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WONCA President Rich Robert’s inaugural speech
Professor Richard Roberts became President of WONCA on 22 May 2010 in Cancun, Mexico. After conferring
the honour of WONCA Fellowship on his predecessor, Professor Chris Van Weel, Rich made the following
inaugural address to those assembled at the Cancun Center.
I’d like to start with a couple of thank yous – the first to Dan and Ruth
Ostergaard and my many American Academy friends who have become part of
my family over the years. Most important, though, I want to thank my family.
This week has been busy for our family. We have had three graduations; Laura
and I celebrated our 36th wedding anniversary on Monday; and there was this
President thing that came up in Mexico.
I have asked myself several times over the years, “Why is it that I do what I do?
What keeps me on the road too much and working too hard, doing homework
with the kids by Skype and speaking with patients by webcams while abroad?”
I think I do what I do because it has been my small way of trying to make the
world a better place for my family: Laura, my bride of 36 years, our oldest son
Matt, our second son Ben, our one and only daughter Maggie, and our
youngest son Alex, who is still probably angry at us for making him stay home
to finish high school. I know he would rather be here. I hope they can continue
to travel with me whenever their schedules and our family finances allow. I
hope you can experience what extraordinary people they are and how proud I
am of them.
This is a Saturday in Cancun, and what do you think I was doing first thing this
morning? I wasn’t on the beach. I wasn’t at the pool. I was on Skype with
patients!

Professor Chris Van Weel (left) after
presenting the chain of office to his
successor
as
WONCA
President
Professor Richard Roberts (right).

I was talking to four patients.1 Two were in the hospital; the other two were a
new mother and baby. John is an 83 year old electrician. He does not consider himself a retired electrician; he
is still an electrician. He’s had two strokes. We’ve spent the last eight years since the second stroke
negotiating how high up the ladder he can climb because he has terrible balance problems. When he was hit
by pneumonia yesterday, I knew his balance problems would be worse: he is back in hospital today.
Len is 58 year old man who had his first heart attack at 34. He has polycystic kidney disease and familial
dyslipidemia. He had a kidney transplant and has done an amazing job of living a very vigorous life, but now,
he is in heart failure. Len can be a pretty cranky guy when he is sick. I said to my partner by Skype, “Ask him
about Harley Davidson motorcycles and that’ll smooth everything over.” My partner called me later today and
said that it had worked.
Trudie and her baby girl are doing well; I am going to be seeing them on Monday, when I am back in the
office.
So, why am I on Skype when I should be at the beach? I think that what we do is a privilege. It is a sacred
trust and responsibility. We are invited into the lives of our patients and their families and, in doing so, we bear
witness to great suffering, but also great joy, such as when we attend the birth of a new life. We see great
sacrifice and great courage.
I think it’s a great job!
I also think we’ve come to a moment in time that is going to change not just the future of health care, but the
future of the human race. I really do believe this. People are talking about Primary Health Care in every
country of the world. Last May, 192 delegates to the World Health Assembly voted to adopt a resolution that
put Primary Health Care and family doctors at the center of every health system.
What we do as family doctors is so vitally important, because we bridge from the individual to the community
and, in so doing, we make both the individual and the community better. I also believe that to do our job
properly we will need three things – the three S’s: Science, Support, Service.
My students and residents are tired of hearing me say that the Science sucks, but it does. If we look at
biomedical knowledge, with the critical eye of a good scientist, most of the evidence that we have to use in
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daily medical practice is inadequate. It is poor quality science: it does not account for the multiple comorbidities, the complexity of individual circumstances, the
challenges of different health systems.
We then generalize from these very uni-dimensional studies to entire
populations and that’s just wrong. I believe that family medicine can
be part of defining that new Science. At this meeting, we’ve created a
Special Interest Group (SIG) on Complexity. I think that’s part of the
answer, but we desperately need a new, and better, science.
The second is Support. We somehow have to figure out how to bring
resources together; to help family doctors around the world work with
each other around patient care, around research, around education.
WONCA can, and must, be that source of support. We have a very
big hill to climb, and it will take us a long period of time.
I am very hopeful that we are all willing to take a fresh look at how our
national colleges work and pull together, so that World WONCA can
work to make family medicine better for everyone.
And, I believe as family doctors we need a new commitment to
Service.

WONCA President Professor Richard Roberts
speaks in Cancun

Last month, I was visiting with a medical student and I asked him what it was about General Practice (which
was the term used in his country) that excited him. He answered, “It’s the lifestyle: I like the surf, I like to race
motorcycles and being a GP allows me to do those things.”
I felt very sad. The reason I felt sad was not because the people he was going to take care of were going to
get bad care - they were probably going to get pretty good care. I felt sad for him because if he couldn’t bring
a similar level of interest and passion to being a GP, which he was going to spend a third of his adult life
doing, then it was going to be a pretty long life. It’s not that we do great things for other people; it’s that they
do great things for us. That’s what I'm worried that he’s going to miss out on.
So, as we go back to our daily practices, I would ask each of us to think about the person in front of us right
now, who needs us. That's what I’m talking about when I am talking about a new commitment to Service.
What we do with the World Health Organizaton (WHO) is very important. What we do with medical schools is
very important. But, those are all secondary to the person in front of us.
And, I believe that as family doctors we can help heal this world. We are going to do it one person at a time,
which will help one family at a time, which will help one community at a time; and, over time, which will help
our one world. I believe it only takes one of us to do that and I think you could be that one.
I look forward to the next three years: to doing my best to be your voice; to share with the rest of the world
what it means to be a family doctor; to understand the experience of you and your patients; to help WONCA
help you do better.
Thank you very much for this honor and responsibility.
Professor Richard Roberts
1.

the patients’ names have been changed
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August 2010: WONCA Can, Can CUN
Hurricane Wilma. World financial crisis. Border violence. Visa problems. These were some of my thoughts last
May as our plane touched down at Cancun International Airport (CUN). In 2008, Hurricane Wilma, the most
intense storm in the history of the Atlantic basin, wiped out much of the infrastructure in the Yucatan
peninsula. In 2009, the world financial crisis drained the resources of many global organizations and
threatened their viability. In 2010, the U.S. State Department warned against travel to Mexico and many from
other countries reported difficulties getting a visa to enter Mexico. Could the Mexican college overcome these
challenges? Would the World Conference be a success? They did and it was!
History was made in Cancun. The World Council agreed to bylaws changes that assured better gender
balance among our leadership. The Council also adopted proposals submitted by GROW (Group to Redesign
the Operations of WONCA), the committee that was charged with developing recommendations to improve
the effectiveness and efficiency of World WONCA. The World Conference theme of the Millennial
Development Goals focused our attention on what family doctors can do to promote equity, social justice, and
sustainable development. More than 3000 of us joined together to learn more, share ideas, and have fun.
In my Presidential Address, I mentioned the important
lessons of the Mayans and those who came to the
Yucatan before us. Among Native Americans, there is
a tradition of looking forward seven generations when
considering decisions that will affect our successors
and their environment. WONCA must take the same
long view as we plan our future.
WONCA has never been more influential. Over the
past 38 years, we have grown to 122 member
organizations in more than 100 countries that
represent over 250,000 family doctors and more than
90% of the world’s people. In Cancun, we learned of
the exciting work WONCA is doing in many important
areas, including cancer and palliative care,
New President of WONCA Prof Rich Roberts (right) with President
classification, complexity science, education, elder
Elect Prof Michael Kidd (left) and Immediate Past President Prof
Chris Van Weel (centre).
care, environment, ethics, gender equity, informatics,
mental health, research, rural practice, and women’s
health. We now work closely with the World Health Organization and are asked to meet frequently with
numerous national and world leaders interested in improving health care and the quality of people’s lives.
Yet, WONCA has never been more vulnerable, given our rising expectations and very limited funds. The
evidence is compelling that the most equitable and effective health care systems are centered in primary care.
The huge gaps in health care and outcomes between countries rich and poor confront our notions of equity.
The desperate need for more resources and greater capacity in many countries, especially in Africa and
central Asia, demand our attention and support. We must train many more family doctors and assure their
continuing quality. We have much to do to accomplish our goal of a family doctor for every family. We must
look inside as we look outside.
Looking inside, we cannot sustain our many global initiatives on an average annual budget of USD 750,000,
with the equivalent of only 2 full-time staff – we need to be at about ten times those levels. While we must
increase dramatically our resources, we must also be mindful of the limited ability of our member
organizations to absorb dues increases and our desire to be less reliant on pharmaceutical or other
commercial support. The way forward will likely come through more and better conferences and other
educational offerings that family doctors are willing to invest in, as well as the development of products and
services such as classification systems, software, and consultations to governments and international
agencies.
I am very excited about the future of WONCA, just as I am excited about the future of family medicine.
Leaders like Professor Chris van Weel have brought us to this moment of great possibility. Chris has been a
tireless advocate for WONCA, crossing the globe many times to share our message of primary care, equity,
and social justice. He has been such an effective diplomat and teacher that I can’t imagine not having him at
Executive Committee meetings. Most importantly, he has become a good friend. Fortunately, he will be on the
Executive for another year. We have an extraordinary group on the Executive who will take WONCA to even
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greater heights. I look forward to continuing to work with Alfred, Yvonne, and Gillian – they seem to
accomplish the impossible with grace and good humor. They remind me time and again that when it comes to
big challenges, WONCA is up to the task.
We learned once more in Can CUN, WONCA can. Yes, we can.
Professor Richard Roberts

