year). Research activity 
has been supported through several 
grants at four percent of the total 
budget.

Patient Care Research

Three papers can be classified in 
this area.1"3 Each will be briefly sum­
marized.

One study evaluated the physician’s 
management of a tracer illness in the 
family practice environment.1 It pre­
sents the methodology and results of a 
study to assess “quality of care” by 
measuring the management of hyper­
tension in a family practice. The 
author states that this tracer tech­
nique, when based only on one dis­
ease, cannot be a measure of the 
general quality of care delivered. Other 
tracer diseases are necessary to provide 
a more complete picture of the health­
care delivery system. The technique

holds promise as a quality assessment 
method in view of the minimum re­
quirements of time, money, and re­
sources, and its self-teaching and self- 
evaluating capability.

A second study is a cooperative 
effort between the Departments of 
Pharmacology and Toxicology and 
Medicine with the University of 
Rochester.2 It is a comprehensive 
study of the prescriptions written by 
50 family physicians in four separate 
health-care facilities in the city of 
Rochester. It analyzes the first 1,000 
prescriptions and relates the drug pre­
scribed to the morbidity identified.

A third paper discusses the need 
and possibility of enlisting primary 
care physicians to record morbidity 
data on a continuous basis in order to 
obtain health statistics required to 
assess health-care needs and evaluate 
health-care delivery systems. Physi­
cians’ costs and benefits are discussed, 
and some of the obtained data are 
illustrated.

Epidemiological and Environmental 
Research

In this area, five studies were com­
pleted and prepared for publication 
between the year 1967 and the pre­
sent.4"8 Three of these will be briefly 
summarized. As with the University of 
Western Ontario, the major concern of 
the researchers in this Program in the 
last few years has been to develop the 
instruments and methodologies neces­
sary to establish a research environ­
ment in the Family Practice Center.

One study by the Rochester Family 
Medicine Program reveals that out­
reach by primary care physicians, 
based on analyses of patient popula­
tion needs through data systems 
identifying patients by age, sex, diag­
nosis, and area of residence, can signif­
ican tly  contribute to improved 
national health.4

In a second study, a lead-screening 
program conducted by the Rochester 
Family Medicine Training Program on 
333 children, it was found that socio­
economic status correlated well with 
evidence of undue lead absorption. 
Screening of children residing in lower 
socioeconomic census tracts was sug­
gested. Results are described in de­
tail.7

A third paper presents data from a 
survey on the prevalence of the most 
frequently diagnosed chronic diseases 
in children who were patients of pri­

mary care physicians involved in the 
morbidity study. Results of the study 
and various aspects of the primary care 
physicians’ participation in treating 
these cases are discussed.8

Behavioral and Social Research

Only a limited amount of research 
work9 was undertaken in this area, 
between the year 1967 and the pre­
sent. Until just recently, the Program 
has had minimal human resources in 
this field.

Operational and Managerial Research

In this area, between the year 1967 
and the present, some 19 papers were 
prepared for publication,10"28 many 
of which have focused on methodol­
ogy for research. It has been assumed 
that when methods for data organiza­
tion in practice are used correctly and 
taught successfully, they can improve 
medical care, utilization of medical 
care resources, and medical education. 
Computers can be brought into and 
used in medical care at the appropriate 
level, at a reasonable cost, and with 
the involvement of many more physi­
cians.

One study reports the work of a 
New York State medical group which 
designed and began to use a computer­
generated medical recording and 
health-care data system for state cor­
rectional facilities.21 Resulting in­
formation should be beneficial in plan­
ning improvements in health services 
delivered to institutionalized popula­
tions.

A second study presents a model 
for assessment of quality of care in the 
ambulatory setting by diagnostic pro­
files (including an age/sex register, 
disease classification, and diagnostical­
ly grouped morbidity data) of partici­
pating physicians.23 Participation by 
physicians is indicated, due in part to 
the benefit they receive and the sys­
tem’s validity in evaluating quality of 
care.

The feasibility of a change to 
problem-oriented records in a 21-year- 
old solo primary practice is evaluated 
in a third paper.24 A critical review of 
patients’ problems was produced, and 
it was also revealed that with a modest 
expenditure of time, a change to 
problem-oriented records can be ac­
complished.

Educational Research

Five papers were prepared for pub-
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lication in this area, between the year 
1970 and the present.29' 33 As with 
the University of Western Ontario, the 
first priority was to establish the edu­
cational environment, and the next to 
develop an appropriate curriculum for

Introduction and Overview

The Department of Family and 
Community Medicine at the University 
of Utah at Salt Lake City is one of 16 
departments in the Medical Center. It 
began in July 1970, which makes it 
one of the youngest departments in 
the Medical Center. Within the Depart­
ment there are six Divisions: Family 
Practice, Community Medicine, Behav­
ioral Science, Biostatistics, Epidemiol­
ogy, and Environmental and Occupa­
tional Health. Each Division Head re­
lates to the Chairman of the Depart­
ment, who has directed the Depart­
ment since its inception.

The Department is run by an 
Executive Committee which is chaired 
by the Departmental Chairman; the 
other members are the Chairmen of 
the Divisions of Community Medicine, 
Behavioral Science, and Biostatistics. 
Two other members are also appointed 
to this committee. The Executive 
Committee meets weekly, establishes 
policy, and makes major decisions 
affecting the Department as a whole.

Each Division meets on a weekly 
basis with the chairing Division Head, 
and there are bimonthly faculty meet­
ings. Other regular meetings are held 
between project staffs and other spe­
cial interest groups.

The Division of Family Practice is 
presently without a Chairman, and the 
Departmental Chairman is filling this 
role. Each division head is responsible 
for the performance, effort, and func­
tion of his division within the agreed 
upon goals and objectives of the De­
partment. He cooperates and interacts 
as necessary and agreed upon with the 
other divisions and also with other 
departments within the Medical Cen­
ter.

The funding of the Department 
comes from three major sources: (1) 
support from the Legislative Assembly 
of the state of Utah, (2) University 
support from the Dean’s office of the 
Medical School, and (3) other support.

family medicine. These tasks have 
overwhelmed other educational re­
search efforts.

