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The word “ climate” has been defined in non- 
meteorological terms as a particular set of “ pre­
vailing attitudes, standards, or environmental 
conditions of a group, period, or place.” 1 It is the 
premise of this paper that the climate within family 
practice in terms of attitudes, standards, and en­
vironmental conditions has an important bearing 
on the directions and success of its future devel­
opment as an academic discipline and specialized 
pattern of practice. It is the further premise of this 
paper that the climate within its field of birth, gen­
eral practice, was generally unsupportive of the 
kind of vigorous intellectual and investigative ef­
forts required to establish any specialty discipline, 
and that this deficiency must be corrected if family 
practice is to prosper and survive as a specialty in 
its own right.

Earlier papers in this monograph have dealt 
with the relationship of research in family practice 
to patient care and education, as well as some of 
the research traditions of other disciplines which 
are likely to influence research directions and 
methods developing in family practice. Later 
papers will deal with more specific subjects, such 
as research design, analysis and interpretation of 
data, communication of results, and various ap­
proaches by which family physicians can become 
involved in research. Examination of the climate 
needed to support research in family practice is 
vital to all other considerations related to this 
subject.

Dr. John P, Geyman is Professor and Chairman, Depart­
ment of Family Medicine, University of Washington, Seat-

The purpose of this paper is threefold: (1) to 
outline the climate which prevailed within general 
practice in the past; (2) to suggest the elements of a 
new climate in family practice which can nurture 
its continued development and maturation as a 
specialty; and (3) to discuss the implications of this 
new climate in terms of patient care, practice satis­
faction, and related factors.

Past Climate within General Practice
In most countries of the world, and certainly in 

North America, there was little in the prevailing 
attitudes in general practice in previous years to 
nurture and facilitate research in the field. General 
practice has been known for its strong tradition of 
service through patient care, but with rare excep­
tions has lacked a commitment to scholarly work. 
The word “ research” has often been viewed 
negatively by many general practitioners who 
have failed to appreciate its relevance to everyday 
practice. This attitude has frequently been rein­
forced by exposure, during one’s medical educa­
tion, to traditional biomedical research involving 
“ esoteric” conditions and complex patho­
physiological mechanisms not perceived as di­
rectly applicable to the work of the family physi­
cian. Without a research base or discipline of its 
own, general practice has drawn its content in a 
derivative way from portions of all of the other 
clinical disciplines. General practitioners have 
placed the highest value on the reduction of other 
fields to those areas of knowledge and skills which 
can be applied as a practical approach to the 
diagnosis and management of a wide spectrum of 
clinical problems encountered in a busy practice. 
The capacity to reduce existing clinical knowledge
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and procedures to readily understandable and re­
callable dimensions has therefore been central to 
the “ mind set” of the general practitioner, which 
has left the responsibility for development of new 
knowledge to the other specialties within medicine 
and has prevented recognition of general practice 
itself as a legitimate object of critical inquiry.

Just as prevailing attitudes failed to support the 
value and need for research in general practice, 
the standards of practice and environmental con­
ditions likewise failed to support original work in 
the field. The standards for “ good” practice were 
drawn directly from other clinical disciplines 
without a scientific data base for an effective peer 
mechanism within general practice to set such 
standards within the field. The environmental 
conditions in general practice have featured heavy 
clinical responsibilities, an emphasis on solo or 
partnership practice, and lack of generally avail­
able tools which could allow investigative efforts 
to be carried out. Lacking a formal base in medical 
education, general practice has been an applied 
field with some distrust of its “ academic” (ie, less 
practical) counterparts in the various specialties in 
the universities. Under these circumstances it is 
only natural that role models of effective 
clinician-researchers were rarely visible.

Three examples of this situation reveal the di­
mensions of the problem. The first is the tradi­
tional absence of general practitioners on the 
teaching faculties of postgraduate courses con­
ducted for general practitioners, since they have 
usually not been seen as experts in any part of the 
applied field. The second is the emphasis on de­
rivative literature from other fields, with most ar­
ticles in the journals read by general practitioners 
being of a review nature and written by specialists 
in other fields. The third is illustrated by an inci­
dent which occurred at a recent postgraduate 
course for general/family physicians at the Uni­
versity of Washington on Office Urology. The 
urologist faculty member noted that the decreasing 
incidence of mumps orchitis has resulted in this 
problem becoming almost of historical interest. He 
asked how many of the physicians in attendance 
had seen this problem within the past year and was 
surprised to see the large number of hands go up. 
One of the physicians then asked the urologist his 
views on the effectiveness of corticosteroids in the 
treatment of mumps orchitis. The answer: “ I don’t 
know; ask your colleagues next to you.”
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Emergence of Family Practice as a Spe 
cialty

The emergence of family practice as a specialty 
during the last ten years in North America is an 
important event with major implications for 
change in both medical education and medical 
practice. This change is by no means limited to the 
United States and Canada, but is proceeding in 
various ways in many other countries of the world.