October 2010: Know hope
Some days drag me down. Patients expect too much. Team members make more, not less, work for me.
Students and trainees disrupt the usual work flow. The health care system and its bureaucracy frustrate at
every turn. Jumping from one task to another; interrupted each step of the way. There is too much to do, too
little time to do it, too few resources to get it done.
These are the rare days when I question the wisdom of my career choice. Instead of a family doctor, would I
have been better off as a lawyer? More content as a farmer? Happier as a rock star? And then, at the end of
that long day, the clang of the mobile ruptures my reflective moment. Yet, one more intrusion.
The caller begins, “He’s having a lot of pain. What can we do about his pain?” She makes no apology for the
late night call. She offers no reason for phoning me rather than the doctor on duty for the night. She does not
even identify herself or who “he” is. She assumes I know.
She assumes I know that his newly diagnosed lung cancer with bone metastases has him in distress. She
assumes that I know that he has always been the one to reassure her through her frequent moments of
anxiety, and that now he is the one that needs reassurance. She assumes that I know his pain magnifies her
psychic suffering. She assumes that I know – and she’s right. I do know.
I know that I have no magic answers. I can only patiently answer each of her questions. I can only try to
explain the symptoms, to make sense of the suffering. I can only suggest adjustments to the pain and anxiety
regimen. I can only offer hope that we can get the pain under control and that something better lies ahead.
Fifteen minutes later, she says good bye and hangs up. No “thank you for your help.” No, “I’m grateful we
have you as our family doctor.” Yet, I know. I know I have eased her suffering, and his. I know I have given
them enough hope to manage one more night. I know because I know them.
Then, I consider the future of family doctoring. I wonder whether tomorrow’s family doctors will value and
preserve the tradition of the personal physician. The person who knows – us. I hope they can know the
satisfaction, and the therapeutic power, of that special relationship.
Recently, I had the chance to put my hope to the test. I was asked to speak at the 59th General Assembly of
the International Federation of Medical Student Associations (IFMSA) in Montreal. More than 700 student
leaders from 95 nations attended. IFMSA represents 1.2 million medical students, with about 11,000 students
actively involved in leadership, local projects, and student exchanges between countries.
They kept me busy, with six presentations in 48 hours. They kept themselves even busier, with education and
committee sessions during the day, intensely debated policy discussions in the evening, and social festivities
until late into the night.
They asked tough questions, challenging me about the future, pay, prestige, and science of family medicine.
Their questions reflected that they have a lot to learn and some things to unlearn. Their comments also
suggested that they perceived a great deal. They sensed the misdirected priorities that can drive medical
schools and health care systems. They shared the belief that health care was an important way to make the
world a better place. They voiced the hope that they could make a difference.
One final thing I should mention. IFMSA first came to us, asking to learn more about family medicine and to
seek our help developing exchanges in family medicine. They want to know more – about us.
Through our Working Party on Education, WONCA will partner with IFMSA to establish medical student
exchanges in family medicine and primary care around the world. IFMSA has considerable experience and
success with such exchanges, including the development of a formal curriculum for gynecology exchanges
they developed with FIGO (International Federation of Obstetricians and Gynecologists).
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I would urge you to reach out to medical students. Be a mentor, serve as a supervisor for an exchange
student, and share your wisdom and passion. You can help shape the number and nature of tomorrow’s
family doctors. While you can do much for them, they will do much for you. They will remind you once again
that you can know hope.
Professor Richard Roberts

December 2010: View from a mountain
On Wednesday, I climbed a mountain. I did not start the day expecting to climb. If I had known, I would have
worn something more appropriate than a suit. Yet, Wednesday was the best day of a wondrous week.
The week began early Tuesday morning at the Dushanbe international airport (DYU). Arriving from St.
Petersburg at 2:30 am, passport control at DYU was like a rugby scrum. Several hundred of us were packed
so tight that we could have lifted our feet and remained
suspended for the 90 minute wait to clear immigration. Most of
our crowd appeared to be Tajikistani men, likely returning home
from their jobs in Russia. Despite the claustrophobic conditions,
everyone waited patiently and maintained good humor. When an
arriving woman or young child approached the throng, the
multitude parted magically, letting them pass to the head of the
line. Welcome to Tajikistan – a nation that ranks in the lowest
quartile among the world’s economies, but among the top
countries I’ve visited when measuring generosity.

View from a mountain in Tajikistan

My week in Tajikistan was as a member of a delegation of
Physicians With Heart (PWH), a program sponsored by the
American Academy of Family Physicians Foundation, Heart to
Heart International, and the U.S. State Department. Once each
year, PWH delivers donated medications and medical equipment
worth millions of U.S. dollars to one of the former Soviet states in
central Asia. The program also includes medical education
symposia with U.S. family doctors who pay their own way to
provide educational sessions on family medicine and other topics
requested by the local doctors. A third component is a Children’s
Project that involves other volunteers who paint and renovate
orphanages, bring clothing and other necessities for the children,
and distribute goodie bags with sweets, balloons, and similar
items.
Later the morning of my arrival, our group had a briefing at the
U.S. Embassy. We learned of the glories of the ancient
Samanid Empire and its prized cities of Samarkand and
Bukhara. We heard how the Soviet Union in 1929 sculpted
Tajikistan into its current bizarre borders, in order to reduce
Tajik influence in the region. The Tajiks, historically a proud and
urban people, were left with few cities and a landlocked country,
90% of which is mountainous. The eventual collapse of the
Soviet system sparked a terrible civil war from 1992–1997,
reducing Tajikistan to a mere shadow of its former self. Average
income today is 85% of what it was 10 years ago. More than
one third of the economy reflects remittances from Tajikistani
workers in other countries, mostly Russia. Many Tajik villages
consist of women with young children and the elderly.

Dr Kurbonov on the street

The mountains of Tajikistan are quite beautiful, with several
peaks in the Pamir range in excess of 7000 meters. The
mountains provide fresh water and generate more hydroelectric
power than Tajikistan can use. Yet, even these benefits are
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denied to the rural Tajikistanis. To get fresh water from the mountains to the people involves pumps, which
require electricity. Much of the hydroelectric power is diverted to a large aluminum plant in the west of the
country or sold to Afghanistan and Russia. Which brings me back to Wednesday.
Early Wednesday morning found me sharing a car with the driver and three other family doctors: an American
woman from Montana, a Swiss man who helps in the family physician re-training program in Tajikistan, and a
Tajikistani woman who also works with the re-training program and served as translator. Tajikistan’s one
medical school has a six year curriculum. Traditionally, students would spend their sixth year concentrating on
pediatrics or obstetrics-gynecology and then go out to the villages to practice. Over the past decade,
Tajikistan has committed to the more comprehensive model of family medicine and has re-trained many of
these village doctors to become family doctors. They have a parallel program to re-train nurses to work as
family health center nurses.
We headed west past the huge aluminum plant and toward Uzbekistan, and the mountains. After leaving
paved road, we bounced over rutted dirt roads and crossed bridges that seemed to have more gaps than
bridge. The further we drove, the more I came to understand the meaning of “off road”. Even the goats began
to look at us as if to ask, “Are you sure you want to go there?”
At the end of the rutted road was our destination: a small health center in a remote village within sight of the
Uzbek border. Doctor Abdujabor Kurbonov has been the only doctor in this rural region for more than 20
years. In addition to the health center, he also serves two rural “health houses,” six and nine kilometers away,
which he visits once a week. Outside the health center waited a long line of women with young children and
babies. Several old men sat beneath a nearby tree. We spent the morning watching Dr Kurbonov greet and
then minister gently and efficiently to each successive patient that entered his office. Shifting fluently between
Tajik, Uzbek, and Russian, his comforting tone, thorough examination, and efforts to make sure that each
person understood and was understood were most impressive.
Dr Kurbonov talked about his life. While usual health center hours are Monday through Saturday, he has no
time off. His home is 40 meters from the health center, on the other side of the rutted road. Patients or their
relatives feel free to knock on his door anytime. Earning between 35 to 50 U.S. dollars per month, he is
expected to buy his own equipment and even the medications that he gives to patients without the means to
pay. He has nine children, including a son and daughter who are in medical school. He hopes his daughter
will join him in his practice. He has encouraged her to take more courses in laboratory medicine as he would
like to develop a small lab in the practice.
Each year, Tajikistani husbands get one month off their jobs in
Russia and return to their villages to visit their families. Nine
months later, their wives give birth to another baby. While
contraceptives are readily available, husbands apparently prefer
that their wives use pregnancy as their primary form of
contraception. The health center averages 3–5 births each
month, shared between the midwife and Dr Kurbonov. Testimony
to his standing in the community is the fact that his Muslim
neighbors trust him with the care of their wives during their 11
month absence. Each day includes several home visits, usually
uphill – both ways. Which brings me back to the mountain.
At the end of the morning, we set out for a home visit. He pointed
to a house near the peak, about two kilometers up an 8% grade. I
said, “You’re kidding”. He grinned and started walking. As we
ambled along, schoolchildren ran up to give him a hug or a ‘high five’. Old men waved and invited
conversation. He knew which dogs, donkeys, and bulls to give a wide berth as we trudged through pastures
on our ascent. Each homeowner we passed invited us in for tea and Tajik bread. Their hospitality was a
consistent experience in Tajikistan – those with virtually nothing were generous in sharing nearly everything
they had.
Dr Kurbonov performing an antenatal check

The home visit involved a woman who underwent cesarean birth two months earlier, and developed a wound
seroma. She was staying in her mother’s mud home, while her husband was working in Russia. The home
was swept clean inside, floors covered by the ever present red Tajik rugs. Dr Kurbonov also examined her
infant son, whom he had been following for a respiratory infection, now nearly resolved. After tea, bread, and
two improving patients, we started back down to the village.
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During the rest of the week, I observed young family doctors in training, lectured at the medical symposium,
met Health Ministry officials, visited an orphanage for the deaf, and enjoyed the culture and hospitality of the
Tajikistanis. In short, it was an extraordinary and meaningful experience. My mind kept going back however,
to a moment in the rural health center.
A young mother had walked nine kilometers to have her 14 month old baby seen by Dr Kurbonov. The baby
was one of the more than 150 Tajikistanis to have recently contracted polio. He had been immunized, but the
oral vaccine was likely ineffective because it required refrigeration – which required electricity. She reported
that his left arm and bilateral leg weakness seemed a bit improved of late. She had taken him to Dushanbe to
see a pediatric neurologist, as any despairing young
mother would do. The specialist had written three
prescriptions that were likely to be of no benefit, but
reflected the standard cocktail given to every child
with neurologic problems. Dr Kurbonov explained
firmly and compassionately that she could not afford
the medications; that they were not going to cure the
baby; and that her massaging, exercising, and
feeding the baby as she was doing were the best
possible treatments. She was the best medicine for
the baby. I felt like I was watching an artist at work to
see this skilled family doctor pull together everything
he knew about her, her family, and her community
into practical and relevant advice, while giving hope
to a woman in desperate need of some.
Baby with polio brought to Dr Kurbonov’s office
And that moment took me back to the mountain. As
we left the home visit, Dr Kurbonov strode out ahead of the group, leading the way back to the village. Briefly
pausing to soak up the warm sun and enjoy the vista below, I watched him side step down the steep incline. I
was reminded of something that G K Chesterton wrote, “One sees great things from the valley, only small
things from the peak.” I thought to myself, “Chesterton got it wrong.” Looking down, I could see something
from the peak that was great – a family doctor who had dedicated himself to the people of his community. In
that moment, I felt humbled and honored to have spent a day with greatness.
We later asked Dr Kurbonov if there was anything he wanted or needed. He said two things came to mind. It
would be nice if his patients could have chairs to sit on while waiting to see him. They also need clean water
to wash. The other American and I are working on that. It seemed the least we could do after having our
spirits lifted and our life’s work reaffirmed by a climb up the mountain.
Professor Richard Roberts
All photos courtesy of Lisa Fleischer, MD.

