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Contir ing Education for I

tly  Practice

J. S. HirscuBoeck, M.D.

A few years ago, while I was
Dean of the Marquette University
School of Medicine, one of our re-
cent graduates, an intelligent, sensi-
tive, and dedicated young man with
an attractive personality and excel-
lent character, came to my office
with tears in his eyes. This young
physician had entered medical school
with the goal of becoming a coun-
try doctor. He was steadfast in
holding to his goal and shortly
after his internship was fortunate
to become associated in practice
with a general practitioner in a
town with a population of approxi-
mately 2,000. The nearest hospital
was 20 miles away. The senior
physician had developed a medical
service program of good quality for
the people whom he served. He,
too, felt fortunate in having our
young graduate associate with him
because it would relieve him of
some of the pressures of solo prac-
tice and his responsibility as the
only physician in town. Eight
months passed, and the two physi-
cians developed a fine working
relationship with each other. Every-
thing seemed to be going well, and
the senior man decided to take a
much needed vacation and went to
Florida with his wife for six weeks
while his young partner took care
of the practice. A few days after
the senior partner returned from his
vacation he died suddenly, leaving

Dr. Hirschboeck is vice-president for Med-
ical Affairs, Marquette University, School
of Medicine, Milwaukee.
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the young ician with the total
responsibili ~ or the communitys
medical ca Weariness from sis
weeks of h: work, and the shock
of his pa r’s death left him
shaken anc  pressed. It was then
that he sc 1t my advice abou
what he s Id do. As a young
physician 1 ed to appreiate the
advantages modern medical sci-
ence he fc  woefully inadequate
trying to ¢ the people of his
community  hout the support o
colleagues. it had not been for

his sense of
in the com

gation to the people
1ity, he would have

immediatel\  -cepted an appoint-
ment as a rc. nt in anesthesiology.
I encourage:  im to persevere, and

the community anl

could with the help
Jysicians who staff
1spital. Eventually

her young man ©
him., He is now the
\iar leader of a three
man group ; ctice. He is satsfi
with his pr. ssional and ﬁnan'clal
success, and. .Ithough the medical
care which and his colleag’ues
provide for tivir patients is limite
by the availuble resources, he is
proud that b« is serving ably &2
family physicin.

Stories similar to this are commo
in a medical school dean’s ofi®
today. In some schools more than
50% of the entering clas expresfff
an interest in becoming f@‘)
doctors, and yet the number “.:
eventually and remain !

he returned
did the best
of the other
the regiona
he found a
associate wit
busy and pc

cnter
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question

/ree on an answer to t
general

hy don’t you train mo
| actitioners?”

My remarks up to this pqint may

have conveyed the impression that
I am pessimistic about family prac-
tice because I have emphasized the
decreasing number of physicians
who, in the traditional meaning of
the word, are called general prac-
titioners. My outlook, however, is
genuinely optimistic because I con-
sider family practice to be one of
the important functions of contem-
porary medicine.

The complexity of medical science
and practice has made the segrega-
tion of medicine into sub-specialties
necessary. No one person can prac-
tice all of medicine and surgery. All
of us are specialists, including the
family doctors.

Medical practice is diverging into
are not really needed. 1 two functional branc}}es. T!rns di-
there are some people who vergence is most evident in .the
famliy doctor because they medical schools and large institu-
e that he will be constantly tional medical centers. The growth,
f call. Others may want a development, and reﬁpgment _Of the
doctor because they think his technical side of me.dlcme, w1th'1ts
es may be cheaper. At this dependence upon {nst.rumentatlo'n
may be appropriate to ask and complicated scientific moda_h—
ople really need family doc- ties, has commandfed the excllus'xve

D they need a “jack of all interest and attention of.specxahs%s
"? Do they need a sociologist who work with the§e things. This
» family interactions? Do is good because society r_leec‘jls more
a counselor? Certainly technology and specialization f_or
eed a physician to call upon, the rapid application of new flls-

t kind? Since the role of coveries. On the other hand,. society
ly physician is not clearly needs medical care which is com-
 and since family doctor and  prehensive in scope, patient cen-
practitioner are terms which tered in orientation, and related to
any meanings within the the family or social group. The
profession, it is under- values inherent in physical and
€ why the public and the biological science and technology
 profession are unable to polarize around the first divergent
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ctice becomes less each

medical schools are criti-

owing this trend to pro-

y don’t you train more

ractitioners?” is one of the

mon questions asked of

school deans. If family
s are greatly needed, why
y confronted with an ever-
shortage? Are family
‘really needed, or are they
wanted? All of us know
who want to have the doc-
at their home every day,
ey are affluent and well
ey may very well demand
ceive this service. On the
3 these daily calls may
e needed at all. The people
ation are urged, by way of
n Avenue, through press and
to want thousands. of at-
- articles and services, many




trend; whe 5 the values inherent
in the cor. ¢ of the person as re-
vealed by social and behavioral

sciences, pc.arize around the second
diverging trend. Although the two
poles have opposing charges, they,
nevertheless, are parts of the same
magnet. Although they diverge,
they, nevertheless, are inseparable
because together they are the essen-
tial elements of modern medicine.
Some medical specialties cluster
around the technical pole. These
are the task oriented specialties such
as ophthalmology, otolaryngology,
orthopedic surgery, plastic surgery,
neurosurgery, radiology, and path-
ology. Other specialties such as
pediatrics, internal medicine, and
psychiatry, because they deal less
with tasks and tissues and more
»with personality, interpretations,
and guidance, cluster around the
opposite pole which I will call
comprehensive medicine. In other
words, medical practice is diverging
in one direction toward specialized
and technological perfection, and in
the other toward a comprehensive
focus upon the patient as a person
in a social environment.

