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ABSTRACT

To meet its population’s health needs, the United States must have a coherent
system to train and support primary care physicians. This goal can be achieved
only though genuine collaboration between academic generalist disciplines. Aca-
demic general pediatrics, general internal medicine, and family medicine may be
hampering this effort and their own futures by lack of collaboration. This essay
addresses the necessity of collaboration among generalist physicians in research,
medical education, clinical care, and advocacy. Academic generalists should col-
laborate by (1) making a clear decision to collaborate, (2) proactively discussing
the flow of money, (3) rewarding collaboration, (4) initiating regular generalist
meetings, (5) refusing to tolerate denigration of other generalist disciplines, (6)
facilitating strategic planning for collaboration among generalist disciplines, and
(7) learning from previous collaborative successes and failures. Collaboration
among academic generalists will enhance opportunities for trainees, primary care
research, and advocacy; conserve resources; and improve patient care.
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merica's communities need a well-trained primary care physician

workforce to ensure adequate access to high-quality health care.'?

To meet these primary care health needs, the United States requires
a coherent, collaborative system to train and support primary care physi-
cians.* Such a system can be developed only though genuine collaboration
between academic generalist disciplines. By collaboration we can avoid
costly duplication while expanding the breadth and depth of the pool of
generalist clinicians, educators, and researchers. In addition, the academic
generalist disciplines offer broad clinical perspectives that enable them to
address the challenge set forth in the National Institutes of Health (NIH)
“Roadmap” initiative to develop new partnerships among organized patient
communities, community-based physicians, and academic researchers.’
Collaboration among generalists has many advantages, including enhanced
opportunities for trainees, more meaningful primary care research, con-
served resources, powerful advocacy, and improved patient care.

The academic generalist disciplines—general pediatrics, general inter-
nal medicine, and family medicine—that form the source of the primary
care physician workforce may be hampering these efforts and their own
futures by competing with each other for patients, trainees, and resources.®
These primary care disciplines, which flourished until the 1990s, are now
facing uncertain futures. Since 1998, there has been a marked decline in
the number of graduates of US medical schools selecting residency training
in internal medicine or family medicine and in the percentage of internal
medicine residents pursuing generalist careers.”®

Interspecialty collaboration is often advocated”'® but rarely practiced.
Previous calls for collaboration, like those outlined in the Institute of Med-
icine's 1996 report, Primary Care: America’s Health in a New Era, have rarely suc-
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ceeded.'" Generalist physicians must overcome barriers
to collaboration and unite in an effort to address the
challenge set out by the Institute of Medicine to create
a health care system that is safe, effective, patient-ori-
ented, timely, efficient and equitable.'> The purpose

of this essay is to describe the historical barriers and
potential benefits to collaboration, and to make specific
recommendations for achieving collaboration among
academic generalists.

BARRIERS TO COLLABORATION

Achieving collaboration among the academic general-
ist disciplines will require overcoming long-standing
financial, structural, cultural, and historical barriers.
Within academic centers, generalist faculty are under
pressure to obtain grant funding or to increase clini-
cal productivity and are burdened with increasing
administrative demands and formidable financial chal-
lenges.'*'* Generalist faculty physicians provide a dis-
proportionate share of clinical teaching and supervision
at a time of declining federal and state support for the
educational mission of medical schools. This problem is
exacerbated by perceived competition among generalist
faculty for limited (and shrinking) training, research,
and program funds."® Federally-funded fellowship train-
ing for primary care researchers, administered by the
Health Resources and Services Administration (HRSA),
receives only 0.5% of the funds allocated by NIH

to research training through the National Research
Service Award program. HRSA programs, funded
through Title VII of the US Public Health Service Act,
struggle for survival in annual congressional budgetary
deliberations. Despite recommendations that one be
established, there is no primary care institute within
the NIH.'"'¢ Primary care research plays a minor role
in the disease-oriented NIH institutes, often finding a
home only within the chronically underfunded Agency
for Healthcare Research and Quality.!”

Collaboration among generalists is not obviously
valued or easily achieved in the current academic orga-
nizational structure. The academic medical center rests
on discipline-specific, departmental pillars. Each clini-
cian and clinical researcher is a brick within that pillar
and communicates primarily with the other faculty
above and below. Rewards flow within separate hierar-
chies. Generalists rarely share clinical or office space,
teaching assignments, or course work. Many generalist
academic units fail to collaborate, even in such simple
ways as joint grand rounds or other educational confer-
ences. Medical school and residency accreditation bod-
ies often have strict requirements about who can teach
and where learners can train. These pose major barriers
to collaboration in training sites.