February 2011: To India - Two Indias
Standing in my room, I hear the adhan, the Muslim call to prayer, float over greater Mumbai (formerly
Bombay) and its 20 million inhabitants, 80% of whom are Hindu. My hotel is located in the area known as
Bandra, which has the highest concentration of Roman Catholic churches in the world. Gazing west, I see the
sun burn bright as it falls into the Arabian Sea. Turning to the southeast, I look past one of Mumbai’s slums,
politely known as reclamation land, and in the distance, see a just-completed skyscraper glowing orange-red
as it reflects the sun.
Known as Antilia, the edifice is the most expensive private residence in the world. A home like no other, it is
valued at USD1 billion, and stands 27 stories tall, like a stack of crystal Lego blocks piled one on another.
Looking down, I watch a Mercedes with blacked-out windows glide past a plodding ox cart, on Bullock Street,
a name both ironic and British. Every Indian man seems to be working two or three mobile phones as he
speeds down the street in the back of a sputtering motorized rickshaw. To say that India is complicated is to
state the obvious. And so it goes with Family Medicine in India.
Within a space of six weeks, I attended two meetings of family doctors in India. The first was in Chennai
(formerly Madras), a city with one third the population and a fraction of the wealth of Mumbai. Chennai is
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situated on the southeast coast along the Indian Ocean and is the headquarters location of the Indian Medical
Association’s College of General Practitioners (IMA-CGP). The IMA has about 200,000 physicians, with about
20,000 being members of the CGP. Organized by the IMA-CGP, the annual International Congress on Family
Medicine attracted about 700 registrants. My IMA-CGP hosts were the President, Dr G Samaram, and the
Chief Advisor, Dr S Arul Rhaj, who also serves as President of the Commonwealth Medical Association. They
were wonderful hosts. The conference was an excellent meeting and included a number of international
speakers.
th

I returned to India to attend the 12 National Convention of the Federation of Family Physician Associations of
India (FFPAI) in conjunction with the
41st Annual Conference of the
General Practitioner Association
(GPA) of Greater Bombay. Dr
Ramnik Parekh, the newly installed
President of the FFPAI, was superb
as my host in Mumbai. Most of the
speakers were Mumbai area
specialists who shared cutting edge
advances in their specialties. The
conference was well received by the
850 registrants.
In addition to attending the two
conferences, I had the opportunity
to meet with medical students, trainees (registrars), and medical school leaders. I was privileged to visit family
doctors in their practices both in Chennai and Mumbai. My visits taught me much about the complexity of
Family Medicine in India.

Prof Roberts meeting with Prof Oak and faculty of Seth G S Medical College

In 1968, Delhi hosted one of the four annual world conferences on general practice that led to the official
founding of WONCA in 1972. India was one of the original 18 members of WONCA. Trained in good medical
schools, most built during British rule, general practitioners (GPs) in India appeared ready to claim a central
role in Indian health care as had British GPs. Then things became more complicated in India.
Rather than building a broad foundation of post-graduate training in family medicine, India medical education
constructed a spire of narrowing specialism. Over time, this meant that many Indian physicians became GPs
because they were unable to secure a specialty training post, not because they were making a conscious
choice to become GPs. India lacked a single unifying advocate for quality Family Medicine, such as a national
academy or college connecting all of India’s family doctors. The groups that could rally Indian family doctors,
such as a network of local GP colleges linked to a powerful national organization, seemed stuck in feudal
perspectives and focused on local issues. Declining interest in general practice and personality clashes
among leaders caused India to drift away from WONCA, with no official representation for almost the past
decade. Over the past year, India has returned to the
WONCA family.
The result of these trends has been two very different
Indias when it comes to health care. For the affluent few,
India has some of the best technology and sub-specialty
experts anywhere. With the world’s largest population of
those with diabetes, the Indian solution to obesity and
diabetes appears to be laparoscopic bariatric surgery,
touted by Bollywood actresses on the television. At the
same time, many millions lack access to basic health
care, either because of geography with few doctors
serving in rural villages, or because of poverty with 75%
of Indian health care paid by private funds beyond the
means of many. Today’s Indian GPs struggle with low
morale and prestige, and inadequate resources. They
compete in a chaotic medical market alongside legions
of specialists trumpeting all manner of procedures and
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cures. Few Indian medical students choose careers as family doctors.
Yet, I saw reasons for optimism in India. The tradition of general practice has been preserved by a dedicated
cadre of family doctors. Visits to the practices of Dr Jyoti Parekh and Dr N Seth confirmed that Indian GPs did
indeed care for families and had relationships going back 40 or more years. One of Dr Seth’s patients travels
2 hours by train to see him. I was encouraged by a
meeting with Professor Sanjay Oak, a pediatric surgeon
and Dean of the Seth G S Medical College. He has
committed to starting a post-graduate course in family
medicine. He and his faculty understand the need for
robust primary care.
Just as India is poised for greatness, I believe that
Indian family medicine is about to soar. Assuring quality
family doctors through post-graduate training and
continuing education; creating solidarity among Indian
family physicians through a well organized national
organization; and bridging India’s fascination with
technology and specialism with the need for more and
better primary and preventive care – these will be the
challenges and determinants of success for Indian
Family Medicine.

Dr Vibhakar, Prof Roberts and Harendra Adhvaryu.

Let me conclude by sharing the story of Doctors Vibhakar (family physician) and Harendra (Ayurvedic
physician) Adhvaryu. These two brothers have been practicing together for 40 years, in the same site as their
father and grandfather before them. Their business card lists Dr Vibhakar on one side and Dr Harendra on the
other side. They consult each other depending on the patient’s problems. With their blend of Occident and
Orient, they teach each other and better serve their patients.
It is fortuitous that India has re-connected with WONCA at this time. WONCA can help India advance family
medicine, which will be essential for the development of truly equitable and effective health care systems on
the South Asia sub-continent. With its passion for innovation and technology, India has much to teach us
about transforming primary care to meet the needs of a changing world. With the world’s largest democracy,
India also has much to teach us about living with complexity and diversity. It is important for all of us that
family medicine thrives in India.
To India: welcome back to WONCA.
Professor Richard Roberts

April 2011: Family Medicine on Top of the Middle of the World
Quito sprawls like a reversed ‘S’ along
the Guayllabamba river basin in northcentral Ecuador. Situated at 2,800
metres (9,200 feet), it is the highest
legal capital in the world. To the west is
the slumbering old volcano Rucu
Pichincha (4,700 m), with its younger
counterpart Guagua Pinchincha (4,794
m) sputtering nearby. On cloudless
days, the snow-capped volcano
Cotopaxi (5,753 m or 1,8874 ft) can be
seen to the north. In the middle of the
city rises El Panecillo (3,016 m or 9,895
ft), on top of which is an aluminum
statue of the Virgin Mary watching over
the city.
With its low-rise profile and many large

WONCA president Rich Roberts with a group of colleagues, in Ecuador,
including SEMF president, Dr Sanchez (centre), and Dr Rodney (third from r).
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parks, Quito feels livable even with two million inhabitants. Looking up at the peaks, while straddling la mitad
del mundo (“the middle of the world”), the Ecuadorean name for the equator; I felt like I was standing on top of
the middle of the world. As I came to learn during my recent visit to Quito, this seemed an apt description for
the state of Family Medicine in Ecuador, and much of the world.Invited by the Sociedad Ecuatoriana de
Medicina Familiar (SEMF), I was asked to speak at the XXIV Jornadas Médicas Internacionales Vozandes
2011. The conference drew about 400 registrants, with another 150 participating virtually through a webbased network. The educational sessions reflected the wide range of skills needed by Ecuadorean family
doctors, with workshops on electrocardiography, obstetrical ultrasound, and doctor-patient communication.
There were courses on advanced life support in cardiac care (ACLS), obstetrics (ALSO), and pre-hospital
trauma (PHTLS). Lectures addressed a number of diverse topics including domestic violence, chronic
disease, prenatal care, HIV-AIDS, and epidemiology. It was an excellent meeting with interesting and
informative presentations. Most exciting was learning that Ecuador has embarked on an initiative to put Family
Medicine at the center of its national health reform agenda.
Ecuador has set a goal to have 4,000 qualified family doctors within the next five years. A recent constitutional
amendment makes health care a basic human right. The government has proposed a program of universal
coverage for basic health care. National leaders understand that this goal will not be met without adequate
numbers of primary care professionals. Ecuador’s significant revenues from petroleum and minerals place
them in the enviable position of having the financial resources to accomplish the changes needed to meet
their health care goals. A major limiting factor however, will be their ability to train and retain sufficient
numbers of family doctors.
Over the past two decades about 250 qualified family doctors have completed the three year Family Medicine
Residency curriculum after six years of medical school. While there are 15 medical schools in Ecuador
graduating about 1,500 physicians each year, only 20 or so enter one of the three Family Medicine residency
programs. Thus, with 13 million people
served by 20,000 physicians, about 4,000
of whom are general doctors, Ecuador has
a great need for more family doctors. The
gap between the number of family doctors
they have and the number they need is
likely to grow without major changes in the
training, support, and pay of family
physicians.
The reasons for the gap are similar to
those observed across the globe.
Specialists are held in higher esteem and
are paid more. The average family doctor
earns about USD 20,000 per annum. The
average specialist earns about double that
amount, with some earning USD 80,000
annually. Even the better Family Medicine
centers are under-resourced. Along with
Rich Roberts surrounded by enthused young colleagues on the last night of
fellow American, Dr Bill Rodney, I visited
the conference in Ecuador.
one of the best centers. The four family
doctors at “La Ecuatoriana” have worked hard to build the practice, since the 30-year old clinic was upgraded
from general to family doctors, in 2006. The practice has grown substantially and serves a population of
16,000. Despite the doctors’ best efforts, patients often must travel 1-2 hours by bus, to the hospital, for many
diagnostic and therapeutic services, that could be provided in the clinic. Bureaucratic policies and limited
budgets constrain what the clinic can do. Not surprisingly, when we attended a community meeting of about
30 patients, one of the first requests was for easier access to specialists.
Against this backdrop, how can Ecuador achieve a nearly 20 fold increase in family doctors over the next five
years? I believe they can do it through an approach that will require several strategies. The number of training
programs and the number of graduates per program must be increased. These increases are important, not
only to provide more practicing family doctors, but to have sufficient numbers of teachers and role models for
medical students considering a career in Family Medicine. Ultimately, I believe that most of the needed family
doctors will be drawn from the large pool of general physicians who will be interested in increasing their skills,
and improving their pay, by becoming family doctors. Fortunately, Ecuador can look close to home for
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examples of how to increase the qualifications of practicing general physicians interested in becoming family
doctors. Brazil posts qualified family doctors as tutors among general doctors in health centers, under the
Family Health Program. Argentina has developed a distance learning program known as PROFAM, which
provides on-line training to general doctors.
As my plane cleared the volcano peaks on my way home from Quito, I found myself asking two questions:
Can Ecuador transform its health care system by providing universal coverage and putting family doctors at
the center of it? Can Ecuador’s family doctors meet the high expectations that are being asked of them?
On the first question, my meetings with top officials at the three ministries responsible for health,
development, and inter-agency coordination suggested that there is understanding, at the highest government
levels, of the major changes that are urgently needed. Ecuador also appears to have the financial resources
to accomplish those changes. It will be the leaders and their ability to redirect resources and bureaucrats that
determine whether those changes actually occur.
As to the second question, I was most impressed with the energy and enthusiasm of the family physician
leaders I met, such as SEMF President Dr Galo Sanchez. Ecuadorean family doctors are well trained and
committed to helping their patients and communities. Even so, I could sense anxiety on the part of some of
them about whether they were up to such a challenge, given their small numbers.
At a reception on the last night of the conference, one of the local family doctors wanted my opinion on
whether Ecuador could accomplish these big changes in such a short time. I nodded toward Ecuador’s first
family doctor – she had traveled some distance from her rural community to attend. I noted the busy medical
school dean, a family doctor, who felt it important to attend. I pointed out the many young and enthused
medical students and residents who enlivened the party. I told him that in response to such questions, I am
often reminded of a quote from the anthropologist Margaret Mead. She was once asked how a small group of
dedicated people could change the world. Her answer was, “that is the only thing that ever has.”
As I travel the world learning and working to improve the health of all people by advancing Family Medicine, I
am more certain than ever than our time has come. Leaders everywhere are eager to have more of what we
have to offer. Our challenge is to deliver on the promise of Family Medicine. In this time of great flux in health
care systems, I would urge all of us to watch – and help – as the family doctors of Ecuador lift its health care
system to the top of the middle of the world.
Professor Richard Roberts

