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SUMMARY STATEMENT 
 
High quality primary health care depends on the availability of well trained general practitioners or 
family physicians as members of health care teams in the community.  To this end, 
ministries/departments of health and the World Health Organization should adopt policies that will 
increase the number of trained physicians in general/family practice.  Such policies will involve placing 
greater emphasis on primary medical care in medical schools, creating better opportunities for 
postgraduate training and research in general/family practice, and providing greater incentives for new 
graduates to choose a career in general practice.  Medical schools should make the teaching of primary 
medical care an integral part of the curriculum and establish or support strong postgraduate 
programmes in general practice/family medicine. 
 
With the aim of encouraging the training of more general practitioners/family physicians, this 
document outlines their role in the health care system and the knowledge, skills and attitudes required. 
 
DEFINITION OF THE GENERAL PRACTITIONER/FAMILY PHYSICIAN 
 
The general practitioner or family physician is the physician who is primarily responsible for providing 
comprehensive health care to every individual seeking medical care, and arranging for other health 
personnel to provide services when necessary.  The general practitioner/family physician functions as a 
generalist who accepts everyone seeking care whereas other health providers limit access to their 
services on the basis of age, sex and/or diagnosis.     
 
The general practitioner/family physician cares for the individual in the context of the family, and the 
family in the context of the community, irrespective of race, culture or social class.  He/she is clinically 
competent to provide the greater part of their care, taking into account the cultural, socioeconomic and 
psychological background.  In addition, he/she takes personal responsibility for providing 
comprehensive and continuing care for his/her patients. 
 
The general practitioner/family physician exercises his/her professional role by providing care either 
directly to patients or through the services of others according to the health needs and resources 
available within the community he/she serves. 
 
The set of commitments which follow identify principles which the general practitioner/family 
physician may apply directly to patients or which may be applied throughout the network of care givers 
with whom he/she works. 
 
COMMITMENTS MADE BY THE GENERAL PRACTITIONER/FAMILY PYSICIAN 
 
1 TO THE COMMUNITY 
 
Overall objectives  
•  To have knowledge of the epidemiology of the community being served. 
•  To have maximum influence on any health problem in the community. 
 



A broad approach 
•  To identify the people who constitute the community and to decide whether there are any 

limitations he/she would place on his/her willingness to serve that community. 
•  To identify problems in the community that go beyond the problems of the individual seeking care 

and to approach those who lack care by case finding and/or health education. 
 
Support in the community 
•  To understand health-related behaviours in the community and to support the community’s own 

efforts to safeguard the health of the population. 
•  To look upon the services provided by the practitioners of alternative systems of medicine that are 

scientifically acceptable as an essential resource, and to make the fullest possible use of these. 
•  To include in the care provided: prevention of illness, promotion of health, management of illness, 

and rehabilitation. 
 
2 TO THE INDIVIDUAL 
 
Comprehensive care 
•  To identify all the problems presented by the patient, including undifferentiated problems, early 

states of illness, acute problems, chronic diseases, psychological problems, and rehabilitation 
needs. 

•  To define what is needed to heal the patient in both biomedical and humanistic terms; that is, 
physically, mentally and socially. 

•  To diagnose prevalent disease, to eliminate possible serious disease, and to coordinate other health 
services when needed. 

 
Orientation to the patient 
•  To understand why the patient comes with a particular presenting problem at a particular time. 
•  To identify and respond to the patient’s expectations of outcome for a given encounter. 
•  To understand how the particular presenting problem affects the particular patient. 
 
Family focus 
•  To identify who is actually the patient; the person who makes the contact and/or others relating to 

that person. 
•  To recognize that the impact of family factors on the patient’s health should be taken into account 

when considering preventive and curative measures, and that these factors should be addressed if a 
resolution of the patient’s problems is to be achieved. 

•  To recognize the impact of illness on the family. 
 
Doctor-patient relationship 
•  To consider the relationships between the physician and the patient, and the physician and 

patient’s family, as important aspects of health care. 
•  To understand how the physician’s feelings about the patient affect the patient’s problems and the 

way the physician responds to them. 
•  To recognize the autonomy of the patient/family in the provision of care, especially in the plan for 

management. 
 
SPECIFICATIONS REQUIRED TO FULFILL THE COMMITMENTS 
 
Comprehensive care 
The relationship between the doctor and patient transcends episodes of illness to include long-term care 
and rehabilitation as well as preventive care and health promotion. 
 
The general practitioner/family physician is concerned with the ongoing welfare of the patient as well 
as the diagnosis and treatment of particular diseases. 
 
Coordination with other services 
The general practitioner/family physician assumes personal responsibility for making the multiple 
resources of the health care system available to the individual and family, overcoming any difficulties 
as necessary.  This role is consistent with the participation of other health care workers who may be 
involved in providing direct care to the patient. 



