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S u m m a r y

One of tbe aduances in tbe practice of
medicine AS a ubole, is tbe
deuelopment of the d.iscipline of family
medicine. At tbe basis of this discipline
today lie three relation -sbips:

(1) A cbanged relat ionship ui tb
disease (no longer is disease seen d,s An
enemy, but part of our experience of
tbis life and one of tbe manJ) possible
cAuses of illness-synxptonxs) (2) A
cb anged relationsbip with patients
(ubere a uery impol'tant aspect of good
patient care is merely getting to knou
your patient well - tbe d.octor-patient
relationsbip).

G) A cbanged relation sbip to tbe
pat ien t ' s  l i fe  c i rcumstances  ( tbe

systems tbeory, ubere tbe uorld of tbe
pat ien t  and b is  in te rac t ion  and
integrat ion eg witb otber family
members and tbe community become
pan of bis disease-picture). How tbese
tbree relat ionsbips are put into
prtctice by tbe family pbysician, is
i l lustrated by a parable (personal

stoe).

I n t r o d u c t i o n

It is a delight to have this opportunity
to share with you some thoughts
about our discipline. I note that many
of the sessions of this symposium are
labelled aduances in the management
of one or other problem or disease
and it seemed to me that perhaps we
might be so bold as to call this first
address: An Ad,uance in Medicine -

Family Medicine. That is, we could
consider the development of the
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discipline of family medicine, itself, to
be  an  advance in  the  prac t ice  o f
medicine as a whole.

Now, family medicine is not new to
th is  aud ience,  and i t  wou ld  be
inappropriate and unhelpful for me to
give the kind of lecture that one might
give to those unfamil iar with our
discipline, a lecture that spelled out
i t s  theory  and descr ibed i t s  key
principles. No, this has already been
superbly done by Ian McWhinney,'-'r
John Geyman'and Robert  Rakel5 to
name just a few. Rather, I shall use
this opportunity to attempt to put into
words just a few thoughts about some
of  the  essent ia l  aspec ts  o f  our
discipline.

And that brings me to the topic that I
have been asked to address, namely:
tbe basis of family med.icine. What is
the basis of family medicine? What is
that something that underl ies i t ,
supports i t ,  that something that is
essential to it?

If I were to choose just one word to
encapsulate the basis of family
med ic ine ,  i t  wou ld  be  the  word
relationsb ip or rather, relationships.
There are three relationships that I
think are essential to the practice of
family medicine and I would like to
describe them for you.

J u r  r e l a t i o n s h i p  t o  d i s e a s e

The first one, one could call simply,
our relationship to disease. There are
many aspects to this relationship. Let
me start with theory and then discuss
i ts  in f luence on  prac t ice .  A l l  o f
medicine is based on theory, but the
theory has been mainly implicit rather
than explicit. In fact,it has been our
discipline that has helped to make the
theory  more  exp l i c i t .  The
convent ional theory of medicine,

often referred to as the biomedical
mode l ,  conceptua l i ses  peop le  as
mach ines  and thus ,  pa t ien ts  as
'broken machines' .  Symptoms are
viewed as faults in the machine and
are called diseases. Diseases. in turn.
a re  seen to  be  the  enemy.  These
enemies  are  s t i l l  most  commonly
thought of as being from the outside,
but internal enemies are also
recognised. In this theory symptoms
are vir tual ly synonymous with
disease.

This theory is very familiar to you,
and much has been said both in terms
of i ts strength and i ts weaknesses.
However,  i ts impl icat ions for and
influence on relationship have gone
largely unnoticed, or at the very least
have been grossly underestimated. If
disease is seen as the enemy, our job

as doctors, is to identify (diagnose)
and destroy (treat). The results have
been entirely predictable:

1. a very hear,y emphasis on disease,
evidenced by it becoming virtually
one hundred percent  o f  most
medical curriculums,

2. a distorted relationship with dis-
ease, ( just as there is with any
perceived enemy) leading to
decreased understanding of disease
and a distancing from it, and

3. the specialisation and fragmenta-
tion both in our profession and in
patient care that has resulted from
the attempt to do batt le with
disease.

