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The mission of medicine is to heal the sick.  When cure is elusive, it is to relieve distress, 
and always to comfort.1  All of us who became physicians had our reasons, but we had to 
have a genuine interest and ability in science, and an appreciation of people as 
individuals living in families and societies. We had to be willing to work hard to learn 
and to keep up with all we needed to know.  The profession self-selects its members, 
usually according to personal proclivities, to the benefit of patients.2  Those of us who go 
into technical specialties may have some penchant, those who become psychiatrists some 
insight.  
 
We who embrace generalism, without attempting to limit ourselves with regard to age, 
gender, disease or setting of our patients have the most interesting time of all.3 We have 
to remember and revel in this, because the eclectic nature of our specialty and our 
patients can become a detriment in terms of efficiency and economy of resources.4 It is 
much easier to do one thing and do it well, again and again than to stand ready to do 
everything and anything. The consolation prize is: we’re never bored.  Another plus is 
that we become the only “real” doctors, in that we can take an undifferentiated patient, 
and fulfill most of his/her needs, using other specialists as needed. 
 
Generalists, themselves come in different forms. The terms, primary care and family 
practice have been fused recently, due to pressures outside of medicine, both 
governmental and commercial. But, although there is overlap, the terms are different.   
 
Family Medicine implies a discipline and a philosophy whereby the generalist learns to 
look at individuals over their life spans and in the context of their families. It implies 
continuity of care over many years and many generations.5  It is best embodied in the 
country doctor who lives permanently in a small town or village and cares for a limited 
population. He/she gets to know nearly all the people, often in and out of the office. But 
the same concept can apply in large cities, where one doctor stays in one location for 
many years, and carves out a population of patients whom he/she knows and follows.6  
Ideally, this practitioner is a physician, with the breadth and depth of training sufficient to 
diagnosis and treat not only common illnesses, but to figure out and discover uncommon 
presentations of common maladies, as well as to think of rarer diseases which are bound 
to occur among a given population of patients.7  Managing overlapping and complex 
multiple illnesses present in a single patient is another skill not easily undertaken by 
ancillary personnel attempting to do true “primary care.” These functions are unlikely to 
lend themselves to protocols or algorithms.  The ability to know when one does not know 
implies that one has at least known of the existence and pathology of the gamut of 
medicine, not just the likeliest presentations of illness.  
 
Primary care, on the other hand, can mean the person first in line to see the patient. This 
person may or may not be a physician, nor need be trained in Family Medicine. 8  The 
type of care rendered say, to an acute sore throat, may be equal and equivalent according 
to protocol, for that single episode, but the Family Physician will pick up on other aspects 



of the patient’s life, using the opportunity of the sore throat to get to the real meat of that 
person’s future health as well.9  For example, the obese, smoking patient whose strep 
throat is treated just fine, but whose real problems are ignored. Most of us, as part of our 
training understand that prevention is easier than cure (for those diseases that are 
preventable) and have incorporated the usual preventive measures into our practices.  
Some of us could do better at this function, with newer and better “systems” for locating 
and isolating patients likely to benefit, and arranging for group visits or other innovative 
teaching methods.10 The truth is, that task can be delegated to partially trained or even 
untrained people. Teachers in schools can take on the task of health education.  With the 
Internet, given proper motivation, patients can educate themselves. 
 
But it is the physician who catches that patient in the “teachable moment”11, often when 
he/she is sick, and realizes how illness can affect his/her life.12 
 
More recently, we as physicians have been exhorted to have another mission besides 
healing the sick: to look at our patients as members of a population, and to think in terms 
of the outcomes of disease and death in the aggregate, as our public health colleagues 
have always done.  One problem with that is that rare diseases can be ignored, or even 
discounted. Some of us may think, probably rightly, that if we do an excellent job with 
each patient, the aggregate will take care of itself. As we master the more common 
illnesses we can afford the luxury of seeing well people before they become ill.13 
However, even in the best of societies, where public health outreach has convinced the 
population to live the healthiest of lives, still there will be sickness, and the need for the 
Family Physician to evaluate and to know when to intervene.14 
 
No matter in what country one finds oneself there are problems.15  For example, with 
more basic surroundings, one does not have to worry about being sued in court and one’s 
life savings taken away.  In the advanced countries, one is limited by turf battles and 
certification (other specialists may not want you doing procedures they feel is only their 
prerogative). If government or commercial clinic is paying one’s salary, it’s too low.  If 
one is in the marketplace vying for patients, one must worry whether patients can pay. 
 