June 2011: Reflections from Geneva: NCD at WHA
The sunshine was glorious. The setting was spectacular. The stakes were high. We were in Geneva for the
th
64 meeting of the World Health Assembly (WHA). The talk of this year’s WHA was non-communicable
disease (NCD), but more on that later.
Each May, the WHA brings together the 193 member states that comprise the World Health Organization
(WHO). Led by their health ministers, the WHA delegates discuss current issues, adopt policies, and elect the
leadership of WHO. The past several years have been difficult financially for the donor nations and thus for
WHO, which had a budget shortfall of USD 300 million, in 2010. WHO has reduced its staff of 2400, by 300
people. This year, the WHA trimmed the WHO budget
request by 20%, down to USD 3.98 billion over the next 2
years. The United States is the largest annual donor, at
USD 250 million; followed by the Bill & Melinda Gates
Foundation, at USD 219 million.
The WHA plays out over nine days, but the first two are
when most of the non-governmental organizations (NGOs)
meet with each other and WHO staff. Michael Kidd,
WONCA President-Elect; Iona Heath, WONCA Liaison to
WHO; and I represented WONCA at this year’s WHA.
Michael had the most experience at WHA, so Iona and I
spent several days chasing him up and down hills and
stairs, winding around buildings, and climbing some more
Profs Iona Heath, Richard Roberts at the WHA
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hills and stairs. We hustled between the Palais des Nations, where the General Assembly met; WHO
headquarters, where we conferred with staff; and area hotels, where we heard presentations by, and
networked at receptions with, the leaders of the many other NGOs attending the WHA. Our two days in
Geneva were very full, with non-stop sessions between nine in the morning and ten at night.
On our second day, there were two guest speakers. Sheikh Hasina, Prime Minister of Bangladesh, spoke of
her vision of a “Digital Bangladesh” by 2021. She plans to lift her nation to middle income country status
through investment in education and health programs. Bill Gates, co-chair of the Bill & Melinda Gates
Foundation, described his commitment to vaccines.
This year, there was a curious disconnect between the official debate and less formal discussions away from
the floor of the Assembly. Numerous delegates spoke out on the floor and in committees of the continuing
need to strengthen health systems and to advance integration of care through primary care. Yet, the buzz in
the Serpentine coffee shop of the Palais and the NGO-sponsored panel presentations at the hotel receptions
focused on NCD.
The growing importance of NCD is
irrefutable. NCDs have surpassed infectious
disease as the leading cause of mortality.
Four NCDs – cancer, cardiovascular disease,
chronic respiratory disease, and diabetes –
now account for about 60% of deaths
worldwide. The relative burden on poor
countries is even greater, with 80% of NCD
deaths occurring in developing or transitional
economies. Tobacco use, unhealthy diet,
physical inactivity, and the harmful use of
alcohol are the four behaviors that drive
these four important chronic conditions.
These four diseases and four behaviors have
prompted a “4 by 4” campaign.
The disease-focused NGOs hope that “4 by
4” will move the global community to action
on NCD, much as “3 by 5” propelled HIVAIDS efforts earlier this decade (3 million
View of the World Health Assembly meeting in Geneva.
people in developing countries started on
anti-retroviral medications by 2005). In 2001,
HIV-AIDS was the theme of the first and thus far only United Nations (UN) Summit on a health topic. The UN
has agreed to convene a second health Summit, which will focus on NCDs, and which is scheduled for 19
September 2011, in New York City. A UN Summit on a health issue may seem like a good thing, but it raises
several important concerns that the WONCA team emphasized in Geneva.
While cancer, cardiovascular disease, chronic respiratory disease, and diabetes are important, there are
many other chronic conditions that also cause considerable morbidity and mortality. Even more worrisome is
that the UN Summit on NCDs does not plan to include the perspectives of primary care or mental health. The
NCD community argues that to include more than the four specified conditions will dilute their message and
confuse their target audience – UN leaders. These are the same leaders we ask to deal with issues like the
global economy, armed conflict, and poverty.
As I made my way home from Geneva, I reflected on our busy two days. I was impressed by the good will and
good intentions of the many leaders of NGOs, WHO staff, and WHA delegates that we met. It was heartening
to hear their expressed support of primary care. Yet, it was distressing to watch that support wither in the face
of the narrow agenda of the NCD community and their industry supporters.
I left worried that primary care’s increased visibility over the past few years will be overshadowed again by the
granular focus on single diseases. I thought back to the first UN Summit on a health issue. That Summit on
HIV-AIDS raised global awareness and resulted eventually in the Global Fund. The resulting dramatic rise in
AIDS funding however, tempted some local health systems and professionals to concentrate exclusively on
HIV-AIDS to the detriment of the overall health of the greater community. It was this unintended outcome that
stimulated the creation of the “15 by 2015” initiative. www.15by2015.org
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This international effort asks donors and funders by 2015 to dedicate at least 15% of their funding for targeted
diseases (vertical programs) to the support of the primary care infrastructure (horizontal programs).
We will continue to press NGO leaders, WHO and UN staff, and national ministries to include primary care
and mental health in their planning for and deliberations at the UN Summit in September. It seems that the
international health community now knows who we are, but needs to understand that their words of support
mean less than our opportunity to speak for ourselves. We have more work to do. Your advice and support
are most appreciated.
Professor Richard Roberts

August 2011: The Uneven Climb – Part 1
WONCA’s vision of a world where every family has a family doctor has always seemed like a huge mountain
to climb. Experienced climbers expect some parts of a climb to be easy and other parts to be difficult. What
makes parts easier or more difficult is usually the weather overhead or the terrain underfoot. Recent travels to
Denmark, Romania, Spain, and Brazil revealed storm clouds over family medicine’s horizon and a changing
political landscape that may trip up family medicine’s ascent. I hope that the clouds will pass with
improvement of the global economy and that the shifting earth will settle. I fear however, that the thunder and
tremors may signal important warnings about health care, and about us.
My next columns will describe these warnings in two parts.
In this issue of WONCA News, I contrast in part one a country where family medicine has a long and strong
tradition (Denmark) with a country where family medicine is struggling to gain traction (Romania). The next
issue of WONCA News will include part two, in which I will discuss two nations where the national health care
system has been re-built over the past two decades on a foundation of family medicine. In those countries, a
fiscal crisis (Spain) and a change in government (Brazil) have threatened the continued climb of family
medicine.
Copenhagen in April
April was classic Copenhagen. The weather
shifted frequently from gray and rainy to bright
and breezy. A railway warehouse converted into
a hotel and sports facility was the venue of the
annual meeting of EQuiP (European Association
for Quality in General Practice/Family Medicine).
Hosted by the Danish college of general
practitioners (DSAM), the meeting was a
wonderful opportunity to hear from European
experts on quality in primary care, and to learn
more about Danish health care.
Denmark has 5 million people and 12,000
physicians, slightly less than one third are family
doctors. There are four medical schools
producing 800-900 graduates annually, about
200 of whom enter five year GP post-graduate
training programs. About three fourths of Danish
GP trainees are female. Danish GPs own their
practices – a usual group is 4-5 doctors,
although about half are in a solo or single
handed practice. A typical day involves 30-35
consultations. Payment to GPs has been a mix
of capitation and fee-for-service.

Rich Roberts (centre front) during the EQuIP banquet

A new contract with government went into effect
on 1 April 2011, which will shift the capitation to
fee-for-service ratio from 25:75 to 50:50. The
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Danes have invested heavily in primary care and reduced the number of hospital beds by about half over the
past decade. Danish GPs have benefited from this shift in funding from hospital to primary care, with average
yearly salaries now around USD 200,000, or 10 per cent more than the average specialist.
I spent a session with a GP as he saw patients in his practice. One consultation involved a middle aged
woman with high blood pressure (210/115) who was stressed by family events and who was reluctant to take
her prescribed medication. I listened with admiration as the GP gently negotiated a management plan she
found acceptable. Even more important was his soothing style and his unrushed approach, which encouraged
her to share her worries about her family.
Patients, professionals, and politicians all seem generally happy with the Danish system. Yet, I caught a
glimpse of some concerns. As more family doctors work fewer hours, there are concerns about continuity of
care and a sufficient work force. Offsetting that trend is the tendency of more GPs to retire at age 62 or 63,
rather than 60, now that their practice duties have lightened with no out of hours duties and their pensioner
finances have been made less secure by the adverse global economy.
Communication and coordination with secondary care need improvement – the famed Danish electronic
health record platform does not yet connect all parts of the health care system. About 15 years ago, hospitals
began hiring GPs to improve communications between hospital and primary care, but this has not worked as
well as hoped. An increased focus on measurement and improvement (registries track 30 disease conditions)
comes at a time when government funding for GP quality units has been cut in half.
Bucharest in May
The climate in Romania was very different in May. The sun was warm and inviting. The Carpathian Mountains
were spectacular. The European Association of Remote and Isolated Practitioners (Euripa) had come to
Sinaia for its 2nd Rural Health Invitational Forum. I felt among kindred spirits as we discussed the joys and
challenges of rural practice. Before Sinaia, I had several days in Bucharest meeting with medical students and
family medicine trainees, and observing a family
doctor at work.
My afternoon in a Bucharest practice included a
middle aged woman asking for disability papers to be
completed for her adult daughter and a man with
chronic abdominal pain. Paperwork and chronic pain
are familiar to every family doctor working in any
language.
Not only was the weather opposite between Denmark
(unsettled) and Romania (fine), their health care
systems were opposite. Danes benefit from a well
resourced, primary care based, high performing
system, while Romanians suffer under an underresourced, specialist and hospital-centered, poor
performing system. Spending less than any other
European nation, Romania devotes 4.4% of its gross
domestic product (GDP) to health care, about half
that of Denmark.
Euripa leadership at their conference in Sinaia, Romania.
Prof John Wynn-Jones, president of Euripa, is centre front