 
The services of the general practitioner/family physician must be formally integrated into the overall 
health care system, including working in an explicitly defined way with the other primary (including 
indigenous) health care workers, with secondary and tertiary levels of health care, and with relevant 
community and government organizations. 
 
Advocacy role 
The general practitioner/family physician continues to serve as the advocate for the patient regardless 
of the level of care within the system which the patient requires.  Such advocacy includes helping the 
patient and/or family to take an active part in the clinical decision-making process.  The plan for 
management is negotiated with the patient with due regard to cost effectiveness. 
 
Advocacy by the general practitioner/family physician also includes working with government and 
private authorities to maximise equitable services to all members of society. 
 
Information base 
The general practitioner/family physician should know personal as well as clinical details about the 
patient as these are equally valid for practice. 
 
Doctor-patient relationship 
The doctor patient relationship depends on the development of trust between the general 
practitioner/family physician and the patient. (Other terms used to describe such trust are: ‘covenant’, 
‘pact’, ‘partnership’, and ‘mutual commitment’.) 
 
Accessibility 
The services of the general practitioner/family physician must be reasonably accessible and available to 
the patient and other health care workers at all times. 
 
Resource management 
By virtue of his strategic position within the health care system, the general practitioner/family 
physician plays a major management role in the allocation of scarce health resources. 
 
Clinical decision making 
General /family practice differs from other specialties in the following respects: 
 
1 The general practitioner/family physician often deals with undifferentiated clinical problems, ie. 

problems that have not previously been assessed by a physician. 
 
2 Even after full assessment, a significant proportion of problems cannot and do not need to be 

diagnosed in the usual sense of the term.  Many clinical decisions have therefore to be made 
without a precise clinical diagnosis.  Knowledge of the patient often plays a big part in these 
decisions.  Often the most important task is to eliminate the possibility of serious disease. 

 
3 The prevalence of disease in general practice is very different from its prevalence in the selected 

population of a hospital clinic or ward.  Since the predictive value of clinical data varies with the 
prevalence of a disease in a given population, the same symptom, sign or test will have a different 
predictive value in general/family practice from that in hospital practice. 

 
4 The general/practitioner family physician often sees disease in an early stage, before the full 

clinical picture has developed.  Since the sensitivity and specificity of clinical data vary with the 
stages of a disease, tests that are valuable in general/family practice may be different from those 
that are useful in hospital practice. 

 
In view of these considerations, the traditional pattern of diagnosis in terms of a precise statement of 
pathophysiology as a requirement for treatment is sometimes of doubtful validity.  The general 
practitioner/family physician’s duty to protect his/her patients from risk and to relieve suffering will 
often mean that action must be taken before a pathophysiological diagnosis is established, or as part of 
the process of establishing that diagnosis.  To this end, management decisions are made on the basis of 
probability and investigations used with due regard to their sensitivity and specificity.  The passage of 
time and the therapeutic trial are also considered valid bases for arriving at diagnoses.  The plan of 



action will be negotiated with the patient and his/her family, with an honest presentation of 
probabilities so that they may make an informed choice. 
 
Other disciplines relevant to general practice 
In addition to knowing about the technical aspects of medicine, the general practitioner/family 
physician must learn about the applied aspects of epidemiology, behavioural science, environmental 
health, and basic health economics that are relevant to general/family practice. 
 
NEEDS FOR EDUCATION AND RESEARCH 
 
Medical education 
The traditional pattern of medical education has reached a critical point because of factors such as the 
rate at which medical knowledge has been increasing, the unwillingness of academics to be selective 
about what they teach, and over-reliance on the lecture format and student examinations which 
emphasize mainly factual, very specialized knowledge.  With respect to clinical medicine, 
undergraduates are still taught largely on inanimate learning materials or bed-confined, undressed, non-
autonomous hospital patients.  Such patients are increasingly less representative of the morbidity in the 
population as a whole.  The rising cost of hospitalization, combined with the expansion of 
technologies, has made it necessary to reassess the process of medical care.  For all these reasons the 
new graduate with a traditional medical education is poorly fitted for the tasks of general 
practice/family medicine. 
 
Undergraduate education 
The World Federation for Medical Education has stressed the need for radical reforms in its 
recommendations regarding undergraduate education, which are paraphrased below. 
 
Those with the responsibility for planning medical education should aim to: 
 
1 Enlarge the range of settings in which educational programmes are conducted to include all health 

resources of the community, not hospitals alone. 
 
2 Ensure that curriculum content reflects national health priorities and resources. 
 
3 Promote the skills needed for continued learning throughout life by shifting emphasis from a 

passive approach to education to more active modes of learning, including self-directed and 
independent study as well as tutorials. 

 
4 Build both curriculum and examination systems to ensure the achievement of professional 

competence based on social values, not merely the retention and recall of information. 
 
5 Train teachers as educators, not solely as experts in bodies of knowledge, and reward educational 

excellence in biomedical research or clinical practice. 
 
