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tTltt. development of residency training programs
I has been as much a logical extension of the

L development of an academic discipline, as a
strategy to deal with some of the issues with which
family practice has wrestled.
Some of the developmental issues have been:
Decline in the number of doctors and disproportionate
decline of Family Doctors.
Protecting the interest of Family Doctors in a
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subspecialty world, both relatively and absolutely
during the 1930's and 1940's.
Keeping up ri'ith the international renaissance of
general practice.
Increased technology, the need for increased access
to care for inner city and rural areas, minority groups,
and indigent patients.
The publicly felt need for a generalist physician who
would provide personalised and comprehensive
prlmary care.
Family Practice coupled with residencies has had a
spectacular ascendancy in numbers and incorporation
of its values into mainstream medicine. It hai beaten
a pathway through which medicine and pediatrics now
follow. Essentially, family practice eitablished the
credibility of primary care. Through its training, it
has sensitised the medical family to the neglected aieas
of the care. An emphasis on the whole patient,
ambulatory medicine, humanism, care of the-elderly
and chronically ill. Both pediatrics and internal
medicine have imitated Family Practice in establishing
general and primary care divisions.
In looking at the American experience of vocational
training in Family Practice, three things stand out:
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The phenomenal exponential growth in residency
training programs from 1969, when there werc 23
programs, to 1980 when there were just over 375.
The extraordinary diversity of training program sites.
The dissimilar determinants for site of a program.
To understand these factors, I need to reference the
phenomenal growth of the discipline of family practice
in the United States.

If I were to name a single factor explaining the
burgeoning of this movement) it would be the doctor
shortage during the previous four decades.

. . . the phenomenal growth of the
discipline of family practice in USA.

I would like to cover the historical perspective and
chronology; the current status of residency programs
and their surrounding discipline, and lastly look at
some of the specific issues that Family Practice
Residency Programs currently face.
The profound shortage ofphysicians before 1960, wa5
both absolute and relative. The relative insufficiency
was due to a geographic and specialty mal-distribution.
Our focus today is on the shortage of general
practitioners. Their numbers were declining markedly
during the 1930's and 1940's. This was also relative
to other specialties. A contributing factor was the
phenomenal postwar development of technology and
science in general, with its attendant romance with
specialisation.
Most training programs, in all specialties were
clustered around the cities. Their graduates tended
to settle near the area of their training. So that was
an important factor in the relative rural shortage of
doctors.
At this time American society perceived a need to
restore:
O increased access to health care,
O a better and more equitable distribution of medical

care, especially for rural areas and minority groups,
O access to a more comprehensive from one provider,

and
O care at a lower cost.

Graduates tend to settle near the
area of their training.

Preliminary to addressing the problem, the American
Academy of Gegeral Practice was formed in 1947. In
1951, general practice residencies were created. These
were two-year residencies, but as applies now, they
were not mandatory.
During the 1960's, social consciousness was sweeping
the country. It was in the crucible of that counter-
culture spirit that family practice imploded into the
family of medicine.
As Gayle Stephens pointed out, Family Practice
attracted "a motley crowd of physicians and fellow
travellers", who also wanted to reform medical
education and practice. General practice wanted
opportunistically to incorporate the ideas of its fellow
travelers - the social and behavioral scientists as well
as experts in family dynamics and systems theory. They
wanted to neutralize the reductionistic and techno-
logical bias of mainstream medicine. They thrust the
movement along the same vector as the mood in
America at the time. The openness, experimentation,
and social conscience sensitivity of the times invited
action.
The voices of patients, and the public at large joined
General Practice and its friends. Politically active
students ofthe 1960s espoused the cause. The students
were hoping to find socially relevant roles. They were
concerned about the medical schools' role models.
They found them to be much more technician than
care-givers. They deplored their disregard ofthe needs
ofpatients at large, and especially their neighbourhood
communities.

Students found the medical schools'
role models more like technicians

than care-gi'uers.

In 1960 an eager public, with goals informed by the
mettle of social consciousness, combined with the savvy
of some rural politicians, to create a mandate, for the
return of the generalist physician. This greatly
facilitated the birth of the family practice movement.
As has been pointed out by others, this was less a
natural birth than a Caesarian section performed with
the f inancial  assistance of federal  and state
governments.

So, family practice had a very good time and to move
in parallel with a generation's passion for equity in
medical care and its desire to be more humanistic,
Government being concerned with these issues,
commissioned three reports in 1966. These articulated
the need of every individual to have a generalistic
personal physician to interface between the subspe-
cialists and patients - especially in the inpatient areas)
to provide comprehensive health care.
Concurrently in the 1960's, American medicine saw
the renaissance of general practice.