One paper reports a study con­
ducted by the University of Rochester 
Family Medicine Training Program of

University of Utah

The latter is mainly from state, feder­
al, and foundational grants and con­
tracts for research training and educa­
tion. There are also several individual 
industrial contracts, and some salary 
support for faculty and residents from 
associated hospitals.

Over the past three years the total 
budget has varied between $2.2 and 
$2.75 million per year. This amount 
has been obtained from among the 
three major sources as follows: (1) 
State support, varying between 6.2 
percent and 12.9 percent of the total 
funding, (2) University support, vary­
ing between 3.5 percent and 8.8 per­
cent of the total, and (3) other sup­
port, varying between 83 percent and 
85 percent of the total funding.

The Department occupies over
9.000 square feet in the University 
Medical Center and one of the out­
lying buildings. Current plans call for 
expansion of the University Medical 
Center in 1981, and the Department 
has been allotted approximately
25.000 square feet in this expanded 
new facility.

At the time of writing, there are 32 
full-time faculty members, 16 MDs, 
and 16 PhDs. Two MDs have shared 
appointments with pediatrics and 
psychiatry, and one PhD has a shared 
appointment with psychiatry. There 
are 109 clinical faculty and some 75 
staff members.

In the Division of Family Practice 
there is essentially one resident train­
ing program with two components: (1) 
in Ogden, about 40 miles north of Salt 
Lake City, at McKay-Dee Hospital and
(2) in Salt Lake City, the experience 
being shared among Holy Cross Hospi­
tal, the University Hospital, and Chil­
dren’s Hospital.

At this time there are 39 residents: 
20 at Ogden and 19 at Salt Lake City. 
Within family practice, under the 
direction of the Chairman of the De­
partment, there is a Medex Training 
Program, now in its seventh year. It is

the health problems encountered by 
family physicians in multiple set­
tings.33 The morbidity data were used 
to develop a core curriculum to relate 
training of the residents to the realities 
of health-care delivery.

essentially autonomous and uses cen­
tral faculty only as resource. This 
Program is 100 percent federally 
funded, there is an annual intake of 17 
students, and the course lasts 12 
months. The first five months consist 
of didactic training at the University 
Medical Center and the last seven 
months are a preceptorship with a 
matched physician in the community. 
Ninety-four percent of these Utah 
preceptors are family physicians.

The Division of Community Medi­
cine has three residents, one of whom 
is represented in both family practice 
and community medicine during a 
joint four-year residency. Also, the 
Division offers a Master of Science 
course in community medicine; there 
are currently 12 students in this 
course.

For the last three years the Division 
has been responsible for the implemen­
tation and development of an ambula­
tory care delivery system in Page, 
Arizona. The Indian Health Service 
and Coconino County Health Depart­
ment cooperate in this endeavor, the 
health care being provided by a 
p hy sician-nurse practitioner-adminis­
trator team. Ongoing data collection 
and analysis of the system are the 
responsibility of the Division of Com­
munity Medicine.

Since mid-1974, evaluation of the 
Medex Training Program has been con­
ducted by the Division of Community 
Medicine. This is a major effort and 
monitors each practice employing a 
Medex at three points in time: (1! 
pre-Medex period, (2) training period, 
while the Medex is being trained by a 
preceptor, and (3) employment 
period, when the Medex is working as 
a full member of the practice. The 
evaluation includes measures of pa­
tient volume, practice finance, and 
quality of care delivered.

In early 1975 an interdisciplinary 
committee of the University of Utah 
was organized to develop a rural pri-
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Figure 2
University of Utah

Organizational Structure of the Department of Family and Community Medicine

EXECUTIVE COMMITTEE

mary care group practice in Vernal, 
which is about 175 miles east of Salt 
Lake City. This committee was com­
posed of representatives from nursing, 
social work, the Departments of Fam­
ily and Community Medicine and 
Health Education. Funding was 
secured in mid-1975, and since then a 
team consisting of two physicians, a 
nurse practitioner, a social worker, and 
a clinical pharmacist has been estab­
lished and is now working towards 
economic stability. This facility will be 
used for family practice training and, 
since the com p letion  of an 
ant hropological-ethnographic survey

of the community in September 1975, 
will provide an excellent research base 
for the future.

The research effort of the Division 
of Community Medicine is enormous, 
using other divisions of the Depart­
ment as resources when appropriate. 
However, it has its own statistical 
resources and is largely self-sufficient 
in that area.

The Division of Behavioral Sciences 
works most closely with the Division 
of Family Practice within the Depart­
ment, but also has links with other 
departments within the Medical Cen­
ter. During the last two years, much of

its work has been at Ogden and Salt 
Lake City Family Practice Centers 
where it has been concerned with 
increasing resident awareness, psycho­
social skills, and communication capa­
bility.

The Division of Biostatistics con­
trols the computer resources for the 
Department and for the entire Medical 
Center. Until the time of this writing, 
60 to 70 percent of its effort has been 
manifest within the Department, 
mostly with the Divisions of Epidemi­
ology and Environmental and Occupa­
tional Health. There has been little 
involvement with the Division of Fam-
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ily Practice, and the Division of Behav­
ioral Science as yet has had few 
research demands of the quantitative 
kind. The Division’s computer re­
source consists of a Univac 1108, 
which has three remote terminals, none 
of which is sited in the Department of 
Family and Community Medicine. Re­
cent changes in this Division’s support 
will mean that as much as 75 percent 
of its effort in the future will be in 
association with other departments of 
the Medical Center.

The Division of Epidemiology 
works most closely with the Divisions 
of Community Medicine, Biostatistics, 
and Environmental and Occupational 
Health. The majority of this Division’s 
responsibilities are with the Utah Can­
cer Registry, which has been in exis­
tence since 1966, and now covers 
Utah, Wyoming, and Colorado. The 
work of this Division is 100 percent 
federally funded.

The Division of Environmental and 
Occupational Health has one faculty 
member at this time. Over the past 
two years, the Division’s major re­
sponsibility has been to investigate the 
health of copper smelting workers. 
This is known as the “Kendicott 
Study” and has been funded com­
pletely by federal contract.

The organizational and administra­
tive structure of the Department of 
Family and Community Medicine is 
represented in Figure 2. The picture 
thus presented is that of a classic, 
academically based department with 
largely autonomous divisions, each 
chaired by a competent specialist in 
that discipline. To some degree, re­
search effort is carried out by each 
division in the areas of patient care 
and education.