There are some specialties which,
although task oriented, are able at

times to assume broad medical re- °

sponsibility. General surgery, ob-
stetrics and gynecology, and urology
often require a continuum of long-
term care and hence may take on
some of the comprehensive attributes
of family practice. It is the refer-
ral specialties which are identified
mainly with tasks and tissues,
whereas the referring specialties are
identified more with comprehensive
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and continu
or families.
What doc
with contins
ily practice?
of the con
grams desig
tioners and
been built ©
onstrations
specialists w
general prac

are of individuals

of this have to do

cducation for fam-
1y experience many
ng  education pro-
for general practi-
mily doctors have
[ lectures and dem-
1 by task oriented
attempt to teach the
ner how to care for
minor or cor . m ailments included
in his discij . The usual pro-
gram is desig to present practical
information. dom, except perhaps
in lectures ch deal with psy-
chiatry or pc  trics, does one hear
anything abc:  “amilies or the man-
agement of prehensive medial
care for a [« If family é)hysx-
cians are to able to provide the
very latest . the best medical
discoveries o vances, they must
know what is  ailable. One ‘W“lf{
hope, therefc  that family physi-
cians would exposed to Sunef
programs wh  outline the ket
developments 1= medical scient®
and technolc Continuing edu*
cation for fs .ilv practice shov
also attempt i« . hieve the follo¥ing

" goals:

1. Courses studies in the hu-
manities, <ciences, and the a®
can, thrcgh their broadening
effect, be of great benefit
both pre!. ssionally and rect”
ationally.

2. The family physician who ?:r

sumes the responsibi[it)' "
managing the medi‘Cal caﬁ‘gliﬂ
patients and  their famlv.(h
should become acqualmed wis

&k
the latest developments
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osis and treatment. Even
ough he may use only a
part of this knowledge
day-to-day practice, it,
ertheless, is necessary for
im to understand these de-
opments in medicine in or-
r to make them available
his patients through proper
erral.

B

e family physician should
e provided with courses which
al with the application of
ehavioral science knowledge.
e scientific study of com-
nication principles, learning
echniques, and psychology can
e hance the skills and tech-
niques used by physicians in
ily practice.

lew developments in preven-
tive medicine, environmental
dicine, occupational medi-
e, and rehabilitation should
e presented in a manner
ich emphasizes their im-
tance to family practice

Opment for interprofessional
llaboration.

es on the interaction of
ligion and medical practice.

nuing education courses for
Practice should be open to
hose who specialize in com-
Ve medical care. By whom
is continuing education be
? The universities are,
Ehe best equipped to do the

Versities not only have

vey the knowledge which is derel—
oping in other areas and which
relate to the function of compre-
hensive medicine. The specialty
societies, and I include in this the
Academy of General Practice, are,
perhaps, not well equipped to cor-
duct such courses because of their
traditional use of task oriented
programs.

There is a special place for the
continuing study of the interact.ion
of religion and medical practice,
particularly by personal and farr}ily
physicians. A number of medical
schools have developed programs
in pastoral medicine designed. to
provide “internships” for hospital
chaplains and also to establish a
resource for medical students and
faculty to draw upon for profes-
sional support in dealing with those
problems in which religion and
medicine interact. The American
Medical Association has established
a Department of Religion and Med-
icine, and the Academy of Religion
and Mental Health has conducted
well-planned symposia on the
subject for over ten years.

It is regrettable that Catholics
have lagged in sponsoring such
programs. It should be a challenge
to the Federation of Catholic Pl}y-
sicians’ Guilds to sponsor contin-
uing education programs for the
clergy and physicians in the gene.ral
area of the interaction of religion
and medicine. There has been a
dearth of discussion of these mat-
ters in Catholic circles. Those pro-
grams which have been sponsored
usually have centered around what
has glibly been called pelvic moral-
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ity, wher the psychological and
behaviora cience aspects have
barely bec touched upon.

Our patient comes to us with a
value system which he has created
out of his family background, his
schooling, his social environment,
his church, his employment, and
his conscience. This value system
may be rigorous or lax, religious or
secularist. It has become a part of
his personality and, as such, enters
into his behavior and into his judg-
ments. If a physician is to be an
expert diagnostician and therapist,
he must be aware of its presence
and its meaning.

It has been said that the physi-
cian-patient relationship is  most
productive when the value systems
of the physician and the patient are
in resonance, or, in other words,
when physician and patient under-
stand and are familiar with each
others moral and religious princi-
ples. As Catholics we know the
value of religion in our lives. Its
meaning to each of us may be dif-
ferent in degree or even in kind.
The same is true of our patients.

As personal or family physicians
we easily become involved in the
moral and religious problems of our
patients, sometimes even more so

than the clergy, particularly when

our patients will not talk to a priest.
Most of us handle these problems
intuitively or with “just plain com-
mon sense.” In the meantime, the
behavioral sciences and theology
are adding greatly to our knowledge
and are providing principles and
techniques which could be used to
improve our management of these
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