Romania has about 21.5 million people, but is
gradually losing population with a death rate that
exceeds the birth rate and with losses to out-migration. Similarly, Romania produces fewer doctors than it
loses to death, retirement, or emigration, especially to Belgium, France, and Italy. There are 12 medical
schools, 2 in Bucharest, that graduate about 4800 doctors each year. Romania has about 48,000 physicians
with about one in four being family doctors, all of whom must qualify by passing an examination.
From 1949 to 1989, Romania had a centralized state-run health system. But after the fall of Communism in
1989, major health system reforms began and a health insurance system was established. Up until three
years ago, family doctors were managing fairly well. They owned their practices and were paid on a capitation
basis. They were supplied with a laptop and printer. More recently, they are being pushed by the state run
health insurance system to accept more fee-for-service (up to 50%), but they are limited to charging no more
than one (1) Euro per consultation and they will not be paid for more than 400 consultations per month.
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Thus, Romanian family doctors appear caught in a system designed to make them fail. They must pay their
own practice expenses (typically about 70% of their revenues and rising), while their fees are set by the
government. The average Romanian family doctor earns about 600 Euro (about USD 860) per month after
paying expenses. During my time in Bucharest, I tried to impress these concerns on to the Minister of Health.
He had nice things to say about family medicine, but those supportive words have apparently not been
translated into supportive action.
The two groups that represent family doctors (the scientific society and union) were locked in intense
negotiations with the Health Insurance House much of the first half of 2011. I learned later that the
negotiations had turned ugly, in June, as government officials reportedly used the media to mount personal
attacks on the two women representing the two family doctor groups. Their courage and perseverance during
those tense months were inspiring.
Contrasts
The contrast between the Danish and Romanian health care systems was shocking. Danish family doctors
are viewed as the hub of their system and have significant power and resources. Romanian family physicians
are marginalized and have too few resources. Yet, I was impressed by the similar problems their patients
brought and by the dedication shown by the family doctors of both countries.
I will conclude part two with lessons learned and with some suggested strategies for family doctors and their
colleges.
Until then, to my Danish friends: Tak
for your gracious hospitality and for
the success of the Danish primary
care system, which stands high up
the mountain as a vision for us all.
To my Romanian friends: Mulţumesc
for your many kindnesses during my
stay, for your continuing the climb up
a very difficult slope, and for having
the courage to shout out the story of
family medicine when others have
tried to silence you.

Rich Roberts meets with Romanian family physicians to discuss their concerns

Richard Roberts

October 2011: The Uneven Climb – Part 2
In the previous issue of WONCA News, I contrasted Family Medicine in Denmark and Romania. Danish family
doctors stand tall atop their health care system. Romanian family physicians have a challenging ascent up a
very steep slope. In this issue, I reflect on Spain and Brazil – two countries where the national health care
systems have been re-built over the past two decades on a foundation of Family Medicine. A fiscal crisis
(Spain) and a change in government (Brazil) now threaten the continued climb of Family Medicine in those
nations.
Zaragoza en junio
After three flights, two taxi rides, and one high speed train from Madrid, I arrived in early June in Zaragoza,
Spain. Built along the Ebro river, Zaragoza is located in a valley between the Pyrenees Mountains to the
northeast and the Iberian System to the southwest. It is the fifth largest city in Spain, with a metropolitan
population of about 800 000. Zaragoza has a 2,000 year history of diverse rulers. It was founded by Caesar
Augustus, captured by the Goths, ruled by Muslim emirs, and governed by the Kingdom of Aragon before
becoming part of modern Spain.
My travel to Zaragoza was to attend the annual conference of semFYC (Sociedad Española de Medicina de
Familia y Comunitaria). The Spanish Society has just under 10,000 members. There were about 3,000 in
attendance at the meeting. The Spanish make a special effort to reach out to medical students through a preconference meeting. I participated in a lively panel that discussed the future of Family Medicine in Spain.
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Several of the professors and deans acknowledged that the Spanish medical school curriculum needed to
become more student-centered and relevant to primary care.
During the course of the conference, there was much concern about potential cutbacks because of the
government’s financial crisis. Another issue was the effort to create a specialty of Emergency Medicine, which
was viewed as a threat to Family Medicine. The relative absence of Family Medicine in academia was also a
subject of much discussion.
I spent a portion of one day watching an experienced and skilled family doctor at work in his health center.
Averaging about 5-7 minutes per person, he sees about 40-60 patients each day. His practice was limited to
those over age 14, which is the norm for Spanish family physicians. A government established electronic
health record provided easy access to information for each patient’s history, lab results, imaging studies, and
so on. The range of patient concerns was familiar: musculoskeletal complaints, multi-system problems in the
aged, infections of various sorts.
My overall impression is that the family doctor plays an important role in the Spanish health system. A heavy
volume of visits (40 per day compared to 25 per day for other specialists) makes it difficult to address the
range of problems that patients present, or to know the patient as well as the doctor would like. Part of the
solution will be to raise the visibility and status of family doctors in Spanish society in general and medical
schools in particular.
Brasília em junho
Several weeks later, I traveled to Brasília for the annual meeting of SBMFC (Sociedade Brasileira de Medicina
de Família e Comunidade). Built in the 1950s as a planned capital city to connect the country, Brasília
consists of broad boulevards and futuristic government buildings. Growing at a rapid rate, Brasília now has
more than 2.5 million inhabitants.
With more than 4,000 registrants, the SBMFC meeting was a reflection of Brazil – big, enthusiastic, and on
the rise. I was kept so busy that I did not have the chance to visit a family doctor’s practice in Brasilia,
although I have had the pleasure on previous trips to observe family doctors at work across much of Brazil.
One of the most interesting portions of the meeting consisted of sessions with new officials from the Health
Ministry. The previous federal government pledged to have all 180 million Brazileiros connected to 90,000
Family Health Units has been slowed by a lack of qualified family doctors. With only 30,000 Units established
thus far, the new government had concluded that there was a gap between the promise of the highly touted
Family Health Program and the current reality. There is a desperate need for more qualified family doctors.
The new government, eager to leave its own imprint on the health system, has begun to talk about allowing
more local flexibility, including a reversion back to the old polyclinic model with care provided by specialists or
general doctors without primary care expertise.
The wavering by the government generated a great deal of discussion on the part of the SBMFC members
who have worked hard to make the Family Health Program successful and to achieve and maintain
qualification as experts in Family Medicine and primary care. People lined up at the microphones to confront
government representatives and share their concerns that the health system was taking a step backward. The
family doctors were quite vocal in expressing their worries about losing many years of effort to build a better
Brazilian health system.
On my return home, I thought about what I had learned in Spain and Brazil. These are two countries that had
expressed commitment to, and invested heavily in, health systems built on a foundation of family doctors. Yet,
when economic times became difficult (Spain) or a new government wanted to be credited with a new system
(Brazil), the support for family doctors weakened. These examples reminded me that we need to become
more than the friends of any one government – we need to be embedded in the fabric of our cultures. In the
end, it is our patients and communities that must be our most dependable allies.
Climbing skills
Leaders of both semFYC and SBMFC asked me for suggestions on how to strengthen the position of Family
Medicine in their countries. Following are some of the strategies I offered to both Societies, which are built
around three questions they put to me.
How do we respond to proposals by the Health Ministry that do not support Family Medicine?

17

WONCA From the WONCA President: 2010-2013
There are three possible responses: “we do not agree,” “we agree,” or “we agree with some of your concerns
and goals, and offer the following better ideas.” Let’s examine each of the three options:
“We do not agree” – outright disagreement with the Ministry is a risky proposition since most family doctors
work for the government and the government has very substantial resources and media access to persuade
the public of the correctness of its position.
“We agree” – agreement with the Ministry will maintain the important alliances built up between the Ministry
and the Society, but puts the Society in the position of endorsing policy proposals that weaken support for
family doctors, and risk the loss of confidence of family doctors in the Society.
“We agree with some of your concerns and goals, and offer the following better ideas” – this is the best option.
When the Ministry expresses concerns about costs or the need for local flexibility where there are not enough
family doctors, the Society should agree with the government about these real concerns. The Society should
then show the data it has that total costs will go up and outcomes will worsen if they use other health care
workers (nurses, general doctors) or other specialists as the entry point into the health care system. The
Society should also develop a proposal to deal with those local situations where there are limited numbers of
family doctors, but more workers or specialists of other types. For example, in communities without enough
family doctors, their mayors could be brought together in a local summit with family doctors from their areas to
discuss better ways to cover all of the population. It can be helpful to look to others to help you make your
case for a new and better strategy for access – enlist health services researchers who are sympathetic to your
cause and know the data; also ask for help from researchers and others outside the country who can assist.
How do we identify and reach our targeted audiences with our message?
Your target audiences are: governments (federal, state, municipal); influence leaders, media; and patients
(the general public).
Governments:
Use the government’s own data, which show that Family Medicine is the best way to provide health care that
is lower cost and better quality than traditional basic health units. Many times, public officials look only at the
direct costs (a family health unit costs more to set up than a traditional basic health unit), but do not consider
all the costs (there are fewer referrals to hospitals or other specialists through a family health unit, which
becomes much more expensive overall than the direct costs of the family health unit). In discussions with
governments, the Society must speak to the issues and not to political parties or politics. If the Society is seen
as linked only to one side of the political spectrum, such as the left, then the Society will be ignored when the
other side (the right) comes into power. The focus should be on what’s best for patients and family doctors,
not to serve anyone’s specific political agenda. There may be some (or many) Society leaders who had good
friends in the old Ministry and who are not good friends with the current Ministry officials. It may therefore be
necessary to have other family doctors step into their place when representing Society concerns to the current
Ministry.
Influence leaders:
Every community has many influence leaders, some of whom are formal (mayor) and some of whom are
informal (TV talk show hosts, business leaders, religious leaders). Ask family doctors to begin to discuss your
concerns with the influence leaders they know in their communities. Develop presentations for Rotary, the
Chamber of Commerce, church groups, and other organizations that make it easy for family doctors around
the country to tell the successful story of Family Medicine and the need for the country to continue to invest in
Family Medicine.
Media:
Reach out to the media by offering ideas (even write scripts and suggest actors!) for soap operas (novellas),
talk shows, or newspaper articles written by the Society. A story idea: "The secret patient": journalists with a
hidden camera pose as patients and go to different specialists and show the different advice, outcomes, and
costs they experience.
Patients/public:
Take an active role in the local health councils. Patients who benefit from your services are your best form of
advertising. Reach out to all social classes. Even if a wealthy owner of a business gets his care through
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private insurance and other specialists, show him that his workers will be healthier and miss less work if they
get their care from a family doctor.
How do we move forward?
It is crucial that the Society develop a specific action plan with achievable goals and actions to reach those
goals.
1 – Set your goals:
What is your dream or vision for family medicine? The Society must set specific goals to achieve. Examples:
“We want primary care spending to go up by 20% each year.” “We want qualified family doctors to be paid at
100% of the average pay of all doctors.” “We want the number of new Family Medicine practices to increase
by 1000 per year.” Your ultimate focus should be on what is best for the people and for society.
2 – Offer better changes.
The Society is in the difficult position of having to defend the status quo (the current Family Medicine-based
strategy), which is associated with the old government. Politicians – and the public – always want a sense that
things are changing for the better. Offer them a new and improved strategy that addresses their concerns
about the current system.
3 – Promote your position.
Develop good relations with all your stakeholders. Train your members (especially residents and young family
doctors) how to develop those relationships and to present well before groups and the media. Create a
Speakers Bureau, which identifies, trains, and supports family doctors who are good spokespersons across all
of the country.
4 – Network with others.
Activate people who know people. Develop a list of influential people that Society members know – it might be
relatives, patients, school mates, and so on. Ask them to help you with your cause. Even other specialists can
help you. Many of them support the Family Medicine and can support you in the media and with other
influence leaders. John F Kennedy once said, “we have no permanent friends, we have no permanent
enemies, we have only mutual and shifting interests.” Understand and appeal to the interests of others that
you would like to bring over to your cause.
5 – Reframe the debate.
Ask yourself: why is the Ministry proposing a change? Is it because of money? (you can show them that
Family Medicine is less expensive overall) Is it because of unhappiness with the current program? (for every
mayor or patient who expresses unhappiness with the current program, you can bring forward 100 who are
very happy) Is it because as a new government, they feel the need to offer change, any change? (you can
agree with the need to make the current program better and offer specific recommendations for improvement,
thereby allowing the new government to feel like they’ve accomplished something new and good).
6 – Keep the faith.
These kinds of challenges are exhausting and require time, money, and energy. Support each other. Know
that you are not alone. When necessary, bring in others from the outside (outside your specialty, outside your
community, outside the country) to help you when needed and to boost your energy when needed. The stakes
are high. The country should not step back from its ambitious goal to have every person with access to a
family doctor. This is more important than any one country – many countries, especially in Latin America,
have listened to the excitement and good results of the Family Medicine programs in Spain and Brazil. If
either country backs away from Family Medicine now, it will decrease the reputation of the country (Why are
you changing directions? Were you wrong before? Are you wrong now?) and it will jeopardize similar reforms
in other countries.
Why make the climb?
Much of the world (re)discovered Family Medicine with the new millennium. Intoxicated by these expressions
of support, many of us in Family Medicine assumed prematurely that it would just be a matter of time before
we climbed to the top of our health care systems. We have learned that the climb can be arduous and is not
assured. But then, no one promised us that the climb would be easy, only that it was important.
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Professor Richard Roberts

