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I n recent years much has been written about the evolv-
ing nature of family medicine as it seeks to come of
age in a time of great societal demands and shrinking fiscal
resources.! The paradigm shift® in the world of medicine
(away from exclusive focus on subspecialty medicine and
toward a biopsychosocial understanding of the patient as
a whole person) that created the specialty has given way
to other paradigm shifts. One current trend emphasizes
academic rigor, scholarly productivity, and the develop-
ment of scientifically sound research directions. Reflecting
a completely different emphasis, another paradigm shift
has occurred toward “gatekeeper economics.” These de-
velopments pose formidable challenges to family physi-
cians, and the changing face of family medicine has pro-
found implications for behavioral scientists as well.

At issue is what role behavioral scientists will play in
helping to shape the future of family medicine. Interdis-
ciplinary integration has been a much-sought-after but
elusive goal for both behavioral scientists and family phy-
sicians over the last 15 years.? Too often, despite the best
intentions of all concerned, the behavioral scientist has
been relegated to the role of helpful handmaiden. If this
role persists unchallenged into the maturational phase of
family medicine, there is little hope of ever achieving
the integration of physician and nonphysician that was
inherent in the earliest visions of the specialty.* In consid-
ering both the dangers and possibilities that await behav-
ioral science in the future, two arenas reflecting the above-
mentioned paradigm shifts must be addressed forcefully.

Nature of Research: Is Scholarly Rigor Only of One
Type? Family medicine’s recent quest for academic legit-
imacy,” while a much-needed, essential step in the life-
cycle development of the specialty, is also subject to po-
tential distortions from the viewpoint of behavioral science
faculty. The behavioral scientist, usually with a strong
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background in research design and methodology, suddenly
may become at risk for fulfilling in unquestioning or me-
chanical fashion the research fantasy of a department (in
a sense becoming a department’s research justification).
New behavioral science faculty may be recruited only for
their impressive research vitae, for the grants they can
bring to the department, with insufficient attention paid
to their long-term commitment and overall understanding
of the field of family medicine. Such a role for behavioral
scientists can easily isolate them from the broader training
functions and vision that form the core of any department.
Thus there is a potential tendency to see behavioral sci-
entists as a means to an end, in this case the production
of data and publications, instead of part of an interwoven,
collaborative context.

For their part, behavioral scientists must also be pre-
pared to rethink their traditional research methods and
previous research interests. In the early years of family
medicine, it quickly became apparent that behavioral sci-
ence clinical skills could not be arbitrarily transplanted
into family medicine soil or grafted in their original form
onto family medicine residents. Similarly, behavioral sci-
entists must not ignore the chance to explore and exper-
iment with innovative research approaches and questions
that capture the essence of their adoptive specialty, simply
out of a desire to satisfy the research expectations of the
medical community at large. It is possible that the quan-
titative-agrarian methodology may have its limitations
when applied to family medicine.® The research questions
considered fascinating by health psychology professionals
may be only tangential to family medicine’s most pressing
concerns. Thus, pressures to churn out research in bulk
must be avoided; instead, behavioral scientists should work
closely with family physicians to develop a strong theo-
retical context and methodological foundation that can
inform family medicine as a truly unique forum for sci-
entific inquiry.’

Clinical Teaching: Techniques in the Context of Self-under-
standing and Caring. In terms of clinical teaching, family
medicine originated as a specialty characterized by a
committed focus on the patient as a whole person existing
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transformationally in the context of family, community,
and culture.®® Now, however, there are multiple pressures
emerging from the gatekeeper role in the health care sys-
tem to practice high-volume, compartmentalized medi-
cine. A potential consequence of the bottom-line approach
to the practice of medicine is the pressure for the behav-
ioral scientist to provide quick fixes for, if not the patient’s
problems, at least the physician anxiety engendered by the
patient’s problems, '® to be able to boil down complex the-
ory into a few palatable tricks or stratagems, and to be
willing to serve up cookbook-like responses to common
patient problems. If the physician-patient relationship re-
ceives attention, it is increasingly in the context of learning
to utilize interpersonal skills to avoid malpractice suits.'!

In the enthusiastic rush toward claiming its rightful
place among other medical specialties, there is the danger
that family medicine will leave behind its concern for the
phenomenological experience of the patient'? and the es-
sential vulnerability of the physician.'? It is critical that
the behavioral scientist, as clinical teacher, not be suborned
by this trend. Rather, the teaching function of the behav-
ioral scientist must continue to be helping residents learn
how to assume empathetically some of the patient’s suf-
ferings and concerns,' to distinguish between the voice
of medicine and the voice of the real world,'® and to probe
their own life histories, which inevitably color interactions
with patients.'®

Although it is infinitely easier, because it dovetails so
conveniently with contemporary high-technology, sub-
specialized approaches to medical education, an exclusive
focus on transmitting simply the technology of behavioral
science must be avoided. In providing physicians with
skills, it is also the behavioral scientists’ responsibility to
help physicians understand the context in which those
skills must be exercised, the unstated anxieties, implicit
meanings, and subjective interpretations that exist when-
ever a physician and patient come together in an I-Thou
encounter.!” Potentially rich and useful techniques such
as the genogram or the Family APGAR remain only tech-
niques when isolated from a larger context of understand-
ing and compassion. '8

SUMMARY

For family medicine to maintain the unique creativity and
risk taking that were present at its inception, behavioral

scientists must be allowed to play, and be willing to assume,
an essential role in the ongoing process of defining the
field of family medicine, formulating its assumptions and
asserting its future direction both in terms of academic
research and clinical teaching. As co-creators and co-in-
spirers, behavioral scientists have the rare challenge of
synthesizing their perspectives and values with those of
the physicians with whom they work. It is to be hoped
that through this interactive process, the practice of family
medicine will continue to be an experience of real healing
and wholeness for both patients and physicians.
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