The development of family practice represents 
a needed reemphasis of the role of the generalist in 
medicine with particular concern for the family as 
the object of care, for comprehensiveness and 
continuity of personal care, and for ready access to 
care. This specialty involves an increased concern 
for health maintenance, prevention of disease, 
long-term care of chronic illness, rehabilitation, 
and counseling for common health problems. In 
contrast, its predecessor, general practice, as well 
as many other disciplines in medicine, has focused 
more strongly on episodic care of acute problems.

In 1966, McWhinney proposed four essential 
criteria required for the definition and develop­
ment of any specialty: (1) a distinguishable body of 
knowledge; (2) a unique field of action; (3) an 
active area of research; and (4) training which is 
intellectually rigorous.2 Although there were some 
initial efforts to define family medicine in terms of 
its unique content not held by any other clinical 
disciplines, it has become clear that afunctional 
definition is required.3 The term “family 
medicine” has evolved to designate that body of 
knowledge and skills applied by the family physi­
cian as he/she provides primary, continuing, and 
comprehensive health care to patients and their 
families regardless of their age, sex, or presenting 
complaint. Family medicine thereby cuts across 
the territorial boundaries of all of the traditional 
clinical specialties and will add its own “unique” 
content as the research base develops in the field 
through the study of its patient care population in 
the context of the family.

Three broad areas of needed research relate to 
clinical strategies, health care services, and edu­
cational methods. Much of the medical literature 
to date has been derived from the study of patients 
admitted to university hospitals. Yet, these 
patients represent only one out of 250 patients 
seen by physicians and one out of 1,000 patients at 
risk each month.4 Since 90 to 95 percent of all
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physician-patient contacts occur at the primary 
care level,5 family medicine has both the opportu­
nity and responsibility to add to our knowledge of 
health and disease from the unique perspective of 
the family physician.

By dealing with the everyday problems of 
patients and their families, the family physician 
has several inherent advantages relating to re­
search on a patient care level: (1) contact with all 
members of the family of all ages and both sexes; 
(2) direct experience with primary care of un­
selected patients; (3) opportunity for long-term 
follow-up of patients; (4) multidisciplinary ap­
proach to care; and (5) contact with patients in all 
stages of disease. Family physicians thus have a 
wider perspective of health and disease on the 
family and community level than anyone else in 
medicine.

Climate Favoring Research in Family Prac­
tice

Following up on the original definition of the 
word “climate,” it is useful to consider the needed 
elements of a suitable climate favoring research in 
family practice under three categories: (1) atti­
tudes, (2) standards, and (3) environmental condi­
tions.

Attitudes
It is most appropriate to consider attitudes as 

the first among the requisites for research in this 
specialty, for the attitudinal barriers to research in 
general practice have already been described and 
no significant research can develop without the 
development of a new “ mind set” by family 
physicians.
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Eight attitudes are proposed as important in­
gredients of this new “ mind set” for the family 
physician.

1. Curiosity
The origin of any research project is the asking 

of a question. This cannot occur without the ob­
server having curiosity, which Byrne encourages 
us to organize in the pursuit of a question.6 In this 
process of critical inquiry, the most productive 
question is, “ Why?”

2. Skepticism
Closely related to curiosity is the capacity to be 

skeptical of existing knowledge and medical prac­
tices, to believe, for example, that there may be a 
better way to approach or manage clinical prob­
lems.

3. Honesty
Intellectual honesty is likewise required for the 

investigator to confirm the validity of existing 
knowledge or methods. One must be rigorous in 
rejecting or being skeptical of that which lacks 
supporting evidence, and resist acceptance of an 
idea or method because of habit or “ ego- 
investment.”

4. Awareness of limited knowledge
One cannot learn what one already knows. 

Medical practice abounds in uncertainty where the 
clinician must rely on “ clinical judgment.” The 
physician must be able to sort out that which is 
“ known” (ie, based on adequate evidence) from

71



CLIMATE FOR RESEARCH

that which is practiced from the basis of insuffi­
cient knowledge.

5. Interest in learning something from every patient
The family physician, who is privileged to know 

and follow the patient over long periods of time, 
can reasonably expect to learn something, how­
ever slight, from every patient seen. One’s success 
in doing this clearly depends on one’s level of in­
quiry and keenness of observation.

6. Appreciation of the role of the family physician 
in research

It is clearly important to appreciate the unique 
opportunities in family practice for research and 
accept the key role held by the family physician in 
identifying researchable questions which are im­
portant and worth study.

7. Valuing of own observations over time
McWhinney argues that “ observation of the 

natural history of disease is the basic science of 
medicine,” and further suggests that clinical ob­
servations are fundamental to prognosis and to ra­
tional therapeutics.7 The family physician has 
opportunities to make significant observations 
within his/her practice which are not available to 
anyone else in medicine.