But what about our relat ionship to
disease, our relationship as family
doc tors  a t  our  bes t?  Par t  o f  what
underlies family medicine, that is, part
of the basis of family medicine, is a
changed relationship with disease that
has been made possible by a change
in understanding that involves not
only the concept of disease, but also
that of illness.

T h e  o l d  b i o m e d i c a l

m o d e l  c o n c e p t u a l i s e s

p a t i e n t s  a s  " b r o k e n

machines"

D i s e a s e  i s  o n l y  o n e

p o s s i b l e  c a u s e  o f

s y m p t o m s  a m o n g s t

many possible causes

T r y i n g  t o  e s c a p e  f r o m

t h e  p r o b l e m s  c  f  l i f  e

f r e q u e n t l y  r e s u l t s  i n

symptoms
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An early description of this different
theory is the biopsychosocial model
by  Enge16 tha t  b roadened our
unders tand ing  o f  the  causes  o f
symptoms. Something that all family
doctors know well and far better than
most others, is that disease is only
one poss ib le  cause o f  symptoms
amongst many possible causes. Often
it is the least likely cause and even
more astounding, i t  is f requent ly
relat ively unimportant.  I  am
reminded of the opening sentence in
Scott  Peck's book, The Roac; l .  Less
Trauel led, where he makes the
statement, "Life is Difficult".' Peck
descr ibes  how we t ry  to  avo id
difficulties as if our goal in life was to
get through it unscathed. When we do
experience problems, we feel sorry
for ourselves, indignant that such a
th ing  cou ld  happen to  us .  He
descr ibes  how a  l i fe  o f  a t tempted
escape frequent ly results in
symptoms. Or in McWhinney's words,
'symptoms of underlying problems of
living', rather than disease (organic
pathology).8

More recently, this different theory
has  been expressed in  te rms o f  a
pat ien t -cent red  mode l ,e ' ro  wh ich
includes the concept of two agendas.
In this model, disease is not the sole
agenda.  There  is  the  add i t iona l
agenda o f  the  person,  o f
understanding the person and all of
h is  o r  her  reasons  fo r  a t tend ing ,
inc lud ing  symptoms,  thoughts ,
feel ings and expectat ions. Thus i t
recogn ises  the  impor tance o f
unders tand ing  the  mean ing  o f  the
exper ience o f  the  i l l ness  fo r  the
person as an important part  of
understanding the person's symptoms.
This di f ferent theory has led to a
different relationship with disease.
Disease is seen in perspective - not as
the whole picture, but as a part of the
p ic tu re .  I t  i s  recogn ised tha t  a
diagnosis of disease is not only often

not possible, it is not sufficient to help
many patients. Symptoms no longer
equal disease. Rather than being seen
as the enemy, symptoms are
recognised as important messengers,
and a potentially valuable source of
information. Even diseases, them-
selves, are not thought of as enemies,
but as symptoms on another level, and
as part of the experience of this life.
Th is  chang ing  percept ion  about
disease al lows a greater and more
useful  understanding of i t .  Family
medicine has an important contr i -
but ion to make in rewri t ing the
medica l  books  about  i l l ness  and
disease and in part icular,  family
doctors may be thought of as having a
special  relat ionship with and
knowledge of chronic disease. But
most important,  the change in our
relationship with disease has led to
the rediscovery of an even more
important relationship, our relation-
ship with patients.

S u r  r e ! a t i o n s h i p  w i t h  p a t i e n t s

Evolving slowly at f i rst ,  and then
more rapidly and dramatically since
the  1960s,  the  impor tance o f  the
doctor-patient relationship has been
rediscovered. As mentioned earlier,
one of the key concepts to emerge has
been that of patient-centred care.s,r0
This understanding of patient care not
only has impl icat ions for our
relat ionship with disease, but also
with our relationship with patients.