At the same time, general practice needed to protect
its own interests. Specialist medicine was threatening
to limit the scope of operations of the general
practitioner - particularly in obstetrics and surgery.
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In 1969, the American Board of Family Practice was
formed as the twentieth medical specialty.
Family Practice wished to compete for medical
students, whom, after training would practice in
medically undeserved areas. They insisted that the
shape of residency training would be more concerned
with practical and experiential aspects of practice. The
would-be teachers were striving for "real world"
ambulatory care training, Tlgy leaned more toward
incorporating an apprenticeship model. They hoped
to induce in their graduates a patient-care attitude that
was personal, accessible, affordable, and sensitive to
psycho-social factors.
To be competitive with internal medicine, they decided
the training would be three years. For the same reason
they insisted that it be hospital-based. However, they
emphasized continuing care in the ambulatory setting.
The inpatient component was to be patterned after
the rotating internships. Trainees were to learn from
the specialists in each of the traditional domains of
medicine.
Ambulatory care was to be mastered in a "model family
practice unit". This was to be a new "classroom".
It would resemble a physician's office (surgery) as
much as possible. The teaching was to be conducted
primarily by family physicians:
the founding fathers imposed three additional ideals
in launching the discipline and residency training,
that all family physicians take the same examination,
there be no grandfathering, for the first time in
medicine,
another new principle in medicine was that recert-
ification occur every seventh year,
and also new, voting membership on the board of
family practice would include representation from
internal medicine, surgery, pediatrics, obstetrics ahd
gynecology, as well as psychiatry.

American medicine saw the
renaissance of general practice in

1960.

In a brief ten years, family practice grew to the third
largest discipline - second in size only to Internal
Medicine and Surgery. By 1985 it had produced 35 000
diplomates, and now attracts about 13% of graduating
medical students, with an impressively high 90% rate
of filling of its now 2 607 residency positions.

The nature of the individual programs is influenced
and shaped by a number of issues. They include:
O public policy concerns locally, in local government,

O ability to attract funding,
O characteristics of the site which is available,
O local definition of needs,
O and the nature oflocal leadership.
This, so that residency programs in different sites have
palpably different configurations and atmospheres.

Family practice grea) to the third
largest discipline.

The American Academy of Family Physicians
categorizes programs) depending on their site and
relationship to medical schools; 55To are based in
community hospitals. The local equivalent would be
provincial or cottage hospitals which are not based
in medical schools; 15% arc based in community
hospitals, but tied fiscally and administratively to their
associated medical school; 8,lTo are based in a
community hospital with no link to a university; 63
are based entirely in medical schools, which consid-
erably alters their structure and ethos.
Real and substantive differences between programs are
not addressed by this taxonomy. Amongst these
dissimilarities are:
A number of community hospitals have family practice
centers (the ambulatory care teaching unit) formed
around the practice of faculty members recruited to
the programs'faculty.
Other programs use public hospital outpatient
departments. For this reason they care primarily for
a minority and indigent population.
The inpatient training showed equally wide differ-
ences.
Urban public hospitals - emphasised community
health and health care administration) with less surgery
and obstetrics. They targeted training for inner city
work. /This also formed the basis for their funding
and the support of politicians.
Eighty percent of graduates settle within 80 miles of
their training program. Rural training programs have
been most successful in retaining graduates in rural
areas.
These rural programs emphasized procedural skills.
In some, the service needs of the environment cause
the program to run serious risk of an imbalance

US family practice has shown a phenomenal growth.
It was assisted by an increase in medical schools which,
between 1969 and 1982, increased from 108 to 126,
with 103 departments of family practice.

The burgeoning number of residencies and depart-
ments of family practice paralleled each other, from
23 residency programs in 1969 to 200 in 1974 and
382 in 1980.
By 1984 there were 1972 budgeted full time faculty
positions in Departments of Family Practice. Family
Pract ice became eighth amongst l6 cl in ical
departments.
The numbers of residents increased from 290 in 1970,
to the current7419.
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between service needs and the training needs of their
residents. My own program is an example of this
situation. As a rural public hospital, there has always
been inadequate hospital staff to care for indigent
patients. Educational exposure, until recently, was
driven by the service needs ofthe hospital patients.
Residents in university settings learn by rotations
through the services of other specialties. Those in
community hospitds learn primarily in an apprent-
iceship model participating in the admission of
hospitalised private patients of both Family Physicians
and other specialists.
Developmentally, family medicine has reached
adolescence. As such, it is locked into an identity
struggle very characteristic of adolescence.
The first pole of the conflict: the need to battle for
prestige and credibility and the associated need to
secure financial support. Mainstream academic
medicine of course hoids the beachhead of academic
respectability. Credibility is also in the eye of the
beholder. Departments of family practice and therefore
residencies find themselves struggling to compete with
other disciplines on their terms.
The other pole of this conflict: the inheritance by family
practice of its general practice work-horse roots. In
striving to self-actualise and separate from its non-
academic parents, it has exaggerated its uniqueness.
This on the one hand increases its self pride. On the
other hand this uniqueness tends to sit awkwardly with

the rest of the medical establishment. It gets in the
way of acceptance.
Despite that conundrum, family practice can look back
with some pride at the achievements of its childhood
growth spurts. Through subborn perseverance and the
vision of the discipline, family practice has become
recognised as an important dimension of medical care.

