
How the Philosophies, Styles, and 
Methods of Family Medicine Affect 
the Research Agenda

ABSTRACT
Family physicians provide person-centered, continuous, comprehensive care 
that is accessible and available at the time of need. Although this core phi-
losophy is shared around the world, its translation into actual practice can 
vary greatly with time and from place to place as family physicians adapt to 
local constraints and conditions. Factors driving these local variations include 
entrenched habits and patterns of care, funding systems, patient expectations, 
public policy, and the availability and quality of other critical health system 
components.

This diversity provides both an opportunity and a challenge for family medicine 
research. The potential for fruitful comparisons and contrasts arising from natural 
experiments may require investigators to use multiple research methods capable 
of evaluating complex interventions and comparisons.

Family medicine has the capacity to be an excellent laboratory in which research 
in representative populations can offer the pragmatic answers needed by practic-
ing physicians. The nature of the research questions and interventions require 
the involvement of clinicians in the formulation of research questions and evalu-
ation of the applicability of research results. The variations in implementation of 
the family medicine philosophy can be a potential asset because of the research 
opportunities they provide.
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INTRODUCTION 

How do the philosophy, styles, methods, and tasks of family medi-
cine affect the research agenda? To understand and answer this 
question, it is important fi rst to try to understand the term family 

medicine and the philosophy that underpins it. Only then can we explore 
the challenges and opportunities offered to the research agenda through 
the wide range of styles and methods of family medicine. 

PHILOSOPHY AND STYLE OF FAMILY MEDICINE
The medical literature contains many thoughtful treatises on the driving 
philosophy of family medicine. An early review (undertaken to guide the 
training of British general practitioners) focused on the one-to-one doctor-
patient-family relationship:

The general practitioner is a doctor who provides personal, primary 
and continuing medical care to individuals and families, … his diag-
noses will be composed in physical, psychological and social terms. 
He will intervene educationally, preventively and therapeutically to 
promote his patient’s health.1 
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McWhinney2 enunciated a broader philosophy 
(Table 1), adding a population perspective and noting 
a societal role as a manager of scarce health resources. 
Olesen and colleagues,3 coming from a northwest Euro-
pean tradition, have attempted a defi nition that includes 
teamwork as an important part of the role, and recognize 
the importance of the differing circumstances in which 
physicians fi nd themselves around the world (Table 2).

A basic triad4 of continuous, comprehensive care, 
accessible and available at the time of need, is shared 
by all of these descriptions (even if delivering on the 
promise is sometimes diffi cult). This construct includes 
fi rst-contact care, encompasses long-term illness man-
agement, and recognizes the need to management 
resources effectively.5 Also commonly described is 
a style of patient involvement that includes patient 
centeredness, recognition of the context of illness, an 
orientation to prevention, evidence-based decision 
making, and a family focus. 

This set of philosophies and styles is not exclusive to 
family medicine. Physicians who do not specialize in fam-
ily medicine sometimes fi ll parts of the role (fi rst-contact 
care by emergency physicians) or serve as primary care 
physicians for patients defi ned by specifi c limited criteria 
(some pediatricians or geriatricians). Others assume this 
role for a subset of their patients, particularly those with 
a complex health problem with implications for multiple 

systems (such as patients on renal dialysis or with termi-
nal cancer). Family medicine, however, is unique in that 
the above philosophy defi nes the entire discipline and 
infuses its relationships with all patients. 

Do these philosophies and styles lead to better out-
comes for patients? For some components, the answer 
appears to be yes. Starfi eld6 has identifi ed 4 attributes 
of primary care that fi t with portions of the family 
medicine philosophy—fi rst contact, longitudinality, 
comprehensiveness, and coordination—and has devel-
oped structure and process measures for each concept. 
Applying these measures to large national and interna-
tional data sets, she has been able to show that systems 
providing good support for these primary care roles 
enjoy better health outcomes than those that do not.7 

Stewart and her colleagues have taken a similar orga-
nized approach to investigating the effectiveness of a 
patient-centered approach—developing and validating 
measures of patient centeredness that they have shown 
to be associated with improved health outcomes and 
more parsimonious use of diagnostic tests.8 

Are there other components of the family medicine 
philosophy that can be similarly defi ned in operational 
measurable terms? What are the specifi c components of 
the primary care or patient-centered style that lead to bet-
ter outcomes? How can these be strengthened and taught?