Patient-centred care means focusing
on the person, relating to the person,

understanding the person and his or
her  exper ience o f  the  i l l ness ,
including the patient's thoughts about
the  symptoms or  p rob lems

experienced, feelings and often fears,
and expectations of self, the situation
and the doctor. In addition to, and as
a necessary part of the understanding

Disease is  seen as  par t

o f  the  p ic tu re ,  no t  the

whole picture

Symptoms do not equal

disease
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the  d isease,  person-cent red  care
offers both doctor and patient a richer
experience, a much r icher relat ion-
ship than one could ever have with a
d isease or  'b roken mach ine '  a  r i ch
enough experience to sustain us, to
sustain us in a l i fet ime of pract ice.

Th is  r i chness  has  to  do  w i th  the
nature  o f  human be ings  and the
existence of different aspects of levels
of being, including physical, mental
and emotional, and spiritual aspects.
To quite an extent, understanding the
disease requires understanding the
physical; understanding the patient

requires at least an understanding of
the mental, emotional and spiritual as
well. This requires a different type of
inqu i ry  and re la t ionsh ip .  I t  i s
subjective, in fact, inter-subjective and
this inter-subjective dialogue has the
potential to benefit both patient and
doctor .  Pat ien ts  rnay  come to  a
deeper level of  sel f-knowledge and
awareness with consequent enhance-
ment of qual i ty of l i fe as wel l  as
reso lu t ion  o f  symptoms.  Doctors
have the opportunity to learn more
about  the  human cond i t ion  and,  i f
they dare, more about themselves.

One of the exciting things happening
these days  is  the  research  demon-
strating the important differences that
the doctor-patient relationship makes.
Patient-centredness has been shown
to  make a  pos i t i ve  d i f fe rence to
patient satisfaction,"'t compliance,rr'1r
pa t ien ts  fee l ing  unders tood,  " r ' "
pa t ien t -p rac t i t ioner  agreement , "
patients feeling that their reasons for
coming have been ascer ta ined,
d iscussed and unders tood by  the
doctor,''' and also to patient outcomes
inc lud ing  symptom and concern
reso lu t ion ' ' ' ' "  b lood pressure
control,'t "' diabetes control,rtrc peptic

u lcer  reso lu t ion" '  and headache
resolution.'7

Thus, getting to know our patients as

people is not only a humane thing to
do, but also a very important part of
effective patient care. However, as
soon as  we s ta r t  to  ge t  to  know
pat ien ts  as  peop le ,  someth ing  e lse
also starts to happen. We begin to
become aware of their circumstances,
their home, work, school and family,
in short, their life situations, and this
takes  us  to  the  th i rd  and f ina l
relationship that I want to mention.

# u s '  r ' e { a t i * * " l s i ' l i 6 r  t f i  t h u : r

{ s n c * x t  * r  s } ' 5 t € r } 1

This third relationship, the relation-
ship to people's life circumstances, to
the i r  con tex ts ,  may be  ca l led  our
relationship to the system.

Here I  need to speak for a moment
about  genera l  sys tems theory .
General  systems can be viewed, at
leas t  in  par t ,  as  a  response to  the
mechanistic world view and reductive
methods  o f  19 th  century  sc ience,
which dealt with problems by cutting
them down to size. Systems theory
seeks to do the opposite. It seeks to
understand problems by including all
the  s ign i f i can t  re la t ionsh ips .  Von
Ber ta l lan fy  de f ined a  sys tem as  a
'dynamic order of parts and processes
in  mutua l  in te rac t ion  w i th  each
other'.'s According to systems theory,
nature is ordered as a hierarchy of
systems.

Where do patients and doctors fit into
this hierarchy of systems? What is
our relationship, as family doctors to
the  sys tem? A l l  peop le ,  inc lud ing
doc tors  and pa t ien ts ,  f i t  in to  th is
hierarchy at the highest level of the
organ ismic  h ie rarchy  and a t  the
lowest level of the social hierarchy.
As family doctors, we become part of
the  pa t ien t ' s  wor ld ,  the  pa t ien t ' s

system, and thus introduce change to
the system. We may also interact with

Diseases  a re  no t  seen  as

enemtes

W e  s h o u l d  r e w r i t e

m e d i c a l  t e x t b o o k s "

e s p e c i a l l y  i l l n e s s  a n d

d i sease
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d i f fe ren t  aspec ts  o f  the  pa t ien t ' s

world, the patient's system, and thus
introduce change to the system. We
may also interact with di f ferent
aspec ts  o f  the  pa t ien t ' s  sys tem,
perhaps most often with family
members .  We a lso  in te rac t  w i th
various aspects of the larger system,
including the community and society
of which we are a part. Perhaps the
most positive and challenging roles
that we can fulfill within the system,
are  those o f  rehumanisa t ion  and
integrat ion, which in a smal l  way
enab le  us  to  p lay  our  par t  in
transforming the world in which we
live.