Rural training Programs hazte been
most successful in retaining graduates

in rural areas,

Forging ahead in its counrerculture role with its
newfound nonmedical colleagues, the discipline has
made some of their precepts synonymous with its own
ideology. They have included as a core of residency
training, psychotherapy, family therapy, sociology.
Their academicians bring to residency training
anthropology, educational methodology, and team-
work with nurse practitioners and physicians assistants.
This has not helped family medicine in medical school
politics. Vith its "motley crew", family medicine looks
yet stranger to the rest of medicine.
These are basic to daily conflicts for family practice
residents. They are struggling through their own
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adolescence, suspended by virtue of training. They
struggle through this along with their adolescent
parents. They do so in an atmosphere surrounded by
subspecialists who feel secure in the narrowness of
their own specialties.
Family medicine is experiencing increasing competi-
tion from other specialties in the changing climate of
the 1980's. The revolutionary 60's have turned into
the more conservative 80's. The doctor shortage has
turned into a doctor glut. Family Practice is having
to rely increasingly on its own resources to carve out
its future. Government has withdrawn its favorite child
policy. Family Practice is having to find ways to
consolidate its training programs to develop social,
political, and financial support and to respond to the
consumer-driven marketplace that is transforming
American medicine. Change produces its own strain
on residency programs.

Pragmatic funding issues tend to sap its energies.
Tiring of rejection by mainstream medicine, because
of its unconventional approach, it is forced to pursue
some traditional, rationalistic, biomedical research. In
addition to this ennui, it also tends to be hoist with
its own petard, in pursuing family as its focus of
attention. The contextual relevance of family in the
care of patients, has been an important contribution.
However, it is tending to constrict its generalist vision.
As it fights for respectability, there is risk that the
family will become its subspecialty organ.

Training F amily Practice resident s
in the USA is more expensiue than

any orher discipline.

Early on in the 1970's, accrediting bodies accepted
the necessary diversity of residency programs and so
did federal and state governments in their grant
funding preferences. This funding was contingent on
qelevance of the program to the surrounding
population.
More recently an elite group within the accrediting
bodies emerged, which "thought it knew how to do
it". They prescribed this pattern of training in granting
a national imprimatur. Conformity has imposed risk
of losing individual strengths, local funding and
political support.
Carefully prescribed national standards require on the
one hand classical rotations in inpatient units in the
domains of internal medicine, surgery) and so on. On
the other hand, residencies feel the need to retain their
individual strengths and relevance to practice in such
pertinent specific areas as well-person care, preventive
care, episodic care, home care, nursing home care (old
age home), counselling, and skills in integrating care
by various subspecialties. These needs mesh clumsily
with university values. Residents in university sites
struggle to remain identified with their contextual,

lateral-thinking family practice faculty, while exposed
constantly to other specialty role models secure in their
tunnel-vision.
The malpractice crisis has caused residents increasingly
to question why they should be trained in obstetrical
care. This is not surprising - about half of family
physicians in my area cannot afford $16000 a year
malpractice premium to practice low-risk obstetrics
when the cover for basic practice is only $7 000. This
makes it a financial loss to do less than three to four
deliveries per month. (Rates for obstetrics in Family
Practice are up to $160000 in Florida.)
In choosing to use an ambulatory care center as a
large classroom for its residents, Family Practice has
loaded itself with an albatross.
At $250 000 per graduate, training of Family Practice
residents in the United States is considerably more
expensive than any other discipline. One third of this
is intrinsic to the Family Practice Centre. Physicians
in private practice are paid one third less for publicly
funded indigent patients. As a result, they refer them
to Family Practice Centres. ,This homogenizes the
patient population seen by residents, concentrating
particular pathologies and issues of the culture of
poverty, within the Family Practice Centre.
On the other hand, the Family Practice Centre is a
wonderful learning laboratory. It offers opportunity
for residents to encounter multiple role-models. It also
provides opportunity for frequent cross-fertilization
of ideas between residents. This seems a distinct
advantage over the preceptorship configuration in
Britain.
With upward mobility of American society, faculty
are encouraged to leave their practices, to join a faculty
at some distance - leaving behind their most treasured
teaching context - their practice and patients.

Family Practice Faculty in tandem with their
adolescent discipline, confront the classical adacemic
three legged stool (practice, research and teaching).
In this they suffer from numerous developmental
conflicts and difficulties.
Being used to being generalists and doing a bit of
everything, family practice faculty - like no other
discipline attempt to:
O practice - to retain their clinical knowledge base

O research - to develop their own academic
credibility and that of the dicsipline, and

O teach
and are surprised at the weight of the unexpected
fourth leg of clinical academia - the administrative
millstone which goes with each of those areas.

Vhat of the future? There is a charge to equip future
graduates to respond to increased competition from
the other specialties; the challenge of consolidating
training programs to maintain social relevance and
develop social, political and financial support; and
contemporaneously responding to the new consumer-
driven marketplace that is transforming American
medicine.
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