Patient Care Research

Since 1970, some 32 papers on 
research in patient care have been 
produced by past and present mem­
bers of the Department of Family and 
Community Medicine.34' 65 These 
studies were made on patient popula­
tions in variable facilities: clinics, out­
patient departments, and hospital- 
based departments.

One paper discloses the results of a 
survey of patients identified through 
Workmen’s Compensation records who 
were treated by a chiropractor or 
physician for back or spinal prob­
lems.42 Both types of treatment 
seemed to be equally effective in

restoring function and providing satis­
faction as seen through patient’s per­
ceptions of improvement.

The object of a second study was to 
measure the normal levels of cadmium 
and copper in a population of well 
children with no known exposure to 
cadmium, lead, or copper.57 Cad­
mium, lead, and copper levels were 
measured in duplicate whole blood 
samples from 60 apparently normal 
children, varying in age from two 
months to 13 years, who were hospi­
talized for elective surgery. Only one 
other published and one unpublished 
paper similar to this study are avail­
able.

Epidemiological and Environmental 
Research

In this area, between the year 1970 
and the present, a total of 32 papers 
were prepared for publication.66' 97 
All of this work has been performed 
using traditional methodologies, and 
most of it has focused on clinical and 
community settings other than family 
practice.

An example of a study in this 
category involves the determination of 
the functional outcome of 1,840 pri­
mary care patients in an ambulatory 
setting in which their health status was 
compared at three points in time. 
Responses received from the survey 
are discussed at length.66

In another study, a clinically con­
trolled trial was designed, including 
three population strata representing 
different socioeconomic characteristics 
and care sources, to determine the 
impact of automated multiphasic 
health-care testing on morbidity and 
attitudes.92 There is a detailed dis­
cussion of the results.

Behavioral and Social Research

Between the year 1970 and the 
present, 16 papers were prepared in 
this area for publication.98' 113 The 
presence of an established Division of 
Behavioral Science in this Department 
has had a profound effect on the 
research output in this area. The fam­
ily practice office is seen by this 
Division as a unique environment for 
this type of research.

One study,98 performed by a medi­
cal student in the Family Practice 
Center of the University of Utah, 
showed that patients are more satisfied 
with physicians when they are given — 
and are able to retain — more informa­

tion about their illnesses. The method 
used an experimental group of patients 
who were asked to repeat the informa­
tion they had been given by their 
physician. This response was fed back 
to the physician for his/her use. Infor­
mation retained was 23 percent higher 
and patient satisfaction was greater in 
the experimental group than in the 
control group.

In a second study, a group of 
former inpatients from the University 
of Kentucky Medical Center were in­
terviewed so that each patient’s know­
ledge of the diagnosis, the prescribed 
therapeutic regimen, and his/her rela­
tions with hospital staff could be 
measured.105 In general, patients had 
greater knowledge than anticipated by 
physicians.

In a third study of communication 
patterns between physicians and their 
assistants in 19 practices, it was ob­
served that there were about 30 min­
utes of informal interaction con­
cerning patient problems.106 Com­
munication styles of the physicians 
and Medex were similar.

Operational and Managerial Research

Twelve papers114' 125 were com­
pleted in this area, between the years 
1970 and the present. This program 
effectively used traditional methodol­
ogical approaches to address problems 
from the standpoint of the total com­
munity. A minority of the work ad­
dresses research questions from the 
standpoint of the family practice pop­
ulation of patients.

One paper presents a summary of 

the first-year results of a project 
started to test the cost effectiveness of 

other forms of primary care used in 
nursing homes, such as care delivered 
by nurse practitioners and social work­
ers.115 Results include changes in 
drug regimens, record keeping, and 
care provided by nursing home staffs.

Another study discusses problems 
faced by nursing homes and the auth­
ors’ attempts to solve them, including 
a specially designed problem-oriented 
record. Deficiencies were disclosed, 
and remedies demonstrated.118 The 
cost was offset by reduced hospitaliza­
tion and related medical costs.

Educational Research

In this area, between the year 1970 
and the present, 17 papers were com­
pleted.126' 142 Initial research effort 

was largely with medical and Medex
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students. Recently, this Program, too, 
has begun research in the Family 
Practice Center educational environ­
ment.

One paper summarizes the results 
of a survey in which about 200 medi­
cal students and their wives assessed 
their attitudes toward rural prac­
tice.134 A strong relationship was 
shown between interest in family prac­

tice and plans for rural practice.
Another study compares attitude 

changes among Medex with those of 
medical students by measuring varia­
bles at roughly comparable points in 
their careers, revealing differences and 
similarities of opinion on various sub­
jects.135 The findings could have im­
portant implications for medical edu­
cators and medical education.

Another paper reports the attitudes 
of two cohorts of medical students 
measured at two points in time in 
order to estimate the acceptance and 
importance of an elective freshman 
curriculum in community and family 
medicine.136 Results are discussed in 
detail. Identification of students 
oriented toward community and/or 
family medicine was a major result.

University of Western Ontario
Introduction and Overview

The Family Medicine Program be­
gan in the University of Western On­
tario at London, Ontario in 1966. In 
1968 the Division of Family Medicine 
was formed and with the Division of 
Epidemiology formed a new Depart­
ment of Community Medicine. A fam­
ily physician joined the Division in 
1968 as head of the Division of Family 
Medicine and became Departmental 
Chairman when the two Divisions — 
Family Medicine and Epidemiology — 
became full departments in 1972.

The first few years were taken up 
with the development of clinical and 
educational facilities and programs, 
and little research was done. From the 
outset the Chairman established re­
search effort as a major goal of the 
then Division of Family Medicine. 
During the early division days, a re­
search group developed among faculty 
members, supported and advised by 
the members of the Division of Epi­
demiology. The group later developed 
into a Research Committee which be­
came one of the three standing com­
mittees when departmental status was 
achieved. There are now 14 profes­
sional full-time equivalents in the De­
partment (Figure 3).

The standing committee on Re­
search and Records, along with its 
working party, is responsible to the 
Departmental Committee for the re­
view and critique of all research pro­
posals and for initiating and super­
vising research and records’ projects.