TASKS AND METHODS IN FAMILY MEDICINE 
The context in which family medicine is carried out 
can have a huge infl uence on specifi cs of clinical and 
organizational practice. Different physicians and asso-
ciated teams take substantially different approaches to 
family medicine. The contrasts can be stark and differ 
more in their scope and variety from those found with-
in most other branches of medicine. Many local drivers 
for these differences involve not only economics and 
social geography but also the wider political context.

Differences between countries and changing roles 
within countries are clearly important and seem to be 
among the defi ning features of family medicine. Indeed, 
there may be considerable differences between health 
care systems even when there might seem to be reason-
ably consistent public policies. European general prac-
tice (family medicine) provides a good example.

A recent review of general practice examined the 
organization of care in many European health systems.9 

Recurrent restructuring seemed to be a common theme 
as states struggled with the best way to provide fi rst-
contact care. Community norms (and perhaps profes-
sional values) were found to vary greatly, with average 
consultation rates per patient in Germany at 13 per year 
compared with 3.3 per year in the Netherlands. The dif-
ferences are even larger when systems with widely differ-

Table 2. Suggested New Defi nition 
for General Practice

The general practitioner is a specialist trained to work in the front 
line of a healthcare system and to take the initial steps to provide 
care for any problem(s) that patients may have. The general prac-
titioner takes care of individuals in a society, irrespective of the 
patient’s type of disease or other personal and social characteristics, 
and organises resources available in the healthcare system to the 
best advantages of the patients. The general practitioner engages 
with autonomous individuals across the fi elds of prevention, diag-
nosis, cure, care and palliation, using and integrating the sciences 
of biomedicine, medical psychology and medical sociology.

From Olesen et al.3

Table 1. Characteristics of Family Physicians

Are committed to the person, rather than to a particular body of 
knowledge, group of diseases or special technique(s)

Seek to understand the context of the illness

See every patient contact as an opportunity for prevention or health 
education

View the practice as a population at risk

Should ideally share the same habitat as their patients

See patients in their homes

Attach importance to the subjective aspects of medicine

Are managers of resources

Adapted from McWhinney.2
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ing basic philosophies of health care and use of resources 
are included. Thus family physicians in the fragmented 
and entrepreneurial US system may face a set of tasks 
different from their European colleagues. Fast-develop-
ing countries refl ect diversity of a different sort. Fam-
ily medicine (that is comprehensive, coordinated, and 
accessible) might be provided by offi ce-based physicians 
who have had little training in the principles of family 
medicine and limited access to some of the interventions 
used by family physicians elsewhere. Even the evidence 
base for care may be different in countries where a mix 
of traditional health care and Western medicine is prac-
ticed. In many parts of the world, teamwork with col-
leagues from different professions or medical specialties 
is seen as essential to high-quality primary care. In other 
countries, however, the team may be only a solo practi-
tioner with or without an assistant.

Public policy and public expectations shape many 
of these international differences. In countries where 
health systems allow patients open access to multiple 
consultations, effectively delivering 3 of Starfi eld’s 
coordinates—longitudinality, comprehensiveness, and 
coordination—may be more problematic.10 Structural 
impediments also hamper efforts to care for a popula-
tion at risk. Where local competition rules prohibit 
contacting patients to offer anticipatory care, it is diffi -
cult to translate this aspect of philosophy into practice. 

Differences in health care funding can lead to 
additional variation. As an example, American fam-
ily physicians are much less likely than their Canadian 
counterparts to provide psychotherapy or formal coun-
seling for their patients. The difference is in part due 
to training, but American physicians are also heavily 
infl uenced by major restrictions to reimbursement for 
this service by their insurance companies. Family physi-
cians who fi nd themselves in situations in which fi nancial 
structures provide a disincentive to practicing preventive 
medicine may fi nd it diffi cult to fulfi ll this core role.11

Changes to physician reimbursement systems are 
currently being widely debated. A recent UK report12 
suggests that no single form of payment system will fi t 
the complexity of the tasks carried out by family physi-
cians and suggests multiple types of reimbursement. 
A report from the US Institute of Medicine13 calls for 
major reforms to US health care to address the “quality 
chasm”; it recommends changing reimbursement systems 
to refl ect that health care occurs not only during face-
to-face visits but also increasingly by telephone, e-mail, 
or the Internet. While these changes may strengthen 
the role of family medicine, they represent yet another 
variable with the potential to affect the translation of the 
family medicine philosophy into effective care.