6 Complement instruction about the management of the patient with increased emphasis on 

promotion of health and prevention of disease. 
 
7 Pursue integration of education in practice by extending problem solving exercises in hospital to 

clinical and community setting as a basis for learning. 
 
8 Expand the criteria for selection of medical students to include not only intellectual ability and 

academic achievement, but also the personal qualities desired in any good physician such as 
honesty, compassion, and the ability to solve patient problems.  Other improvements require 
broader institutional involvement in order to: 

 
9 Encourage and facilitate cooperation between the ministries/departments of health, 

ministries/departments of education, community health services and other relevant organizations in 
order to develop planning, implementation and review. 

 
10 Ensure admission policies that match the numbers of students trained with the national needs for 

doctors. 



 
11 Increase the opportunities for joint learning, research and service with other health and health-

related professions, as part of the training for teamwork. 
 
12 Clarify responsibility and allocate resources for continuing medical education. 
 
These principles are valid everywhere in the world and imply the need for strong departments of 
general practice/family medicine in every medical school. 
 
In recent years some medical schools have included: 
1 Participation of general practitioners/family physicians in the teaching of specialized departments 

(sometimes in the form of integrated teaching). 
2 Teaching of theoretical topics in primary care. 
3 Teaching how the roles of the general practitioner/family physician can be achieved. 
4 Teaching of the disease spectrum as seen in primary care as part of the core curriculum. 
5 Problem-oriented teaching based on the presenting complaints of patients rather than on disease 

processes. 
6 Experimental teaching/learning in primary care settings as well as in hospitals.  This implies also 

an exposure to social, cultural and environmental factors in the local community. 
7 Examination of the students on subjects of primary care including the assessment and care of 

patients presenting with everyday health problems, be they physical, psychological or social. 
 
Graduate/vocational postgraduate education 
The general practitioner/family physician is faced with many challenging tasks.  These tasks are based 
on processes of care rather than disease processes.  These processes include: prevention, health 
education, screening, early diagnosis, evaluation, testing hypotheses, treating, rehabilitating, 
consulting, listening, and using the doctor-patient relationship.  There is a series of tasks to be learned 
and mastered.  Acquisition of these procedural skills will supplement traditional medical knowledge. 
 
Recognition of the present and future functions and tasks of the primary care physician has made it 
clear that there is a need for a structured, special training scheme with defined goals.  Just as specialists 
receive their education about organ systems in relevant hospital departments, so the general 
practitioner/family physician should to a great extent receive his/her education in a primary care 
setting. 
 
Development of learning skills 
Physicians must place greater emphasis on the development of learning skills in self-assessment, 
quality assurance and continuing medical education.  Critical self-awareness can be taught and learned, 
as can awareness and self-limitations and the ability to draw upon the services of other members of the 
primary care team, community resources, other agencies, consultants and hospitals.  The general 
practitioner/family physician has an important role to play, not in isolation, but as part of a 
comprehensive health care system. 
 
Research 
Research in and about primary care is not yet sufficiently developed.  Such research faces great 
challenges.  Many areas need investigation. 
 
Education 
There is need for basic knowledge in primary care to be included in the education of medical students, 
physicians and other health care personnel, such as the health and health problems of the population, 
the natural history of diseases, the effects of risk factors, the clinical process, the doctor-patient 
relationship, and the effectiveness of medical care and prevention. 
 
Planning 
There is a need for knowledge about health problems, socioeconomic problems and patterns of health 
care in the population to enable those planning health and sociomedical services to make the maximum 
use of available resources in the prevention of accidents and disease, and the promotion of health. 
 
Quality assurance 
There is a need to incorporate methods of self-assessment and quality assurance in clinical practice.  A 
useful model is that of industrial quality assurance programmes, which are only now beginning to be 



adapted to health care services.  The skill of critical appraisal of medical information is essential in the 
contemporary graduate who faces an ever increasing tide of medical literature. 
 
WONCA International Classification Committee 
The work of the WONCA International Classification Committee, partly in cooperation with WHO, 
has created a standardized, international base for research in primary care.  Classification of the reasons 
for encounter, health problems and diseases, process of care, criteria for diagnosis and definitions of 
terms have already been published. 
 
Research methods 
Research methods from other disciplines such as the biological and social sciences and the humanities 
may need to be adapted and integrated within primary care research.  Statistical methods will play an 
increasing role in such research. 
 
The future 
For the objectives outlined to be met, properly resourced departments of general practice/family 
medicine are a minimum requirement for every medical school.  General practitioners/family 
physicians from all over the world are called upon to become involved as educators and researchers. 
 
The discipline of general practice/family medicine needs to be firmly established as the central 
discipline of medicine around which medical and allied health disciplines are arranged to form a 
cooperative team for the benefit of the individual, the family and the community. 
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