Each Family Practice Center has a 
full-time director and between three 
and five full-time faculty members. 
Each full-time faculty member heads a 
teaching practice team and is responsi­
ble for training two residents from 
each year of the two-year Program. 
The Program takes in 24 new residents 
every year. Graduates of the Program 
may apply for a teaching fellowship

after certification, and ten have so far 
been granted fellowships. A research 
project is a requirement of the teach­
ing fellowship. Every year, fellows and 
residents present papers based on their 
research at a special meeting held by 
the Department.

The Department has close relation­
ships with:

1. The Department of Epidemi­
ology — The Chairman of this Depart­
ment has a joint appointment in the 
Department of Family Medicine and 
has been a source of much 
encouragement to the Department. 
Another faculty member came to the 
University of Western Ontario in 1970 
as a graduate student in epidemiology 
and has worked increasingly closely 
with the Department of Family Medi­
cine.

2. The Health-Care Research Unit 
— This is a resource of the Health 
Sciences Centre which was funded in 
1974 by an Ontario government block 
grant to provide support to health-care 
research workers in the university and 
the community.

The Departments of Family Medi­
cine from the five Ontario medical 
schools have formed an Interde­
partmental Research and Records 
Group (IRRG). This Group has de­
veloped a standardized terminology 
for research in the five Departments 
and has acted as medium for the 
exchange of ideas and information on 
research and information systems.

At the Departmental level in the 
medical school, the Chairman is sup­
ported by a national health research 
scholar funded by the Canadian fed­
eral government to spend 75 percent 
of his time in research. He is a member 
and Chairman-designate of the Re­
search and Records Committee and 
recently has been appointed Director 
of the Department’s new Graduate

Studies Program. His responsibilities 
are as follows: (1) to develop research 
skills in the Department, (2) to super­
vise resident research effort, (3) to 
potentiate epidemiological research at 
all levels of the Department, and (4) to 
act as a general research resource at 
the interdepartmental and intra- 
departmental levels as well as with the 
community.

Also, the Department will soon be 
acquiring a behavioral scientist as a 
Departmental member.

The Departmental Chairman and the 
Chairman of the Research and Records 
Committee both hold appointments in 
the Department of Epidemiology. The 
encouragement of research by part- 
time members is an important ob­
jective of the Department.

Since 1968, two visiting scientists 
have each spent a year with the De­
partment under a federal grant, each 
making an important contribution to 
the Department’s development.

The funding for the Department 
comes from three major sources: (1) 
the University of Western Ontario, (2) 
the Ontario Ministry of Health Grant 
for Community Practice, and (3) other 
sources, including funds from a federal 
government grant for support of a 
national health research scholar, and 
foundational grants for research.

Over the past three years a total 
budget of $600,125 has been obtained 
from three major sources as follows: 
(1) University support, $399,125 (67 
percent), (2) Ontario Ministry of 
Health, $175,000 (29 percent), and
(3) other sources (federal grants, etc) 
$26,000 (4 percent). The Depart­
ment’s research efforts have been 
funded primarily by grants from the 
Ontario Ministry of Health, the 
Canadian Department of National 
Health and Welfare, and Physicians’ 
Services Incorporated.
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Figure 3
University of Western Ontario

Organizational Structure of the Department of Family Medicine

Patient Care Research

Clinical research in family medicine 
at the University of Western Ontario 
has been facilitated by the develop­
ment of the information systems 
described in the section on operational 
research. Areas of particular interest 
have been the natural history of com­
mon conditions seen in family practice 
and the manner in which family physi­
cians respond to their patients’ needs. 
Research in these areas has been pur­
sued by residents and teaching fellows, 
as well as by faculty members.

It is the policy of the Department 
that all research protocols be reviewed 
by the Research and Records Commit­
tee. This system allows appropriate 
expert criticism at the optimal stage in

the evolution of the project. All are 
agreed that this is a valuable learning 
experience and enhances the likeli­
hood of successful completion of the 
work.

Most work in this area has been 
research in the context of the Family 
Practice Center and is ambulatory in 
orientation.143' 1 54

One study reported the rate of 
urinary symptoms over a period of one 
year in three teaching practices, with a 
total registered population of 4,368 
patients.143 The physicians’ responses 
are described and the predictive value 
of urinary symptoms in the diagnosis 
of urinary tract infection is discussed.

Another paper reports the results of 
a survey which was undertaken to

discover the primary health-care role 
of the pharmacist in London, On­
tario.144 It is concerned with the 
problems with which the pharmacist 
deals and the advice he/she gives. The 
contribution of the pharmacist to 
primary health care was found to be 
substantial.

A third study in progress is a 
research project of one of the teaching 
fellows in the Department of Family 
Medicine. It consists of a retrospective 
study of all patients presenting with 
the symptom of fatigue over a 
12-month period at three Family Prac­
tice Centers.148 It required the review 
of between 200 and 250 clinical 
charts, and it related this presenting 
symptom to outcome in terms of
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hemoglobin estimations. Also, the 
author makes some observations about 
physician behavior in providing a diag­
nosis for presenting symptoms 
(critique). This paper was presented at 
the Department of Family Medicine’s 
Residents’ Day in 1976.

A major study of the natural his­
tory of symptoms in family practice is 
in the planning stage. A pilot study has 
been completed to investigate prob­
lems of data collection, coding, and 
linkage.

Epidemiological and Environmental 
Research

In this area, between the year 1966 
and the present, six papers have been 
completed.155"160 Several papers deal 
with the methodological problems of 
data collection and analysis in the 
Family Practice Center.

One paper discusses the necessity of 
comparability of morbidity studies 
from family practice and the different 
methods which can be used to reduce 
the variability of the denominator.155 
The most satisfactory denominator is 
the population at risk.

Another study discusses the 
methodology and results of a research 
project on how best to assess patient 
satisfaction, by comparing patient 
responses on three measures: (1) a 
direct measure about the patient’s 
personal doctor, (2) an intermediate 
measure, and (3) an indirect measure 
about doctors in general.159 The re­
sults reveal that general and personal 
responses were quite different, with 
the intermediate measure appearing to 
be most valid because it evoked re­
sponses more closely associated with 
patient’s recovery and care received.