The lack of cohesion across the generalist disci-
plines also reflects their different historical origins.
Consider the different developmental paths of family
medicine and general internal medicine. The specialty
of family medicine arose in the 1960s, in large part to
fulfill the generalist function in medicine, which was
desired by the American people and had largely disap-
peared with the growth of specialization after World
War I1.'8 In contrast, academic general internal medi-
cine began to flourish in the 1970s within departments
of medicine in response to federal grants for primary
care education of internists and the increased avail-
ability of federal and foundation resources for health
services research.'”?® As each of the primary care dis-
ciplines emerged, their discipline-specific professional
organizations invested considerable time and resources
in establishing unique identities. The 3 academic gen-
eralist disciplines thus maintain largely separate profes-
sional organizations and research meetings, and there
is no prominent generalist research journal to stimulate
and support scholarly conversation or joint advocacy
efforts. Identification with a specialty at the individual
and institutional level has become deeply entrenched.
The resulting isolated cultural silos may lead to ter-
ritoriality and fears about loss of autonomy. Substantial
though they may be, the barriers that divide the gener-
alist disciplines grow out of tradition and habit rather
than science or method. Faculty from all 3 disciplines
employ similar approaches to diagnosis, treatment, and
professional roles. These similarities pave the way for
building cross-disciplinary bridges.

COLLABORATION: OPPORTUNITIES
AND BENEFITS

Research

Generalist research can greatly benefit from interdisci-
plinary collaboration. Primary care research must invest
in the human infrastructure of faculty and staff who
are skilled in all components of generalist research:
grant writing, survey design and administration, data
management and analysis, human subjects issues, cul-
tural competence, and information technology.'” By
combining resources and sharing expertise, interdisci-
plinary generalist research units will develop the criti-
cal mass of researchers and staff necessary to sustain
meaningful research, funding, and intellectual synergy.
Shared research space promotes formal and informal
interactions that establish trust, facilitate identification
of common research methods and themes, and gener-
ate new ideas. A shared infrastructure for developing
and managing research projects also enhances funders'
confidence in principal investigators' success. Practice-
based research networks are an example of research
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infrastructure that benefits from including all generalist
disciplines.

An example of effective collaboration is the Robert
Wood Johnson Generalist Physician Faculty Scholars
Program.?' This collaborative effort trains faculty from
family medicine, general pediatrics, and general inter-
nal medicine to become generalist researchers and lead-
ers. The advisory committee is composed of diverse
generalist faculty. It is not uncommon for fellows to
be mentored successfully by advisors from disciplines
other than their own. One essential component of
the success of this program is its collaborative nature.
The fellows benefit from the depth of expertise and
guidance of some of the best generalist scholars in
the nation. This program demonstrates how generalist
researchers can successfully collaborate to meet com-
mon goals that benefit each discipline.

Education

Fostering collaboration among the generalist disciplines
in education requires developing innovative interdisci-
plinary medical student and resident training models.
Collaborative efforts among the generalist disciplines
will facilitate teaching the Accreditation Council for
Graduate Medical Education competencies, which are
required across generalist residency training programs.
Accreditation bodies should address accreditation
regulations and residency financing structures that are
barriers to educational collaboration. Why duplicate
the same physical examination, basic hypertension,

or diabetes lectures for medicine and family medicine
when they could be co-taught? Why can't pediatrics
and family medicine jointly teach on children’s health
issues? Creation of joint appointments for generalist
faculty, collaborative generalist clerkships, and fourth-
year medical student electives (such as the interdisci-
plinary community-oriented primary care elective at
the University of California, Irvine), integrated primary
care student interest groups, and the University of
Washington model of primary care faculty serving in
shared leadership roles are other potential approaches
to collaboration in medical education. There are several
medical schools that have successfully competed for
interdisciplinary predoctoral and residency education
HRSA grants, thus benefiting students and residents in
multiple generalist training experiences.

Clinical Care

Academic clinical practices offer another ideal oppor-
tunity for cooperation. Clinical collaboration, which
is increasingly common, especially in the community
health center setting, may allow academic generalist
divisions and departments to compete more effectively
with local medical groups, expand their pool of clini-

cian-educators, and elevate the stature of primary care
within the academic setting.® To facilitate the success
of collaborative clinical practices, generalist profes-
sional societies should provide guidance on such issues
as budgeting, demonstrating benefit to medical schools
and hospitals, and balancing competing demands for
academic and clinical productivity. Several successful
clinical programs mix various specialties. Geriatrics
certifies physicians in both general internal medicine
and family medicine.?>?* Sports medicine may include
family medicine, general pediatrics, and general inter-
nal medicine. Co-location of family medicine, general
internal medicine, general pediatrics faculty and resi-
dent clinics may provide important cross-disciplinary
collaboration as faculty and trainees care for patients
side-by-side. Such collaborative practice models may
address concerns that primary care physicians are being
expected to provide a scope of practice beyond their
clinical expertise?* and may more definitively justify the
role of the generalist physician.?’ We practice much the
way we are trained. Currently we train separately and
we practice separately. Building model collaborative
practices in academic institutions may help overcome
many artificial divisions.