December 2011: The theme is team: Primary Health Care in
Chile
Chile is a country of contrasts. Down the length of the nation, the heights of the Andes are only a short
distance from the depths of the Pacific. Chileans (“Chilenos”) are friendly and direct, yet self-doubting and
cautious.
In October, I was invited to Chile to speak at the annual meeting of the Sociedad Chilena de Medicina
Familiar (SOCHIMEF), which attracted approximately 250 registrants. Especially enjoyable was the chance
to visit with about 100 representatives of 12 Latin American countries, at a meeting of the young family doctor
movement known as Waynakay, Quechua for
“youth.”
I had been to Chile before, but during this
week long trip I was able to see more of the
country and to spend more time examining
primary health care. My visit to Chile
reminded me of the importance of the primary
health care team. Few national health
systems have put as much thought and effort
into primary care teams as has Chile.
The context
First, I should offer a few reflections about
Chilean history and its health system. Always
present, but not often discussed, is the painful
history that has shaped modern Chile. The
politics of late 20th century Chile reflected the
excesses of both the left and right, from the
expropriations, hyperinflation, and people’s
militia of Allende to the Caravan of Death
Picture of a funicular in Vina del Mar, where the SOCHIMEF annual
(death squads) and Desaparecidos
meeting was held.
(“disappeared”) of Pinochet. Understandably,
these deep wounds have still not healed in
Chile, which is why few Chilenos wanted to revisit that history when I asked them. Yet, to understand a
country’s health system, it is first necessary to understand its history and context.
Built on mining and agriculture, Chile is viewed today as one of the most stable and prosperous countries in
Latin America, with the highest per capita income in the region. In 2010, it was the first country in Latin
America admitted to the OECD (Organisation for Economic Co-operation and Development). At the same
time, Chile has significant income inequality, with about one in four living in poverty.
The concept
The first family doctors were trained in Chile in
1982. After 17 years in control, the Pinochet
government left power in 1990. The overlap of
the two events is not coincidental. Arising out
of a public health tradition, the primary health
care system (“APS” or Atención Primaria de
Salud) was designed to serve as a safety net
for the poor and to promote equity. The APS
system is funded and governed primarily by
the municipalities. APS services are generally
free to the user. As the gap grew between rich
Photo of a typical home in middle class portion of Santiago.
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and poor during the Pinochet years, APS was one way to reduce the disparities. Primary health care teams
(“equipo de APS”) were constructed carefully to avoid the arbitrary rule of a few dictators and to advance the
ideals of democracy and egalitarianism – everyone on the team was important.
Given the substantial number of poor Chilenos, the APS strategy has worked. The WHO report published in
2000 that compared the world’s health systems ranked Chile 21st for health outcomes and 33rd for overall
performance. Chile’s achievements in maternal and child health have been especially notable.
About three out of four Chilenos depend on the public health system, which is centered on APS. There are
two APS doctors per 1000 people, which works out to about 25,000 doctors in APS, only 500 of whom are
trained family doctors – most are general doctors. Across Chile, there are slightly more than 1900 APS units
and 183 hospitals with 26,000 beds. The six public and 12 private medical schools graduate about 800
physicians annually, only about 5-10% a year choose a residency in Family Medicine. An APS doctor earns
about USD 2000 per month
for 20 hours per week
working in the APS unit.
While some family doctors
are full-time public employees
in APS, most work another 20
hours per week or so in the
private sector, where they
typically earn another USD
3700 per month.
The culture
The national health strategy
includes nine objectives, 50
metrics, and 513 indicators,
which can be found at
http://deis.cl/minsal. I believe
that a large part of the
success of the Chilean health
system can be attributed to
its APS strategy. Targets for
routine services that everyone should receive (immunizations, prenatal visits, etc.) are achieved with
considerable dependability.
Group photo of some of the doctors of the University of Chile Dept of Family and
APS teams are multiCommunity Medicine. Dra Isabel Segovia, one of the very first family doctors in Chile
disciplinary and consist
and now chair at the University of Chile is seated to the right (wearing gray).
typically of a doctor, dentist,
nurse, midwife, and
community health worker, along with ready access to mental health workers and other professionals. Teams
participate together in a certification program that is taught on Friday afternoon and Saturday every two weeks
for nine months. One Saturday, I was able to watch the various teams learning together as they worked
through case presentations and discussed the philosophy and tactics of primary health care.
I spent an afternoon watching a compassionate family doctor, Dra Paola Rodriguez, as she consulted with
patients. During one consultation, she diagnosed a nine year old girl’s cough as seasonal allergies and
prescribed chlorpheniramine. She then turned to the girl’s 65-year old grandmother who had brought her to
the doctor. The grandmother’s diabetes, polyarthralgia, and worry over the mental health problems of her
adult daughter occupied most of the 45 minute consultation. At several times during the office visit, other
members of the APS team stepped into the room to drop off papers for signature or to pass along a brief
message to Dra Paola. It was clear that the other members of the PHC team helped make sure that the two
patients were up to date on immunizations and other routine services.
The caution
Much of what I saw in APS in Chile was admirable. The facilities were clean and had the necessary
equipment. The APS teams were staffed by capable health care professionals who were caring, committed,
and competent. The teams appeared to function as they were designed – a variety of skills were available,
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everyone on the team was valued, and routine services were accomplished dependably. The result is that the
basic health indicators for Chile are excellent given the amount of funds they have to invest on health care.
Yet, Chile could do better. The work of Starfield and others has shown that the two key aims, and assets, of
primary care are the continuity relationship and comprehensiveness of services. In Chile, APS patients have
access to information and management continuity (i.e., the APS units they attend record their information in
the electronic record and the units follow standard protocols). However, APS patients do not have much
personal continuity, as they are handed off from one health worker to another. In conversations with several
dozen family doctors, I could not find one who had stayed with the same APS team for more than 3-4 years.
This is concerning since the full power of a continuity relationship appears on average to require 3-4 visits
over 2-3 years.
I believe that the future of health care will require not only doing the routine dependably, as the Chilenos have
done superbly, but also addressing the growing complexity and multiplicity of health problems that individual
patients will increasingly present. Continuity relationships will be even more important as health professionals
seek to leverage that trust to promote healthy behaviors, assure adherence to complex treatment regimens,
and coordinate care across many clinicians.
As family doctors, most of us could not conceive of having a satisfying and successful practice without a team
of colleagues to extend our reach and relationships with patients. Yet, teams are accountable only to team
members. For example, it is impossible for a team to apologize meaningfully to an injured patient. That must
be done by a person, or by several people, not by “the team.” Teams also consume enormous amounts of
energy and time, as considerable effort is invested in keeping everyone on the team happy and effective.
Health care is a series of dyadic relationships. Ideally, all of the members of the health care team will
individually have valued and trusted relationships with each patient they serve. Ultimately, there is a need for
someone to make sense all the pieces of health information and connect those to the patient’s values and
preferences, while understanding the patient’s family and context. Around the world, we have found that the
family doctor is best suited to play that role.
Why then do the APS units in Chile have a difficult time keeping family doctors on their teams? My answers
are not what you might think. The usual response is that the specialty of Family Medicine is not well known or
valued among health professionals or the public. While that might be true, it is not a relevant argument for the
physician who has chosen Family Medicine and yet moves from one APS unit to another. Another response is
that family doctors are not paid as well as other physicians. While that is also likely true, it does not explain
why the family doctor moves from one low paying APS unit job to another.
I believe the problem is that the members of the APS team have defined their roles as a series of tasks, or
things they do to patients, rather than as extending or enhancing the relationship that the family doctor has
with every patient, regardless of problem. Even among the family doctors in Chile, there have been examples
of this, such as recent efforts in some training to create a family doctor who specializes only in adults or only
in children. The practical import of this is that the various members of the team view themselves as the
exclusive purveyor of a limited set of services (“this is [only] what I do as a family doctor for children, a nurse,
dentist, etc.”), and not as collaborators in helping the family doctor to establish and maintain a trusted healing
relationship, and provide comprehensive services. This replicates within the APS team the same
fragmentation of services one finds in specialist-dominated systems such as in my own country, the United
States.
We can also see these trends in other countries that have lost some of their primary care luster as they shifted
their focus to achieving biometric targets by delegating tasks to an ever more complex array of specialized
professionals within the primary care team, such as occurred in the United Kingdom with its Quality Outcomes
Framework. Over time, such shifts mean that more energy is devoted to improving team effectiveness and
pursuing system-defined outcomes, to the detriment of a holistic approach to care and to the patient’s agenda.
This fragmentation will eventually lead to more iatrogenic harms, worse outcomes that matter to patients, and
lower patient satisfaction.
The challenge
Most health systems depend on doctors to make most of the resource allocation decisions (when and what to
prescribe? when to send to hospital? when to refer for specialist consultation?). Yet, if other team members
are allowed to choose their tasks only with an eye to what they enjoy doing most, then the family doctor is
typically left with much of the drudgery of practice (writing letters for disability or absences, signing off on the
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care decisions of others), at the expense of the joy and meaning of the relationship with the patient, with its
attendant negative impact on resource decisions.
Chile has created an APS system with enviable results. To improve further, the emphasis will need to shift
more to the patient’s agenda, rather than focusing primarily on system-defined outcomes, and to make explicit
the primacy of the relationship between patient and family doctor, rather than indulging each team member’s
desire to do only self-defined work.
Chile is a beautiful country with a good primary health care system. It could have a great system if it improved
the role, status, support, and payment of family doctors.
Professor Richard Roberts

