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Although physicians in most family practice residency pro-
grams hospitalize their patients at community hospitals, those
in 21 programs in the United States hospitalize patients exclu-
sively at university hospitals. Through a questionnaire mailed
to directors of each of these programs, it was learned that
family practice residency faculty have medical intensive care
(ICU) privileges at 38 percent of these university hospitals. No
family physicians had ever been denied ICU privileges at any
of these hospitals. Mandatory consultations were reported by
only a minority of programs.

At 62 percent of these university hospitals, family physi-
cians do not have ICU privileges. However, no family physi-
cian had ever made a formal application for them. Intensive
care patients at these hospitals were generally cared for by
specialists and house staff in internal medicine or critical care.

In recent years the specialty of family practice
has undergone tremendous growth and develop-
ment. The comprehensive training provided by
family practice residency programs has led family
physicians to care for patients whose problems
also fall into the spheres of other medical special-
ties. Occasionally there have been problems with
granting hospital privileges to family physicians;
obstetrics and surgery are frequently cited as prob-
lem areas.14

Conflicts also arise in the area of intensive care.
Family physicians spend up to 30 hours per week
in the hospital, and much of that time involves
caring for patients with general medical prob-
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lems.56 Nonetheless, although nearly all family
physicians have hospital privileges for general
internal medicine, medical intensive care privi-
leges are not universal.78

At university medical centers, intensive care
privileges for family physicians have special signif-
icance. University hospitals establish trends in
medical care, and there is a growing movement at
university centers toward ultraspecialization in in-
tensive care. This movement is manifested by the
creation of special critical care physician teams
and residency training programs in critical care
medicine.9 Although 75 to 95 percent of American
hospitals grant intensive care unit privileges to
family practitioners,78 the growth of critical care
medicine may create difficulties for family physi-
cians who request intensive care privileges at uni-
versity hospitals.
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For the small number of family practice resi-
dency programs that hospitalize their patients ex-
clusively at a university hospital, intensive care
unit (ICU) privileges are of critical importance.
Although the American Academy of Family Phy-
sicians recommends that ICU privileges be
granted to appropriately trained physicians regard-
less of specialty, some critical care physicians feel
that family physicians should not utilize intensive
care units at referral center (university) hospitals.
They believe that it is not consistent with current
standards of care. This study attempted to define,
on a nationwide basis, the standards for intensive
care privileges for faculty of family practice resi-
dency programs that hospitalize their patients ex-
clusively at university hospitals.

Methods

According to the 1982 Directory of Family
Practice Residency Programs,10 there are 21 ap-
proved programs that hospitalize their patients ex-
clusively at university hospitals. University pro-
grams listed as admitting patients to hospitals
other than or in addition to a university hospital
were not included in this survey.

A gquestionnaire was mailed to the residency di-
rector of each of these 21 programs. The question-
naire sought information about whether the pro-
gram’s family practice faculty had privileges to use
the medical intensive care unit. Information was
also solicited about requests for ICU privileges
that had been denied and about who cared for ICU
patients if not the patients’ family physician.
Comments regarding mandatory consultation poli-
cies or other unusual arrangements were made by
nearly all residency directors. Residency directors
who did not respond to the mailed survey were
contacted by telephone and asked the same ques-
tions that were included in the written questionnaire.

Results

Eighteen program directors responded to the
mailed questionnaire and the remaining three were
contacted by telephone. Therefore, responses
from 100 percent of family practice residency pro-
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grams that hospitalize their patients exclusively &
a university hospital are included in these resuits

Programs With ICU Privileges

Thirty-eight percent of the programs (820) re
ported that all family practice faculty members
have admitting privileges to the medical intensive
care unit. At one medical center, family practice
ICU privileges do not include pulmonary medicine
cases; these are cared for by a designated groupdf
subspecialists. No family physician had ever heen
denied ICU privileges at these hospitals.

At all eight of these university hospitals, cass
are managed and orders written by family pratice
house staff. Two of the hospitals reported a
requirement for consultation by a critical cae
specialist.

Programs Without ICU Privileges

At 62 percent of the university hospitals (1320),
family practice faculty do not have ICU privileges.
At 11 of the 13, no one had ever requested priv-
leges. At two hospitals, family practice dyart-
ments had made informal requests for privileges
and were informed that ICU privileges were mt
available to their faculty; a formal application with
credentials review was apparently not made.

At hospitals in which family physicians do ot
have ICU privileges, care for family practice p
tients in the medical intensive care unit is proviced
by various specialists in internal medicine and arit-
ical care. Orders are generally written by hoee
staff in internal medicine or critical care; farily
practice house staff write orders when they roate
through these specialty services.