8. Acceptance of responsibility for advancing the 
field

Asking the negative side of this attitude makes 
the point adequately: if not the family physician, 
who else is to take the major responsibility for 
contributing to advancements in the specialty?
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Standards
It has been traditional in general practice in the 

past, and to a large degree in family practice to­
day, to accept and adopt as standards for “good 
practice” those derived from the other clinical 
specialties. This pattern has undoubtedly devel­
oped due to the relative lack of research in gener- 
al/family practice compared to the effort directed 
to the validation of new knowledge or rejection of 
existing knowledge through research in the other 
specialties.

Since research in the other clinical specialties 
has been focused mainly on secondary and tertiary 
care settings, it is likely that more relevant stan­
dards to the primary care setting can be developed 
through family practice research. As this takes 
place, opportunities will increase for family prac­
tice to take greater responsibility for establishing 
standards of acceptable practice within the field 
based on supporting evidence. Such standards 
should relate to cost, morbidity, and patient care 
outcomes from diagnostic and therapeutic inter­
ventions.

In the hospital, clinical (not administrative) de­
partments of family practice can play a vital role in 
applying reasonable standards of care in collabor­
ation with other clinical departments. In office 
practice, family physicians in partnership and 
group practice can establish similar standards ac­
ceptable to their colleagues and subject to periodic 
audit.

Environment
Six kinds of environmental conditions are nec­

essary to facilitate research in family practice.

1. The practice itself
The laboratory of the family physician is the 
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practice itself. Clinical research by the family 
physician will be based on the “ new epidemiol­
ogy’’ as Sir James MacKenzie predicted,8 and will 
involve patients in all stages of disease in a con­
tinuing care relationship with the physician.

2. Research tools
Some of the basic research tools in family prac­

tice, in addition to clinical observation itself, in­
clude the problem-oriented record,8 an accepted 
coding system,9,10 an effective data retrieval 
system,11'15 and audit. Access to computer 
facilities may be needed for some research proj­
ects, but many clinical studies in family practice 
can be effectively conducted without use of a 
computer.11

3. Stimulation by colleagues
The value of an atmosphere of questioning and 

informal give-and-take among colleagues cannot 
be underestimated. The clinical investigator needs 
feedback and critique from colleagues in all stages 
of a research project, including that delicate first 
stage where a potential researchable idea is being 
considered.

4. Consultation and collaboration
Consultation is important with colleagues who 

have done similar kinds of research and with con­
sultants in such fields as epidemiology and bio­
statistics as will be discussed more fully in later 
papers in this monograph. Such consultation is 
more readily available than in the past, and with 
the development of family practice teaching pro­
grams throughout the country, the practicing fam­
ily physician is no longer isolated from this kind of 
help.
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5. Access to library services
Regionalization of improved library services in 

recent years has brought to all physicians ready 
access to the medical literature. Abridged Index 
Medicus is available by subscription at a nominal 
cost, and literature searches are provided on re­
quest by the nearest medical library.

6. Forum for communication
The opportunity to communicate the methods 

and results of one’s research is likewise impor­
tant. Fortunately, opportunities are greatly ex­
panded for family physicians today. These include 
conferences in family practice teaching programs; 
regional and national meetings of organizations 
such as the American Academy of Family Physi­
cians, the Society of Teachers of Family 
Medicine, and the North American Primary Care 
Research Group; and through publication in the 
literature.

Discussion
It is frequently argued that the time constraints 

and practice demands in the everyday work of the 
family physician prevent any meaningful inves­
tigative efforts. Yet similar arguments can be 
made for other clinical specialties which have col­
lectively organized themselves in the study and 
intellectual development of their fields. In the 
same way, as one looks back at what research has 
occurred in general practice, one does not find 
physicians who were otherwise insulated from the 
pressures of time and clinical responsibilities. Sir 
James MacKenzie carried out his careful studies 
of pain and the symptoms of heart disease, which 
laid the foundation for modem cardiology, while 
actively engaged in a full general practice includ­
ing obstetrics. Those few family physicians who
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are making research contributions today, such as 
John Fry in the United Kingdom and Curtis 
Hames in the United States, are also involved in 
busy clinical practices. As McWhinney points out, 
these physicians exemplify the same principles of 
the past: “ long-term observations carried out by 
individual physicians who share the same habitat 
as their patients.” 7

In my view, the single most important factor 
influencing the extent to which the family physi­
cian can be involved in investigative work is the 
“ mind set” held by the physician toward his/her 
practice. There is enough flexibility in the practice 
of medicine, even today, that the family physician 
with the kinds of attitudes which have been de­

scribed can develop an approach and style of 
practice which permits investigative work in some 
area of interest.

While the numbers of family physicians willing 
to develop the clinician research style of practice 
may remain relatively small, many family physi­
cians can make some kind of contribution to the 
field, and all can develop a more scholarly ap­
proach to their practices. The payoffs of such an 
approach are considerable—expansion of the body 
of knowledge which family physicians teach, an 
ongoing form of continuing medical education, in­
creased practice satisfaction, and most important­
ly, improved quality of care for patients and their 
families.
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