February 2012: Leading and learning: reflections half way
through
As 2011 came to a close, which is about halfway through my term as WONCA President, it seemed
appropriate to reflect on the experience thus far. Traveling to more than 50 countries, meeting with heads of
governments and global leaders, and leading WONCA through significant changes have been exciting,
enlightening, and exhilarating. It has been an extraordinary 20 months.
Sweet sorrow
A painful task was informing WONCA members of the sudden and unexpected passing of Professor Barbara
Starfield, in June. Barbara’s death shocked all of us. She was such a giant intellect and was always so
energetic that we thought we would have her forever. Her loss is inestimable – she was a true friend of Family
Medicine and enormously influential among policy makers. We have lost a great thinker and a valued mentor.
Her legacy will be the many young researchers she mentored and the many health systems she helped steer
down the right path of primary care.
High level highlights
A leadership challenge this past September was the High Level Meeting on Non-Communicable Disease
(NCD) that was convened by the United Nations (UN) in New York City. WONCA was concerned that health
care would become even more fragmented if the UN were to adopt the proposed resolutions that focused too
narrowly on the four favored NCDs (cancer, cardiovascular disease, chronic respiratory disease, and
diabetes). Linked through a well coordinated global alliance, more than 250 international organizations spent
millions to market their message and lobby UN delegations, hoping for billions for their diseases. A diseasefocused approach gained momentum in April at a Global Ministerial
Conference, in Moscow, sponsored by the World Health Organization
(WHO).
WONCA was determined to bring balance to the discussion, and to remind
the health systems of the world that a solid primary care foundation was
essential if progress was to be made on these four, or any, diseases. Yet,
WONCA had virtually no funds and limited capacity to mount a campaign
to broaden the focus from vertical to horizontal programs, from diseasecentered to person-centered care. Since we could not afford to run splashy
public relations advertisements or fly in patients to lobby UN delegations,
WONCA had to work differently to make our case.
Our first step was to meet with numerous groups during the World Health
Assembly, in May, in Geneva, to better understand all sides of the issue
and to encourage world health leaders to take primary care into account.
With considerable effort, we were able to secure a two minute slot to give
testimony, in June, at the UN interactive meeting for civil society, in New
York. Yet, we remained on the outside looking in, with little apparent input
into the resolution writing.
Our next step was to target the countries that had been identified as
important to the drafting of the resolution, especially Argentina and
UN general assembly meeting in June
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Norway. We were able get the support of family doctors in those and other countries to communicate our
message to their countries’ UN delegations. Just before the start of the meeting, an Argentine family doctor
now living in the United States was selected to serve on the Argentine delegation. Doctor Viviana MartinezBianchi was a superb ambassador for Family Medicine during the High Level Meeting. The end result of all of
this was a UN resolution that was much better balanced. A special thanks goes out to Viviana and the many
other family doctors from around the world who responded to our request for help and reached out to their UN
delegations.
Dutch discord
In November, I was honored to speak in The Hague at the 60th anniversary celebration of the Dutch
Association of General Practitioners. The Netherlands is rated as the top primary care system in Europe. So,
while there was much to celebrate, there was also significant concern about Dutch GPs. In an attempt to drive
more chronic care into the GP setting, the Dutch government provided incentives to GPs to hire more staff to
provide increased services. With a change in government came a change in priorities, and the current
government was threatening to withdraw the support for the additional staff that the GPs had recently hired.
The ceremony took place in the throne room of the Ridderzaal (Knights’ Hall). Nearly 800 years old, this
magnificent building was the symbolic birthplace of the Netherlands. Heavy
with history, the room was resplendent in red carpet, high timbered
ceilings, and stained glass windows commemorating Dutch cities. The
secured throne reminded us that this is where the Queen opens the
Parliament each session. The proceedings began with a trumpet fanfare by
costumed footmen.

Prof Roberts at the Ridderzaal, The
Hague

The first speaker was the Health Minister, who described necessary
changes given current economic realities. Against this regal backdrop
symbolizing continuity, it struck me as ironic that I – an American from a
health care system that glorifies specialism, technology, and everything
new – should be asked to remind the Dutch government and health care
leaders of the enduring value of primary care. But that is exactly what I did.
My message was that there was a reason that primary care was so
successful in the Netherlands: it was a reflection of the shared commitment
and investment of the Dutch government, people, and professionals who
make it work. When outcomes validate the wisdom of that investment, it is
unwise to retreat from the commitment. I do not know if my words had any
impact on the assembled, but my understanding, as of this writing, is that
there has been some softening of the Ministry’s position.

Best of all
The best part of my travels has been the chance to meet with, and observe, so many amazing family doctors.
I often hear concern about today and worry about tomorrow from those I meet in my travels. I believe those
concerns and worries would evaporate if I could share only a small portion of the passion, ingenuity,
commitment, and respect from others, that I have witnessed among the family doctors of the world. And it is
getting only better – just visit with young family doctors, and those in training. Our future is bright and in very
good hands.
Errata, mea culpa et cetera
It seems that some read my last column on Chile with a very sharp eye. It was noted that I had written that
Chile was the first country in “Latin” America to be admitted to OECD. In fact, it was Mexico that was the first
Latin country. I knew that. For reasons unknown, my initial draft, which read “South”, became “Latin” on the
final draft. Mea culpa. Another concern was that I was thought to be equating the murderous regime of
Pinochet with the overthrown Allende government that preceded it. That was not my intent. More importantly,
that such a concern was raised validated the point that I was trying to make: that there remain deep wounds in
Chile, as in many countries, that shape the current reality. Finally, there was a question about whether I had
my statistics correct when describing the numbers of doctors in primary care. My data were taken from
speakers that I heard in Chile and from a presentation by the primary care division of the Ministry of Health
that I found online, which can be found at the following URL:
http://www.redsalud.gov.cl/portal/url/item/5b05ce050a029b92e04001011f0113ff.pdf.
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Thanks for reading the columns so carefully – your compliments and corrections are always appreciated.
Professor Richard Roberts

April 2012: Exceeding expectations
I landed in Havana with modest expectations.
En route from Panama, I reflected on some of
the concerns that tempered my enthusiasm
about traveling to Cuba for the third Congress
of the WONCA Iberoamericana-CIMF region.
Perhaps it was because of my disappointment
a decade earlier when the group I was leading
was denied a travel visa at the last minute
following the imprisonment of Cuban
journalists. Perhaps it was because getting to
Havana was not easy for someone from the
United States. Travel to Cuba is permitted only
for specific purposes, such as attending a
professional meeting. An American must
purchase a tour package from a government
approved travel agency outside Cuba and fly
through an intermediate country, such as
Rich Roberts listening to music - Buena Vista Social Club
Panama, Canada or Mexico. Perhaps it was
because I was frustrated that details about the travel and meeting were communicated infrequently and were
a challenge for my struggling Spanish. Perhaps it was because I was worried that Cuba, which has a brief
history with WONCA, might not appreciate the historic, regional, and global importance of a WONCA
Iberoamericana-CIMF regional conference. Perhaps it was because my readings and briefings by others had
me prepared for a country frozen in the Cold War era: vintage cars, decrepit colonial or dreary Soviet
architecture, and public events used to trumpet party loyalty and promote the cult of Fidel.While my concerns
had some basis in reality, I learned that they were only part of the story of Cuba. It is the rest of the story that I
would like to share. It is the rest of the story that exceeded my expectations.
Clearing passport control and customs at José Marti International Airport proved relatively painless. Awaiting
our group were Professors Eduardo Alemañy, President of SOCUMEFA (Society of Cuban Family Medicine)
and Vice-Rector at the Universidad de Ciencias Médicas de la Habana, and Niurka Taureaux Diaz, also a
family doctor at the same university. Their warm hospitality, candor, and attention to every detail began to
ease my worries about the week ahead.The 20 minute drive to the Convention Center hotel on the far west
edge of Havana showed some of the contrasts that comprise today’s Cuba: there were old and new cars on
the lightly traveled highway; the buildings were a mix of old and new as well. My walks around the area
suggested that Cubans love to promenade and to play sports – people were walking and talking in great
numbers along all the major streets; every corner lot seemed to have groups playing baseball, basketball,
futbol, or volleyball.
Old Havana is a wonderful mix of colonial and art deco buildings along small alleyways filled with shops,
tavernas, and assorted eateries. The historic fort and cathedral, surrounded by the blue-green Caribbean
waters, make for a picture that likely causes cruise ship operators and developers to be misty-eyed at the
sight of missed opportunity. One other thing about Old Havana – there is music, everywhere all the time. From
lone guitarists in courtyards on a sunny afternoon to Son dance music in the evening to Timba rappers late
into the night, Cuban life is infused with the sounds and moves of Cuban music.

Health care and education are the principal focus of the Cuban government, and reflect 80% of the budget.
Cubans take great pride in their enviable health statistics and universal literacy and education. The average
life expectancies of 80 years for women and 76 years for men, and the infant mortality rate of 4.5 per 1000,
place Cuba ahead of many developed countries with significantly greater resources spent on health care.
Understanding these achievements requires an understanding of the well organized nature of Cuban health
care.￼With a population of 11 million (2 million in Havana), Cuba has about 40,000 practicing family doctors
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and about 40,000 physicians in other specialties. There are 219 hospitals, 142 maternity homes, 156 nursing
homes, 135 facilities for the disabled, and 11,000 consultorios (doctor’s offices) in Cuba. All Cuban physicians
first train as family doctors, with six years of medical and three years of residency, although the final year of
school and first year of residency can overlap. There are 16 medical schools distributed across the 15
provinces. The average family doctor earns about 500 Cuban pesos per year (24 Cuban pesos [CUP] = 1
Convertible peso [CUC] = 1 U.S. dollar [USD] less a 10% conversion fee).

Profs Faisal Al Nasir (2nd from left), Rich Roberts (4th from left) and Nabil Al Kurashi (3rd from right) at the consultorio
with colleagues. Photo courtesy of Viviana Martinez-Bianchi (3rd from left).