A third study assesses physicians’ 
knowledge of patients’ problems and 
relates this to measures of patient 
recovery and satisfaction.160 Two 
hundred ninety-nine patients with 
specific chronic illnesses were inter­
viewed at several points in time. The 
results of the study are presented from 
the standpoints of the patient, the 
physician, and the researcher.

Behavioral and Social Research

In this area, between the year 1966 
and the present, four papers were 
published.161' 164 Much of this early 
effort was at the conceptual level.

A paper by McWhinney represents a 
landmark in the conceptualization of 
the primary physician’s need for clas­

sifying social and behavioral factors in 
clinical care of patients.161 The point 
of contact between physician and pa­
tient is used as the basis for the 
classification of patient behavior. In 
the taxonomy of social factors in 
illness, the interactions between pa­
tients and their environment are 
divided into seven categories. The inte­
gration of these two classifications 
with problem classifications already in 
use in clinical medicine potentiates the 
delivery of holistic care to patients.

Another study compared two 
groups of physicians (nine family 
physicians and nine consulting intern­
ists) who were presented with three 
clinical problems by a programmed 
“patient.”162 The number and type 
of questions asked varied, but there 
were no major differences in the final 
diagnosis.

The subject of a third paper is the 
doctor/patient relationship of 299 
chronically ill patients as reflected in 
the physicians’ knowledge of the pa­
tients’ problems: psychological, social, 
and physical.164 Several recommen­
dations of use to physicians in increas­
ing their knowledge of the patients are 
made on the basis of the findings.

Operational and Managerial Research

In this area, between the year 1966 
and the present, a total of 18 papers 
were completed.165-182 The lack of 
appropriate methodology for research 
in the family practice office, in the 
early years, is shown by the attention 
paid to this area. It reflects the need to 
establish a data base for family medi­
cine and an awareness that traditional 
methods used in and by medical insti­
tutions could not fulfill that need.

One report describes in detail a data 
retrieval system which combines the 
registration of practice populations 
with the indexing of chronic problems 
affecting each patient and with the 
ready retrievability of important 
demographic and health data.167 The 
high degree of accuracy, efficiency, 
and simplicity of the system have been 
demonstrated.

In another paper, the medical care 
needs and problems of newcomers to 
the London, Ontario area and the 
effectiveness of a physician-locating 
service in London, Ontario, are 
examined.169 Through results of a 
survey, newcomers’ medical care pat­
terns and physician-locating service 
problems are emphasized.

Educational Research

In this area, between the year 1966 
and the present, seven papers were 
completed.183"189 Graduate training 
of residents in Family Practice Centers 
represents a new educational environ- 
meht beginning in the late 1960s. Most 
of the early years were spent in estab­
lishing the Centers. Only recently has 
an educational research effort become 
possible.

One study examines the results of a 
survey in which 50 patients of a 
particular teaching practice completed 
questionnaires in an attempt to dis­
cover patients’ attitudes about the care 
they had received.183 Perceived bene­
fits seemingly outweighed the dis­
advantages.

Profiles of Research Effort by Program
Table 1 shows a measure of the 

research effort of each of the three 
programs. The output of all three is 
prodigious and seems to be roughly in 
proportion to the number of indivi­
duals — residents and faculty — in each 
Department.

Most of the research product in 
each Department seems to be the 
result of individual or small group 
effort. The time span over which this 
product was developed is roughly the 
same, most of the work having been 
produced since 1970.

The difficulties and time-consuming 
demands of behavioral and social re­
search are epitomized by the com­
parative paucity of work in this area. 
This may be a reflection of the lack of 
precision of the taxonomy and classi­
fication systems in these areas and the 
general fuzziness of the concepts being 
evaluated. Part of the problem lies in 
the multifaceted nature of the be­
havioral and social arena. This was 
succinctly paraphrased by a member 
of the Behavioral Science Division of 
the University of Utah, who stated 
that during his two years of research in 
an interpersonal communication train­
ing program for physicians, he had 
come to expect, and be satisfied with, 
small gains.

The three programs vary in num­
bers of faculty and residents. The 
Family Medicine Program at the Uni­
versity of Rochester employs the smal­
lest number of faculty and residents, 
and has only one Family Practice 
Teaching Center. The Department of
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Table 1. Types of Research by Program

Patient
Care

Research

Epidemiological/
Environmental

Research

Behavioral/
Social

Research

Operational/
Managerial
Research

Educational
Research

Rochester In
Fam ily Practice

3 5 1 17 5

In
O ther Areas

0 0 0 2 0

U niversity 
o f Utah

In
Fam ily Practice

0 4 2 3 2

In
O ther Areas

32 28 14 9 15

Western
O ntario

In
Fam ily Practice

11 4 4 15 7

In
O ther Areas

1 2 0 3 0

Family Medicine at the University of 
Western Ontario is next in size and has 
three Fam ily  Practice Teaching 
Centers available to it. The largest of 
the three Departments is the Depart­
ment of Family and Community Medi­
cine of the University of Utah, which 
has three Family Practice Teaching 
Centers available and two Research 
Centers in the community. In the two 
smaller Departments, it is obvious that 
most of their work in all areas has 
been carried out in the Family Practice 
Teaching Center or in community 
practices with which they have a 
formal association. Their research 
effort was concentrated largely in the 
area of practice organization and man­
agement, and scrutiny of the papers 
produced shows that the work is con­
cerned with the creation of instru­
ments and methodologies to define 
and describe the demand in the family 
practice environment.

This concentration, in what might 
be considered a rather sterile area of 
research, is perhaps a manifestation of 
the vital need to understand better 
what is happening in the family prac­
tice office in the community. This 
information is thought to be essential 
in allowing the family practice edu­
cators both to develop appropriate 
curricula for family practice residency 
training and to teach the elements of 
these curricula from an intellectual 
rather than an intuitive standpoint.

Because the majority of the faculty 
in the two smaller programs had come 
to teaching from years of practice in

their offices in the community, the 
natural direction of their interests 
would be to the environment they 
knew best, the family practice office. 
Without a career in academia behind 
them, without the conforming demand 
of the classical academic model of 
investigation, and with a pragmatism 
and empiricism rooted in the prob­
lem-solving environment of com­
munity practice, their initial approach 
was to begin by measuring the “what 
is.”