Discussion

The results of this survey demonstrate tret
there is a precedent for the use of medical inen
sive care units by family physicians at university
medical centers. Faculty at 38 percent of famy
practice programs that hospitalize their petients
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exclusively at university hospitals have ICU privi-
leges. These hospitals are diverse in their geo-
graphic distribution and include institutions in the
Northeast, Midwest, Southeast, Southwest, and
West Coast. The institutions are in small, medium,
and large cities.

Family physicians had been denied ICU privi-
leges in 5 percent (2/21) of these university hospi-
tals. However, the requests for privileges were in-
formal and did not undergo standard procedures
such as credentials committee review. Thus, at 95
percent of the programs that use only a university
hospital, family physicians either have ICU privi-
leges or never formally tried to get them.

The issue of why family physicians at some of
these programs have never applied for ICU privi-
leges was not addressed in the questionnaire. It
can be hypothesized that ICU care at these hospi-
tals had traditionally been delegated to critical
care or internal medicine physicians and that this
was the standard procedure when family practice
training programs began to appear in the 1960s. To
avoid conflict with established medical specialties,
family physicians did not attempt to alter the sta-
tus quo. In addition, during the early years of
development of family practice, residency faculty
often did not include family physicians with train-
ing in intensive care. In recent years, however,
residency-trained physicians with ICU experience
have joined departments of family practice, and
the need to utilize intensive care units is now being
realized.

Another reason why family physicians at some
universities have not applied for ICU privileges
may have to do with residency size and the man-
power requirements needed for intensive care pa-
tients. Twenty-four-hour house staff coverage
under the supervision of a faculty member must be
available, and this service cannot be provided by
some of the smaller residency programs.

Finally, most university-affiliated family prac-
tice programs hospitalize their patients at institu-
tions other than or in addition to their parent uni-
versity hospital. In some cases this may be due to
geographic considerations; in others it may relate
to a lack of willingness of subspecialty faculty to
educate family practice residents. It is not known
how frequently these programs decide to use non-
university hospitals because of problems concern-
ing hospital privileges.

Mandatory consultations are required at 28 per-
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cent (2/7) of hospitals in which family physicians
have ICU privileges, a frequency similar to that
with which family physicians are required to ob-
tain consultations on their ICU patients in com-
munity hospitals on a nationwide basis (10 to 35
percent).811 In practice, however, family physi-
cians obtain voluntary consultations on 57 to 76
percent of hospitalized patients,1213 suggesting
that concern about this matter may be unnecessary.

The controversy over intensive care privileges
is probably part of the larger “turf’ issue that has
evolved between family practice and other medi-
cal specialties.416 However, privilege problems
are important to resolve because of the key role
that family practice faculty have in educating fam-
ily practice residents.

Subspecialists in internal medicine and critical
care feel their expertise in intensive care makes it
optimal for family practice residents to learn criti-
cal care skills from them. In fact, there is no doubt
that any physician planning to care for seriously ill
patients should receive part of his training from a
critical care specialist. On the other hand, after
residency training, that young physician will likely
be granted privileges in a community hospital
ICU78and function as a family physician, not as a
critical care specialist. It is important, therefore,
that the resident be given the opportunity to ob-
serve a family physician faculty member function-
ing as a role model in an intensive care setting. The
resident must learn how the family physician uti-
lizes consultants and works with subspecialists,
provides emotional support for the seriously ill
patient and family, and recognizes the limitations
of his or her medical abilities. It is unlikely that
any of these skills are better taught to the family
practice resident by a critical care specialist than
by a faculty family physician.

Another issue of importance to directors of
training programs in family practice, internal med-
icine, and critical care is the importance of ensur-
ing an adequate patient volume to support teaching
requirements. Competition for patients is becom-
ing acute, and academic medical centers are being
forced to compete in the marketplace to maintain
their patient census.l7 While this issue is certainly
of concern to educators, competition for patients
probably should not be considered when granting
hospital privileges to individual physicians.

The standards of the Joint Commission on Ac-
creditation of Hospitals require that “privileges
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granted shall be commensurate with the training,
experience, competence, judgment, character,
and current capability of the candidate.” 18 It is
important that family physicians be granted inten-
sive care privileges only if their clinical skills and
training justify it. That eight hospitals in this sur-
vey grant ICU privileges to all members of their
family practice faculty suggests that clinical skills
may not always be considered. All members of a
family practice faculty are unlikely to be compe-
tent to render ICU care, just as it is unlikely that
all members of an internal medicine faculty are so
qualified.
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