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One of the main differences between

rura l  fami ly  pract i t ioners and thei r

urban counterparts is the environment

in which they practise their professions.

The st rong inf luence of  the local

conditions on the practice of family

med ic ine  has  been  i den t i f i ed  and

described by McWhinney r;a situation

which this article explores further.

The essence of this article is to focus

on the need to emphasize the role of

family practice in the cit ies, where in

most cases family practice is taken to

b e  s y n o n y m o u s  w i t h  c l i n i c  a n d

communi ty  heal th centre pract ice,

rather  than hospi ta l  pract ice.  l t  is

becoming important to emphasise and

enhance the roles played by family

p r a c t i t i o n e r s  i n  t h e  u r b a n i s e d

communities.

Urbanisation 2 refers to the transition

from a rural society to one in which a

g row ing  number  o f  t he  wo r ld ' s

population lives in cities. Between 1900

and 1999 the proporcion of the worldl

populat ion l iv ing in  the c i t ies has

increased by about 40%;that is, from

about 150 mill ion to 2.2 bil l ion this.

century. This urban explosion could

no t  go  unno t i ced  by  f am i l y

practit ioners, since it wil l definitely

impact on their practices within these

urban environments.

Perhaps i s  t ime  tha t  u rban

practitioners reassessed themselves,

how they  f i t  in to  these rap id ly -

u rban is ing  wor ld  communi t ies  as

individuals and as healthcare providers,

without compromising caring services

to their patients and the communities.
Th is  obv ious ly  invo lves  some

challenges.

My understanding and perception of

these challenges is based on personal

experience from observation of urban

family practice in community health

centres and clinics.

In my view, the main challenges faced

by an urban family practit ioner are:
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secondary and tertiary cftre:

A s  a  r e s u l t  o f  r e l a t i v e l y  c l o s e r

secondary and tertiary hospital services

in urban areas,family practitioners tend

to seek this level of care for their

patient too soon. Family practitioners

cannot be held totally responsible for

th is ,  s ince,  in  many cases,  pat ients

themselves request hospital referral.

This  s i tuat ion suggests that  most

patients who should be cared for at the

primary care level are then exposed to

expensive and unnecessary invest i -

gations at secondary and tertiary level

care.

Loss of surgical skil ls;

Rural  doctors,  are,  in  most  cases,

prepared for  appropr iate surg ical

interventions in healthcare delivery. In

urban practice less surgical intervention

o c c u r s ,
p r i m a r i l y
b e c a u s e
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most ly cl in ic
b a s e d  a n d
s e c o n d a r i l y
b e c a u s e
higher levels
of care are
e a s i l y
available. The
i m p r e s s i o n
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lose these skil ls in the context of the

environment in which they practise.
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F a m i l y  p h y s i c i a n s  c o e x i s t  w i t h

spec ia l i s t s  i n  t he  u rban  a reas  to

complement each other! services. In

the process, family physicians refer

n e c e s s a r y  c a s e s  t o  s p e c i a l i s t s .

Unfor tunate ly ,  most  of  the urban

h o s p i t a l  s p e c i a l i s t s  e r r o n e o u s l y

perceive doctors in community health

centres and clinics as less competent

and subservient to them. For a variety

of reasons a substantial number of

urban doctors prefer  to  work in

h o s p i t a l s  r a t h e r  t h a n  c l i n i c s  o r

community health centres.The apparent

claim to superiority by one or the other

level of care in urban areas presents a

situation akin to competit ion between

community health centre based family

physicians and hospital doctors.

Dista"act ion of  {anni ly  physic lans

fronn som* funelarn*ntal prlneip:les

of family n^redicine:

In urban areas today it is becoming less

common for a family physician to share

the same hab-

itat with his or

he r  pa t i en t .

Reasons  fo r

t h i s  i n c l u d e

d i f f e rence  i n

s o c i o - e c o -

nomic status in

s o m e  c a s e s ,

the location of

health facilities,

p lus  t he  con -

here is notthat urban practitioners lack 1 
venience and safety for doctors.

surgical skills, but how quickly they can I In many cases,an urban family physician,



might only see his patient at the office,

since home visits could be very risky in

some areas due to escalating crime.