C o n c l u d i n g  c o m m e n t s  a n d  a
p a r a b l e

I have spoken of the basis of family
med ic ine  as  hav ing  to  do  w i th
relat ionship and have mentioned
three important relationships: with
disease, with people (our pat ients)

and w i th  contex ts .  Th is  may be
referred to as a 3 stage assessment.
The th ree  s tages  are  the  c l in ica l
(disease), the individual (person) and
the  contex tua l  (espec ia l l y  fami ly ,
work and communitv).1!'

I f  we take relat ionship in al l  of  i ts
aspects and ramifications as the basis,
the  essent ia l  someth ing  o f  our
discipl ine (essent ial  c lear ly means:
not an opt ional extra) then the
quest ion is raised, "How are we to
cope? Doesn't  this ask too much of
us?  What  a re  we to  know about
d isease? Everything about
everything? What are we to know
about people? You don't expect us to
be psychologists too, do you? And
what about society? Surely we are
not expected to be social workers as
well? No, just family doctors who are
competent in dealing with the patients

and oroblenls with which we are

commonly confronted and able to
make appropriate plans for the rest.
But  how are  we to  de f ine  our
respons ib i l i t i es  so  tha t  they  are
manageable or at least definable?" I
offer the following parable for your

consideration.

A  p a r a b l e

One day, a final year family medicine
registrar, who was nearing the end of
her training, asked her teacher, "What
must I do in order to practice family
medicine at i ts best?" The teacher
replied, "How do you understand it?"
The registrar answered, "Firstly, to
cont inue to  s tudy  my d isc ip l ine
Iifelong with all my strength, not just

with my head, but also with my heart,
and secondly, to apply the principles

o f  fami ly  med ic ine  in  my care  o f
patients." The teacher replied, "You
have answered weII. Do this and you
will be a fine family doctor." But the
registrar was concerned about the
potent ial  enormity of the task, the
enormi ty  o f  unders tand ing  a l ,
diseases, patients, and contexts and
so,  in  the  hope o f  l im i t ing  her
responsibility to an amount she could
hand le ,  asked,  "But  who is  my
patient?" The teacher replied: "There
was a young woman of 21 years who
presented to the casualty department
of a teaching hospital complaining of
lower abdominal pain. The casualty
officer, having ascertained that she
had missed a period, referred her to
the  gynaeco log ica l  ou tpa t ien t
department with the tentat ive
diagnosis of ectopic pregnancy. The
gynaecological consultant, however,
found the  menst rua l  cyc le  to  be
otherwise normal and demonstrated
nothing abnormal on abdominal and
pelvic examination and referred her to
the family medicine department.  I t
had c losed fo r  the  day ,  bu t  a
remaining family pract i t ioner took
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compassion on her and decided he
had time for one more consultation.
As i t  turned out the family pract i -

tioner was not only compassionate,
but also knew how to listen. Before
long, the young woman had told him
every th ing  about  her  pa in ,  about
herself, and about her boyfriend. She
even told him about her inability to
conceive and about her desperate
des i re  to  be  pregnant .  The
prac t i t ioner ,  o f  course ,  cou ld  no t
instantly provide her with a baby, nor
did he know i f  i t  would be the best
thing even if he could. But, the young

woman felt understood by the family
practitioner and he was able to help
her mobilise her own resources for
deal ing with her si tuat ion and the
problems she was experiencing." The
teacher  conc luded by  pos ing  the
question, "Now, which of these three
pract i t ioners do you think was the
most help to this young woman?" The
registrar answered, "The one who
took the trouble to understand not
only her present ing complaint,  but
also her feel ings and expectat ions,
and her circumstances." To which the
teacher replied, "Go and do likewise."
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