A further indication of this is 
shown earlier in this report in the 
distribution of the funding in the three 
Departments. The proportion of re­
source from state, medical school, and 
foundational federal funding shows 
some significant differences. Little 
federal and foundational money has 
been available for research in com­
munity practice situations until recent­
ly, and research effort has been most 
easily applied in controlled environ­
ments, such as hospitals, clinics, nurs­
ing homes, or other situations where a 
readily defined patient population was 
available.

In examining the work of the De­
partment of Family and Community 
Medicine of the University of Utah, 
the increasing concentration of the 
Department’s research effort in com­
munity practice is welcomed. The re­
search rigor, expertise, and academic 
excellence shown by this Program, 
which in the early years was spread 
over the whole of community medi­
cine, is now being directed towards

community practice situations in 
Vernal, Ogden, Salt Lake City, and the 
offices of resident graduates of the 
Department. This concentration is 
appropriate. The new epidemiology of 
practice populations, highlighting the 
surprising similarity in the measured 
demand by populations of similar age 
and sex distribution in various cul­
tures, means that primary health-care 
needs can be better identified. With 
this may come definitions of the most 
cost-effective environment for the de­
livery of personal, holistic, family and 
community-oriented primary and 
secondary care.

Future Directions
Had this paper been written in 

problem-oriented form, this section 
would have been designated as the 
plan, and in correct problem-oriented 
style, would have contained the three 
elements of further investigation, ther­
apy, and education.

All these elements are appropriate 
here and provide structure for the 
comments to follow. The authors 
assume the privilege of forecasting the 
future direction in research from their 
detailed examination of these three 
successful and extremely productive 
programs, and presume to offer this 
forecast as a suggested route for the 
discipline of family medicine to fol­
low. Naturally this represents the 
opinions of the authors, neither more 
nor less than that.

The rate of change in family medi­
cine is occurring faster than ever.
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Family practice has always been the 
most dynamic area of medicine. Be­
cause of its interface with the com­
munity it is the discipline in the 
profession of medicine which first 
feels the impact of societal change, 
and because of its close association 
and contact with members of the 
community it is the discipline in which 
performance and responsibilities are 
most affected by technological im­
provement in the profession as a 
whole.

Classifications

Problem-definition and problem­
solving in family medicine, as in other 
disciplines, depend on the probabilities 
existing in the environment in which 
that discipline is practiced. This is 
particularly true of family medicine 
and most definitions in family medi­
cine are based on symptom complexes. 
Classical epidemiology is concerned 
with the incidence and prevalence of 
diseases organized in logical classifi­
cations determined by the needs of the 
user. Originally these classifications 
were used only by pathologists and 
were structured in terms of mortality, 
that is, “causes of death.” During the 
last 30 years, there has been an in­
crease, fed by the rapid increase in 
specialization, in the rate of classifi­
cations of morbidity, that is, “causes 
of sickness.” Classifications became 
more and more detailed as information 
on rare and esoteric diseases increased. 
During this same period, primary care 
classification needs were moving in the 
opposite direction towards broader 
groupings to reduce the data recording 
demand in the high frequency, shorter 
contacts typical of a community prac­
tice environment.

Such classifications were developed 
by various family practice organiza­
tions in the western world and have 
been the basis for the descriptions of 
the core knowledge in family practice, 
that is, the new epidemiology of 
primary care populations. As in the 
other specialties, this core knowledge 
requires investigation in depth and 
detail, and future classifications in 
family medicine will be concerned 
both with the details of preventing 
disease in the community and with the 
symptoms or the patients’ complaints.

These symptoms, complaints, and 
reasons for visit, when classified, will 
allow information recorded in primary 
care practices to be related to our

current classifications of morbidity 
and will provide new insights into the 
natural history of disease presenting in 
the noninstitutional world. These new 
insights will be of significant impor­
tance in developing new and better 
methods of preventive care and care of 
the chronic, long-term disabling dis­
eases.

There is an enormous amount of 
work to be done in this area. It has 
been said that no description of dis­
ease is so complete that it would not 
benefit from some new addition. This 
is unusually true in the field of pri­
mary care. As long ago as 1921, 
McKenzie,* and, in 1967, Bain and 
Spaulding,t pointed out the link 
between symptoms and diagnostic 
probability. More recently, the work 
of the National Ambulatory Medical 
Care Survey^ has taken a major step 
forward in achieving this.

Most of our current descriptions of 
disease are based on observations in 
the controlled environment of the 
hospital. Family medicine, with an 
orientation to a comprehensive con­
tinuing care, has both a unique respon­
sibility and a unique opportunity to 
observe the presenting symp­
tomatology in patient populations. 
Methods of identifying and defining 
the patient population at risk are 
necessary so that individuals and fam­
ilies can be observed over time. If this 
capability was routinely established in 
family practice, not only would con­
tinuing, preventively oriented, health­
care management be possible, but each 
practice would represent a controlled 
environment in which a scientific in­
vestigation both retrospective and 
prospective could be carried out. Such 
instruments do exist and papers illus­
trating them have been published by 
both the University of Western On­
tario and the University of Rochester.

Definitions

Review of the published and un­
published work done in all areas by

*M cKenz ie ,  Sir James: Sym p tom s and Their  
In terpretation (ed 4 ) .  New Y o rk ,  Paul B. 
Hoeber, Inc., 1921.
fB ain  ST, Spaulding WB: The  Importance  
of Coding Presenting Symptoms. Can Med 
Assoc J 9 7 : 9 5 3 ,  1967.
^National A m b ula tory  Medical Care S u r ­
vey: S ym p to m  Classification: Methodology  
for classifying patients' symptoms, c o m ­
plaints, problems, and reasons for seeking 
ambulatory medical care. Vital and Health 
Statistics, Series 2, No. 63. US Department  
of Health, Education, and Welfare Pub. No. 
(H R A )  7 4 -1 3 3 7 ,  1974.

these three programs indicates a wide 
range of criteria concerning definitions 
of terms and procedures. A beginning 
has been made in bringing order to the 
chaos through the development of the 
International Classification of Health 
Problems in Primary Care (ICHPPC) 
and the beginning of a symptom classi­
fication in the National Ambulatory 
Medical Care Survey (NAMCS), but 
precise definition of the terms used in 
presenting this information about fam­
ily and community practice is still 
lacking. Such simple elements as pa­
tient, provider, visit, problem, diag­
nosis, out-of-hours’ call, etc, are still 
without agreed-upon and universally 
accepted definitions.