Some of us find ourselves practicing in settings not of our choosing, and not geared to 
make the most of our skills.  Here, we have the most chance to prove our flexibility and 
ability to “land on our feet.”  Of all the specialties, Family Medicine prepares us for 
various roles in the medical spectrum.16  We have the opportunity to become the “most 
valuable player” on any medical/health team.17  Having done more than one job in 
medicine prepares one for defining what role one really prefers, and one can progress 
toward one’s goal as chance and circumstance dictate.  
 
The important thing is to have the same sense of purpose that led us into medicine in the 
first place.18 It is crucial to remember what a privilege it is just to know what we know, to 
understand the body and its illnesses as we do, and to be in a position to help our fellow-
creatures in their worst distress.  The day that any one of us wakes up to medicine as “just 
a job” will be a sad day in the life of an old and glorious profession. 
 



                                                 
1 Gordon AS. End-of-life issues.Caring. 2001 Feb;20(2):6-9.   
2 Gorenflo DW, Ruffin MT 4th, Sheets KJ. A multivariate model for specialty preference by medical 
students.J Fam Pract. 1994 Dec;39(6):570-6.  
3 Pruessner HT, Hensel WA, Rasco TL. The scientific basis of generalist medicine. Acad Med. 1992 
Apr;67(4):232-5. 
4 Rosenman R, Friesner D. Scope and scale inefficiencies in physician practices.Health Econ. 2004 Feb 
24;13(11):1091-1116 
5 Mainous AG 3rd, Goodwin MA, Stange KC.Patient-physician shared experiences and value patients place 
on continuity of care. Ann Fam Med. 2004 Sep-Oct;2(5):452-4. 
6 Saultz JW, Albedaiwi W. Interpersonal continuity of care and patient satisfaction: a critical review. Ann 
Fam Med. 2004 Sep-Oct;2(5):445-51. 
7 Stephens GG. The intellectual basis of family practice. J Fam Pract. 1975 Dec;2(6):423-8. 
8 Sidani S, Irvine D, DiCenso A. Implementation of the primary care nurse practitioner role in Ontario.Can 
J Nurs Leadersh. 2000 Sep-Oct;13(3):13-9. 
9 Whitcomb ME, Cohen JJ.The future of primary care medicine.N Engl J Med. 2004 Aug 12;351(7):710-2.   
10 Solberg LI, Brekke ML, Kottke TE. How important are clinician and nurse attitudes to the delivery of 
clinical preventive services? J Fam Pract. 1997 May;44(5):451-61. 
11 McBride CM, Emmons KM, Lipkus IM. Understanding the potential of teachable moments: the case of 
smoking cessation.Health Educ Res. 2003 Apr;18(2):156-70. 
12 Gorin AA, Phelan S, Hill JO, Wing RR. Medical triggers are associated with better short- and long-term 
weight loss outcomes. Prev Med. 2004 Sep;39(3):612-6. 
13 Flach SD, McCoy KD, Vaughn TE, Ward MM, Bootsmiller BJ, Doebbeling BN. Does Patient-centered 
Care Improve Provision of Preventive Services? J Gen Intern Med. 2004 Oct;19(10):1019-26. 
14 Stephens GG, Amundson LH, Bishop FM, Bryan TE, Burket GE Jr, Carmichael LP, Chisholm RN, 
Ciriacy EW, Curry HB, Farley ES Jr, et al.The intellectual basis of Family Medicine revisited. Fam Med. 
1985 Sep-Oct;17(5):219-30. 
15 Wainer J. Work of female rural doctors. Aust J Rural Health. 2004 Apr;12(2):49-53 
16 Fincher RM.  The road less traveled--attracting students to primary care.N Engl J Med. 2004 Aug 
12;351(7):630-2.  
17 Qidwai W, Saleheen D, Saleem S, Andrades M, Azam SI. Are our people health conscious? Results of a 
patients survey in Karachi, Pakistan.  J Ayub Med Coll Abbottabad. 2003 Jan-Mar;15(1):10-3. 
18 Spickard A Jr, Gabbe SG, Christensen JF. Mid-career burnout in generalist and specialist 
physicians.JAMA. 2002 Sep 25;288(12):1447-50.   

   
  
 
 

 

http://www.ncbi.nlm.nih.gov/entrez/utils/lofref.fcgi?PrId=3051&uid=12243624&db=pubmed&url=http://jama.ama-assn.org/cgi/pmidlookup?view=full&pmid=12243624
http://www.ncbi.nlm.nih.gov/entrez/utils/lofref.fcgi?PrId=3051&uid=12243624&db=pubmed&url=http://jama.ama-assn.org/cgi/pmidlookup?view=full&pmid=12243624