Patients in urban areas tend to overload

mos t  c l i n i cs  and  commun i t y  hea l t h

centres.This leaves family physicians to

manage scarce human resources,at the

expense of  some other  important

s e r v i c e s  s u c h  a s  o p p o r t u n i s t i c

preventive care/ health education that

deserve the doctor's t ime.

A family physician needs to be involved

in community-based support networks

to the benefit of his patient.This could

easily be ignored in an urban practice

due to the peculiar and complex socio-

c u l t u r a l  e l e m e n t s  o f  a n  u r b a n

community network.

Healthcare service delivery has become

a huge challenge for family physicians in

less developed countries; a situation

made more d i f f icu l t  in  the face of

various political dictates that often limit

the abil ity of practit ioners as good

resource manaSers.
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The continuing influx of people to the

urban areas remains a source of higher

demand for  the serv ices of  fami ly

physicians in these communities.These

increasing loads are a source of work

stress and could compromise all aspects

of important healthcare functions.
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Continuing Professional Development

is essential, and now obligatory, for

fami ly  pract i t ioners.  l t  is  a lso very

beneficial to all health care providers.

Pr imary heal thcare approaches to

learning such as self-directed learning,

peer review programmes and in-service

programmes,among others, need to be

further emphasized.An interesting trend

in the cities is the movement of doctors

to  t he  hosp i t a l s  f r om c l i n i cs  and

community health centres for jobs and

further specialist training. Perhaps most

ofthese doctors do not understand the

important role they could play in urban

primary healthcare service.
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Continuity of care could be undermined

in the cit ies, since most of the patients

are lost as a result of patient hopping

from one health facil i ty to the other. In

u rban  a reas ,  some  pa t i en t s  s imp ly

cannot afford to visit a private family

practit ioner. Family physicians in urban

areas need to be aware of this socio-

economic situation and see patients'

problems in this context.
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Two emerging factors impacting on the

quality of care in urban practices are

t h e  i n c r e a s i n g  l o a d  o f  p a t i e n t s

mentioned above

and the apparent

l ow  l eve l  o f

quality improve-

men t  ac t i v i t i es

a m o n g  u  r b a n

family physicians.

Because  o f  t he

pa t i en t  l oad ,

there is decreas-

i n g  c o n s u l t i n g

time per patient.

T h i s  s i t u a t i o n

might  not  par t icu lar ly  compromise

quality of care, but some aspects of

patient-centred care could suffer,as this

might serve as a constraint to some

doc to rs '  add ress ing  pa t i en t s '  own

agendas.
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Urbanisat ion is  a real i ty  and fami ly

physicians need to design ways and

means of coping with this. Some of the

challenges posed by urbanisation could

be met in various ways.

Firstly, urban family practit ioners wil l

have to strengthen their individual and

collective relationships,which could be

organized in defined groups. Hopefully,

such  re la t i onsh ips  wou ld  enhance

interact ion both professional ly  and

otherwise among practitioners in order

to keep in focus what family practice

stands for. This wil l also serve as a

common strategic approach to other

problems and challenges facing family

practice in the urban areas.

Secondly,there is a need to encourage

o n g o i n g  s e l f  l e a r n i n g  b y  e a c h

practit ioner, based on his or her daily

experience with his or her patients.

T h i r d l y ,  e m p h a s i s  o n  q u a l i t y

improvement activit ies should be made

a prerequisite for defined, acceptable

qual i ty  pr imary care for  the urban

communities.
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The views on the

challenges facing an

u rban  doc to r

outlined above are

far from exhaust-

i v e ,  a s  t h e  c h a -

llenges are defined

by each doctor 's

u n i q u e  c i r c u m -

s tances .  Mee t i ng

these  cha l l enges

would require the
joint effort of all

urban pract i t ioners in  a par t icu lar

community.

Finally, it is important to realize that

the time has come for every family

physician practising in the cit ies to be

supported, recognised and encouraged

wi th equal  emphasis on the urban

doctor as there is on the rural doctor.
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