It will probably be impossible ever 
to reach agreed-upon criteria for the 
definition of diagnostic labels used in a 
classification of morbidity for family 
medicine but this, we contend, is not 
serious. The major need for specificity 
in this area will be in prospective 
studies, and very precise criteria of 
definition can be established prior to 
the beginning of a study. This will 
allow — if necessary or appropriate — 
comparability with later work.

Training

There is a considerable lack of 
human resource with experience and 
training in research design in family 
medicine. The capacity to undergo the 
discipline of observation, recording, 
and analysis, the development of a 
research question, the establishment of 
hypotheses, the review of literature, 
and the designing of research protocols 
can all be taught. Few of us are born 
with this capability; the best no doubt 
are, but the way of the majority must 
be training by association with ex­
perienced researchers, added to an 
intellectual curiosity about what is 
happening in the practice environ­
ment.

University programs in family medi­
cine such as Western Ontario, 
Rochester, and Utah have a responsi­
bility to the discipline to train both 
practicing and future family physicians 
in research methods and skills, particu- 
lary those necessary for personal and 
individual use in the practice. It is 
obvious that, in the future, a major 
research effort must come from the 
practicing physician — not only from 
the educationally modified Family 
Practice Centers in the university pro­
grams. As Farley in a personal com-
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munication in 1976 has said, every 
practice should be a research practice; 
the best research comes from the 
curious individual working in his/her 
own practice environment, observing 
his/her community of patients and 
families over a continuum, and re­
sponding to their needs in both sick­
ness and health. The knowledge of the 
norms of his/her practice helps the 
physician-researcher to identify the 
unusual, and curiosity leads him/her to 
seek explanations. Such physicians 
were Osier and McKenzie, and more 
recently Pickles of Aysgarth in En­
gland; while we may not all be able to 
emulate them, we can at least attempt 
to follow their footsteps.

If we postulate that these three 
programs represent the best of re­
search in family medicine in North 
America at this time, it would seem 
appropriate to postulate what future 
research directions may be indicated 
by what has been done and not done 
in each of the areas of Patient Care 
Research, Epidemiological and En­
vironmental Research, Behavioral Sci­
ence Research, Practice Organization 
and Management Research, and Educa­
tional Research.

Each of these areas will now be 
addressed in turn in an attempt to 
synthesize from “where we are” to 
where we should go in the future.

Patient Care Research

This area, in fact, embraces all the 
other areas except perhaps that of 
Education. So only those types of 
research which cannot be considered 
under the other headings will be con­
sidered here.

In all three programs one significant 
omission in the work that is being 
done is the investigation and evalua­
tion of the process of “diagnosis” in 
the family practice arena. There is a 
need for answers to such questions as, 
“Are the criteria used for such and 
such a diagnosis in a hospital environ­
ment appropriate for use in the 
office?” “If these criteria are in use, 
what is the consistency and complete­
ness of their use?” “If certain criteria 
are not used in the office context, why 
are they not used, and are they neces­
sary?” “Can the diagnosis be estab­
lished without them?”

After the diagnosis has been made, 
there is a need for answers to such 
questions as “What are the criteria of 
management in the family practice

environment?” “How does the family 
physician’s management differ from 
that provided in the hospital?” “What 
are the outcomes of this man­
agement compared to the outcomes of 
similar cases managed solely in the 
hospital?” “What outcome measures 
are appropriate to use?” “Should we 
restrict them to provider-developed 
outcomes or should we include patient 
outcomes, such as hard measures of 
return to plateaus of normality, 
elapsed time before return to the same 
or an equivalent job, and elapsed time 
before return to a plateau of activity 
similar to that enjoyed prior to the 
disease process?” “Do we include mea­
sures of the cost effectiveness of the 
care?” “How do we measure cost 
effectiveness?” “Do we include length 
of stay in the hospital as a measure?”

Such studies of the cost effective­
ness of care for similar problems with 
similar outcomes, with and without 
periods of hospitalization, will be the 
data on which financial decisions to 
support ambulatory care programs will 
be made in the future.

In fact, if family medicine concerns 
itself with the cost effectiveness of 
care and relates the care delivered to 
patient outcomes as a method of 
evaluating the care delivered, then it 
may be possible to show that in many 
common and highly significant condi­
tions, hospital care is neither appro­
priate nor efficient. Recovery rates may 
be shorter when the patient is retained 
in the home environment, and there is 
little doubt that the care of chronic 
disabling disease and long-term dis­
ability is best carried out with the 
patient living and perhaps working 
from his/her home base.

Investigation is required into the 
benefits or disadvantages of treating 
the family as a unit and managing the 
problems of individual members of the 
family by using the family structure as 
a resource. Further, can the use of this 
type of relationship among physician, 
patient, and family develop and embel­
lish an orientation to a disease- 
preventive course of activity by indivi­
dual members of the family?

If the end result of our new educa­
tional processes is to produce a physi­
cian who better serves his/her patients, 
then it behooves academically oriented 
educational programs to demand of 
their faculty research effort which can 
produce answers to questions such as 
those presented above.

Epidemiological and Environmental 
Research

Previous consideration has been 
directed to the new epidemiology of 
practice populations and the capacity 
to develop a controlled environment in 
the community by identifying the 
denominator of patients at risk to a 
particular provider or group of pro­
viders. The epidemiology of a particu­
lar group of families known personally 
and individually to the doctors in­
volved in caring for them brings a new 
dimension to the science of epidemi­
ology.

With the development of efficient 
instruments for measuring the demand 
for care over a continuum and for 
identifying the demographic character­
istics of the patient populations at 
risk, and with the use of new insights 
which have been developed concerning 
the definition of denominators, each 
practice can become a field of research 
activity through collaboration and 
association with physicians and groups 
of physicians with similar interests. 
Then, large-scale epidemiological and 
environm ental studies can be 
mounted. One of the major defici­
encies in classical epidemiology is its 
lack of capacity to mount long-term, 
controlled comparative studies of the 
effects of environmental differences - 
both natural and unnatural — in the 
morbidity presented by defined groups 
of individuals. Community-based fam­
ily practice offices possessing this 
proven recording capability represent 
an invaluable resource for such studies. 
Such resources are becoming increas­
ingly vital for the continued good 
health of our population in view of the 
almost geometric increase in cases of 
industrial chemical insults to our en­
vironment.