Advocacy

Academic generalists can benefit from working together
to support and fund research, clinical care, and educa-
tion. Generalist faculty across the 3 disciplines often
have more in common with each other than they do
with specialists within their own departments. For
example, academic generalists face similar issues of lim-
ited space, time, and money. Rather than competing for
resources, generalists can and should unite to achieve
fair compensation for their efforts and to share success-
ful approaches.

National organizations representing the 3 general-
ist disciplines have much to gain from uniting forces
in advocacy. Numerous organizations have convened
special panels to address the future of generalism and
have made recommendations for change.'*?¢ These
organizations would wield more political clout if they
worked together. Legislators and congressional staff-
ers may need education about the difference between
a general internist and a family physician to prevent
confusion when both groups claim to provide primary
care to America. Generalist advocates should therefore
join forces in lobbying efforts and in providing joint
testimony before Congress.

There are successful advocacy initiatives that have
shown how collaboration is both possible and powerful.
For example, the Society of Primary Care Policy Fel-
lows is a multidisciplinary community of scholars who
are committed to affecting primary care policy, educa-
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tion, research, and service at local, state, national, and
international levels.?” Members of this organization have
succeeded in fostering legislative and governmental
relationships to advocate for the needs of primary care.
They have established quarterly forums on Capitol Hill
that allow policy makers, health care clinicians, and
consumers to engage in dialogue on primary care topics.

RECOMMENDATIONS

Collaboration is a series of purposeful decisions driven
by the common mission of excellent, accessible patient
care. Academic generalist collaboration is a deliberative
process that requires time, open and frank communica-
tion, and a commitment to the belief that collaborating
is better than standing alone; acting on its patient-
driven mission can lead to effective communication,
mutual respect, trust, and an appreciation of the role
and contributions of others.?® Existing models of suc-
cessful collaboration among the primary care disci-
plines, as a means of maximizing clout within academic
medical centers, should be emulated.'®!729-35

Collaboration among the generalist disciplines
should occur within and across academic institutions
nationally. We suggest the following steps to achieving
this important vision and goal.

1. Decide to collaborate. Make the conscious
decision to collaborate with other primary care depart-
ments and divisions. Collaboration must be supported
by departmental leadership, who may be subspecialists
as well as generalists, and widely communicated to all
members of departments and divisions.

2. Proactively discuss monetary issues. An open
discussion of the equitable management of direct and
indirect financial resources from grants, contracts,
and clinical earnings lays the groundwork to develop
principles of collaborative management. These agree-
ments must be developed before they are needed so
that faculty are not caught in the middle of financial
debates while trying to produce or implement grants or
programs.

3. Reward collaboration. Collaborative efforts
should receive priority for funding and additional sup-
port in the form of salary, office space, staff support,
and protected research and educational time. Academic
institutions and funders should make it easier and more
beneficial to collaborate than to work alone.

4. Initiate regular generalist meetings. Meet-
ing regularly with other generalist faculty is a potent
method for encouraging and supporting collaborative
efforts, allowing individual faculty to solicit collabo-
rators. An annual national cross-generalist research
conference would encourage and support collaborative
efforts and provide a forum for sharing knowledge and

resources. Combined continuing medical education and
other educational and research conferences are small
efforts that can lead to important face-to-face interac-
tion amongst the generalist disciplines.

5. Prohibit denigration of the other generalist
disciplines. Acceptance of the value and benefit of each
generalist discipline is essential for successful collabora-
tion. This acceptance must be modeled by leaders in
each discipline through creation of a culture in which
denigrating language and behavior toward other disci-
plines are unacceptable.

6. Facilitate strategic planning for collaboration
among the generalist disciplines. Such strategic plan-
ning can be facilitated by annual think tanks that bring
together academic leaders to develop and monitor a
comprehensive strategic plan for promoting interdisci-
plinary generalist collaboration at the national, regional,
and local levels. Academic generalists ought to unite to
form either a “Society of Generalism” or an equivalent
structure through which existing discipline-specific
organizations can work together on advocacy. Working
at the policy level for more flexibility in accreditation
may improve opportunities for collaborative education.

7. Learn from previous collaborative successes
and failures. We should learn from the experiences of
those who have attempted cross-disciplinary collabo-
ration. Successful collaboration will require avoiding
previously identified pitfalls and building on promising
avenues from previous and current efforts.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orglcgilcurrent/fulll4/2]/172.

Key words: Academic generalism; administration; collaboration; family
medicine; general pediatrics; general internal medicine; delivery of health
care; health services research
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