Reimbursement systems are not the only source of 
change. Many countries have seen a variety of shifts 

based as much on political agendas or economic cal-
culations as on attempts to improve quality of care. 
Family medicine practice styles in eastern Germany, 
for example, have changed radically in the transition 
to new political institutions. In some parts of North 
America, family physicians are increasingly associated 
with large hospital systems that have administrators 
who might not understand or value continuity of care. 

Increases in specialization have led to changes in 
the scope of comprehensiveness for family physicians. 
Canadian family physicians, for example, are becoming 
less likely to deliver babies, give anesthetics, provide 
care in emergency departments and nursing homes, or 
make house calls.14 Other changes have expanded the 
role of the family physician, such as the recent recogni-
tion of the importance of primary care in provision of 
mental health in Bosnia.15

The methods of family medicine are also changing 
in response to the ongoing explosion in medical knowl-
edge. Fortunately, this unprecedented growth has been 
accompanied by huge improvements in access to that 
knowledge through technologies, such as the Inter-
net, and through the availability of careful systematic 
reviews, such as those provided by the Cochrane Col-
laboration. As a result, it has actually become easier for 
a properly trained family physician to access the latest 
evidence and to apply it to patient care.

IMPLICATIONS FOR RESEARCH
That opportunities to implement the core philosophy 
and style of family medicine differ across the world and 
are changing with time provides a rich opportunity for 
family medicine research. Hibbard and Nutting16 have 
suggested that “each perspective contributes compat-
ible, but different, sets of research issues. Limiting the 
concept of primary care to a single perspective limits 
the ability to defi ne the (relevant) research issues.”

Whether each change of the sort we have noted 
is for better or for worse could serve as an important 
research question. To what extent is each a threat to the 
essential role of the family physician? How successful are 
family physicians in adapting to situations and changes 
in ways that improve health outcomes for their patients? 

Complexity and variation have important implica-
tions for the methods needed for this research and 
for the role of community-based family physicians as 
participants in the research effort. Because of the scope 
of family medicine, with its simultaneous adoption of 
a patient’s view and a view of the larger system, the 
scope of potential research questions is broad. Diversity 
in research methods becomes important when using, 
where appropriate, the whole range from randomized 
controlled trials to participatory research. Stange et 
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al17 have provided a conceptual map that outlines the 
types of questions and methods that may be required. 
A recent study of American family physicians used 
direct observation of physician-patient encounters and 
has published multiple articles describing the fi ndings.18 
One such study using multiple methods showed that a 
group of US family physicians did not vary their care 
of patients based on the constraints imposed by differ-
ing insurance company coverage.19 

Research is increasingly a collaborative effort, using 
research teams consisting of members who bring a 
variety of different perspectives and skills. Community-
based family physicians have important roles to play on 
the research team. Because community physicians are on 
the front line, adapting the family medicine philosophy 
to their local circumstances, they need help formulating 
the research questions—to describe their innovations 
in ways that allow for testing and research. Because the 
family medicine laboratory is the clinical setting, com-
munity physicians can serve a valuable role as members 
of a research network—collecting data in their practices 
to answer the important questions posed.

CONCLUSIONS 
The core philosophy of family medicine includes the 
provision of primary care using a characteristic style of 
involvement with patients. The contexts in which indi-
vidual physicians deliver care can have a major impact 
on their ability to practice in a way that refl ects this 
core philosophy and style. Variety and change in these 
contexts provide fruitful opportunities for research.

These challenges, while demanding, make family 
medicine one of the most exciting settings for enquiry. 
Investigators must be clear about the underlying styles 
and resultant methods of family medicine within the 
system under study, especially when comparative 
research is being contemplated—whether it involves a 
single country or spans multiple health systems

There are major challenges to be faced in the 
research environment. In developed countries, there is a 
growing recognition of the need for a well-trained pri-
mary care–family medicine research workforce, but the 
research enterprise faces huge challenges from the labo-
ratory and hospital health sciences, which take the larg-
est share of the resources. Such a challenge can be met 
only by developing a highly skilled research workforce. 

The challenge in fast-developing countries is differ-
ent. Providing resources to get the research agenda mov-
ing, in terms of training, people, and money, is what is 
needed. There is a serious need for research knowledge 
exchange between countries, supported by the resources 
of the wealthier nations and sensitive to the cultural, 
contextual, and systems issues identifi ed here. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/2/suppl_2/S41.
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