Behavioral Science Research

In this area, much basic develop­
mental work is yet to be done. To 
date, adequate instruments such as 
classifications and glossaries of terms 
and definitions have not yet been 
produced. This has made it extremely 
difficult to compare the work being 
done by different researchers in dif­
ferent periods. This research is 
prodigal in its use of time, fiscal, and 
human resources, and as human re­
sources particularly are in considerably 
short supply within the discipline of 
family medicine, it is obvious why in 
the two smaller programs there is a
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comparative paucity of effort in these 
areas. Family medicine is, undoubted­
ly, at the frontiers of knowledge in 
these areas, and behavioralists have 
recognized the family practice office 
as a unique environment for research 
in individual and group behavior and 
its relationship to morbidity and mor­
tality.

Here again, studies which involve 
the continued observation of indivi­
duals and families over the long term 
are possible, as well as the capacity to 
observe matched controls.

Much work needs to be done in the 
areas of communication — among 
physicians themselves, between physi­
cians and other providers, and between 
physicians and their patients — as a 
way of determining the best method 
of conveying the most appropriate 
amount of information to the patient. 
Measures of compliance and data on 
the most beneficial methods of im­
proving compliance are required. Re­
search into what motivates patients to 
comply is involved here, and this has 
really only been touched upon within 
the family practice office environ­
ment.

Acting as listener and counselor, 
with a data base acquired as a result of 
associations with so many people over 
the years, the family physician is well 
equipped to deal with the vast 
majority of behavioral problems which 
beset humanity.

Practice Organization and Management 
Research

As stated previously, this area has 
seen the first thrust of effort by the 
two smaller programs, a thrust fueled 
by the need to define the “as is” to 
enable the production and develop­
ment of appropriate curricula for fam­
ily practice teaching. While this phase 
is not over, and in fact there will be a 
continuing need for long-term data- 
recording to allow a regular review and 
update of those curricula for family 
medicine education, the urgency is 
now less, and perhaps we shall see in 
the future less effort in these areas.

This is not to say that we have now 
reached the ultimate in practice or­
ganization or in management tech­
niques. The opposite is true. There is 
much developmental work to be done 
and much assessment to be undertaken 
if we are to improve continuously and 
demonstrate the cost effectiveness of 
the health care we deliver, the art,
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skills, and techniques of delegation, 
and the usefulness or disadvantages of 
the team approach to health care. As 
new providers of health care develop 
and as the styles of team performance 
change, so will there be a continuing 
need for evaluative studies to show us 
the best routes to take.

A major part of practice organiza­
tion and management in the future 
will be the appropriate use of informa­
tional machines, and with the in­
creasing sophistication of a new gen­
eration of dedicated computers, the 
ways in which these instruments can 
be used to develop and expand out­
reach capability for the physicians 
must be identified. The increasing or­
ientation to preventive medicine will 
require identification of high-risk 
groups and some degree of monitoring 
of their health status over time. With­
out informational machines, such ef­
forts will be impossible, and we look 
forward to seeing research effort in 
this area.

Such instruments have obvious uses 
in the field of billing and would allow 
the comparison of unique methods of 
funding health care; it is even possible 
that both aspects of the use of dedi­
cated computers could be investigated 
at one time.

Educational Research

This fifth area represents consider­
able opportunity and, of course, chal­
lenge. Family medicine is fortunate in 
that it alone among the specialties 
came into being with no pre-estab­
lished curriculum, with no established 
institution for educational purposes, 
and with few entrenched attitudes in 
its educators. This enabled family 
medicine to begin with a clean slate 
and to apply basic educational prin­
ciples, assess the newest educational 
techniques and methodologies, and 
apply them to its own discipline. This 
has been done almost universally but 
with varying degrees of success, and 
much of the educational research 
has been concerned with developing 
evaluational methodologies. Also, be­
cause the office teaching environment 
was new and extremely small when 
compared with other educational in­
stitutions, there has been room to 
experiment with one-to-one and 
small-group teaching techniques.

Heretofore, few patient care insti­
tutions have had such close personal 
relationships with their patients as do

family physicians, and research and 
investigation into the best methods of 
educating and influencing patients will 
provide a fertile field of investigation 
in the coming years.

The Family Practice Center is a 
unique educational institution. It 
holds promise of being the most effec­
tive medical educational institution 
ever developed. Those family physi­
cians with a bent for education will, it 
is hoped, concentrate on this one area, 
which provides unlimited potential 
for innovation, experimentation, in­
vestigation, and research.

Summary

This investigation into three leading 
programs has led us to believe that at 
this still very early stage of develop­
ment, only seven years after reaching 
specialty status, family medicine is still 
in its late childhood. However, the 
early influences were good, excellent 
habits were established, and the dis­
cipline is now about to embark on a 
journey through a highly active adoles­
cence. Our concerns lie in the fact that 
while we have chosen three programs, 
they perhaps represent the very best. 
We are unsure how many of the long 
established programs can match the 
performance of these three and even 
more unsure of the proportion of 
newer programs which have even 
attempted to address the research 
needs in this same way. It behooves 
everyone in family medicine to mea­
sure the performance of his or her 
program in this essential area against 
all that has been presented here and to 
resolve individually to do everything 
possible to share in the truly enormous 
task of rewriting the natural history of 
health and illness as it presents in all 
communities.

This is a responsibility owed to the 
whole profession of medicine. No 
other discipline can do this and, in­
deed, the continued survival of family 
medicine as the major primary care 
discipline taught as an integral part of 
the pre and post-MD curriculum will 
depend on the scholarly activity car­
ried out in the family medicine pro­
grams.

The most important and effective 
component of this scholarly activity 
will be research and investigation into 
the unique aspects of family medicine 
as it is practiced in the office and as it 
interfaces with the community and the 
hospital.
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