Dental clinic in polyclinic

Health care is organized at a very local level. A local patient council provides advisory oversight. Family
doctors and nurses live and practice in the community. They live in an apartment or house provided by the
local government, which is often in the same building that contains their consultorio. About 40 consultorios will

26

WONCA From the WONCA President: 2010-2013
be located in the area of a polyclinic, which provides a wider range of services including ECG, x-ray,
ultrasound, dental care, and urgent and after hours care. In addition, the polyclinic offers multidisciplinary
services for diabetes (35% adult prevalence rate), cancer, older adults, and maternal and child health. One
important aspect is that the polyclinic can provide additional specialized services, but patients are re-directed
back to their local consultorios for most of the follow up care.Along with Professors Nabil Al Kurashi (Saudi
Arabia), Faisal Al Nasir (Bahrain), Viviana Martinez- Bianchi (USA - Argentina), Fernando Coppolillo
(Argentina) and Macarena Moral (Chile), I was privileged to spend part of a day at the Policlinico Universitario
Vedado in Havana. We also visited several area consultorios. The facilities were clean, well organized, and
staffed by professionals who appeared to be well trained and dedicated to their patients. At the same time,
there was a relative lack of supplies, amenities, and privacy, compared to similar facilities in middle and high
income countries.
Health care is also an important part of
Cuban foreign policy. There are about 30,000
foreign students studying in Cuban medical
schools, with about 10,000 from 29 countries
at the Escuela Latino American de Medicina
(ELAM). Cuba also sends numerous
brigades of doctors and nurses to multiple
countries. The shift to family medicine began
in earnest after the system was rebuilt￼￼￼
￼in 1984 around a model of primary care. Dr
Cosme Ordoñez was celebrated at the
Congress as a key proponent of this new
model of care and served as the Honorary
President of the Congress.The Congress was
an overwhelming success. There were more
than 1000 registrants, with 80% visitors from
24 countries. The Brazilians attended in great
numbers, representing more than half the
Prof Rich Roberts with Cuban medical students
foreign guests and most of the poster
presentations. The meeting included a
heartening number of younger doctors, as well as an inspiring meeting of the leaders of the Waynakay
Movement of young family doctors. The conference was just the right mix of science and socializing, learning
and laughter.
On my return flight to Panama, I thought some more about the origins and success of the Cuban health care
system. After the start of the revolution in 1959, many professionals – including doctors – fled the country.
Those who remained had to make do with less in the way of resources and fewer professionals. They were
compelled to focus on the basics and to build a system from the ground up. Family Medicine provided them a
solid foundation to better health care, and
better health. As management guru Jim Collins
would say, the Cubans have been “brilliant on
the basics” of health care. They have achieved
improved sanitation, high levels of
immunizations, and a system built on
prevention and primary care.
I recalled two experiences that reflected the
tensions in present-day Cuba. During one of
the afternoons, Dr Martinez-Bianchi and I
explored Old Havana. We were approached by
a couple who turned out to be jineteros
(hustlers). They directed us into a restaurant to
listen to the Buena Vista Social Club. I was
persuaded by the man to buy a round of
mojitos; Dr Martinez-Bianchi was asked by the
woman to purchase milk for her. She said she
had the money for the milk, but her food card

Dignitaries including Rich Roberts on stage
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allowed only so much per month. Yet, it was acceptable for a visitor to buy and give her milk, which at 6 CUC
per liter was twice as expensive as rum.On another day, I was the sole occupant of a taxi driven by a family
doctor. He lauded the wonderful Cuban health care and education systems. He was happy with the pace of
life and sense of safety for himself and his family. Yet, he acknowledged that “we live in a bubble that is going
to change.” When I asked him why he drove taxi, he indicated that the athletic shoes and jeans desired by his
children cost more than he made as a doctor, so he supplemented his income with the ready cash of tourism.
Thus concludes my brief story on Cuba. My modest expectations were exceeded, by a considerable margin.
The warmth and openness of the people, the vibrant culture, the design and success of its successful health
system, and the Caribbean sun all proved to be the dominant memories of my Cuban story. I hope that I get to
go back to learn more of the story, because I have so much more to learn and the Cubans were such
generous and congenial teachers. If you want to learn more about the changing island known as Cuba and its
health system, I would recommend two recent publications. One is a special section on Cuba in the 26 March
2012 issue of The Economist, http://www.economist.com/blogs/ americasview/2012/03/week-print-2 and the
other is the book, Revolutionary Doctors: How Venezuela and Cuba Are Changing the World’s Conception of
Health Care by Steve Brouwer (Monthly Review Press, New York, 2011).
Buen viaje.
Professor Richard Roberts

June 2012 The Great Leap
A long career as a professional soldier had taught him much about storytelling and stout drink, both of which
he shared liberally. Sipping baijiu from a small ceramic cup, the old man recounted his grim introduction to the
military as a teenager in the infantry during the Second Sino-Japanese War. It was his job to liberate Beijing
from the occupying Japanese. Over the next hour he raced through 70 years of serving witness to profound
local events as a world war gave way to a Cold War and then to the Cultural Revolution, Tiananmen square
demonstrations, economic good times, and the Olympics.
At the end of a too short stay, he thanked me for listening. I thanked him for his stories and for welcoming us
into his home. As we rose to leave, he asked that I tell people about the wonderful program that brought his
family doctor and nurse to their small apartment, each Thursday. Those visits enabled him, at age 88, and his
wife, age 85 and disabled by a stroke, to remain in their own home. I promised him that I would do my best to
tell that story. So, here goes.

Prof Rich Roberts on a
home visit in Beijing with
(from l to r): nurse, Ding
Lan; patient, Duan Jujie;
Dr Li Jing; patient, Wang
Jing; home help person;
Prof Roberts.

In April, I made my
tenth trip to China over
the past 20 years. My
primary reason for this
visit was to speak at
the 9th Beijing
Symposium on Family
Medicine. The annual
conference is
sponsored by FuXing
Hospital, one of nine teaching hospitals affiliated with Capital Medical University (CMU). There are five
medical schools in Beijing: CMU, Peking University Health Science Center, Tsinghua University School of
Medicine, Beijing University of Chinese Medicine, and Peking Union Medical College, which was founded by
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American and British missionaries, in 1906, and funded by The Rockefeller Foundation and its China Medical
Board. CMU is also designated by the Ministry of Health (MoH) as the national training center for general
practice. During this visit, I learned more about general practice in China than I had with any previous visit.
In some ways, the story of modern general practice in Beijing began in 1994 in the XiChing district. On the
western edge of the six districts of central Beijing (there are an additional 10 districts in greater Beijing),
XiChing is home to about 800,000 people and 24 hospitals. In 1994, Dr Xueping Du began an initiative in
XiChing to put more health services in the community, which culminated, in 1996, with the establishment of
the Red Apple Community Health Service (CHS) Centre (Station). These efforts
improved patient satisfaction and reduced hospitalization for various chronic diseases such as diabetes
mellitus, hypertension, and cardiovascular disease.
A program to train general practitioners was started by FuXing Hospital, in 2000, with the construction of the
YueTan CHS Centre, a five-story building with several dozen general doctors, including traditional Chinese
medicine (TCM) practitioners. YueTan is linked to nine neighborhood stations, each staffed by 1–4 doctors
with oversight by a neighborhood committee. The patient base at YueTan CHS Centre has increased from
8,700 to more than 300,000, over the past 15 years. XiChing District now has 15 CHS centers and about 80
neighborhood stations.
The program at YueTan has grown way beyond local health services. Under Dr Du’s leadership, they reach
out to conduct training programs in more remote parts of China, such as Outer Mongolia. They also convene
the annual Beijing symposium, which brings together more than 1,000 nurses and doctors in primary health
care, for a week each spring. In recognition of her extraordinary vision and accomplishments, Dr Du was
named the winner of the 2010 Sasakawa Health Prize, the only WHO award focused on primary health care.
The terms ‘general practitioner’, ‘general medicine doctor’, and ‘family doctor’ are used interchangeably at
FuXing. Following five years in medical school, the training of a general practitioner in the FuXing 3+2
program involves three years in the hospital followed by two years in the CHS Centre or a neighborhood
station. There is also a shorter 2+1program that trains what are known variously as community, health care, or
public health doctors who are responsible for the health care of children and reproductive age women.
During my week in Beijing, I visited with numerous leaders in the MoH, CMU, and FuXing Hospital. The best
days however, were those spent with family doctors attending their patients. In addition to consultations at
YueTan CHC Centre, I observed doctors at three neighborhood stations, on home visits, at Yin Ling Nursing
Home, and at a primary school.

Prof Rich Roberts sits in
on a consultation with
(from l to r): Dr Li Xiao
Xiao, Dr Wu Lin, and
patient Lu Ming.

Consultations were
usually conducted in
an open carrel, with
clinical staff, other
patients, or family
members walking by,
or sometimes listening
in. Examinations were
usually limited to
assessing vital signs
and occasionally
listening to heart or
lungs. Some doctors saw 60-70 patients in seven hours of consultation. Two key factors responsible for so
many of the visits per doctor were medications for chronic diseases like hypertension, which had to be
dispensed each month by the doctor to the patient, and paperwork, which had to be completed for the patient,
or a family member. Much of the session, especially for younger doctors, was spent focused on the computer.
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The technology and facilities I observed in the hospital and health centers were modern and clean. There
seemed to be ready access to laboratory and imaging studies, although most usually required referral to the
hospital. Most patients had social insurance (UEBMI Urban Employee’s Basic Medical Insurance), through the
government. Patients were responsible for the first 1,800 Renminbi (1 RMB or yuan equals about USD 0.15),
then insurance covered about 85% of costs. Patients had a maximum annual out-of-pocket cost for outpatient
services of 20,000 RMB.
The professionals I encountered were well trained and dedicated to their patients. Some doctors would
whisper to me that they gave their mobile numbers to certain patients to save them after hours visits to the
hospital. I was most impressed with their technical knowledge and genuine compassion for their patients.
While general medicine has come a long way in China, it still has a long way to go. Patients are often
compartmentalized by age or ailment, rather than having the same trusted family doctor care for them across
their life continuum. After completing three years of rigorous training in hospital, family doctors disconnect
themselves from inpatient care once they enter practice. Doctors and nurses work in a system that bogs them
down with administrative tasks, such as dispensing medications or completing paperwork, when that time
would be better spent focused on patient needs.
To their credit, Chinese leaders and health professionals acknowledge that they need and want to do more,
and better. They asked repeatedly about potential assistance with train the trainer programs, guidelines
development, expanded services such as mental health in the community setting, and research. While there
has been international collaboration in medical education and research for many years in China (CMU alone
has formal relationships with more than two dozen institutions from other countries), it has been only over the
past few years that such relationships have centered on general practice.
My university department began a relationship with the FuXing training program about the time it started. Led
by Prof Ken Kushner, PhD, our department and Dr Du’s program have exchanged students, trainees, and
faculty; have seen much of China and the USA together; and have published jointly. We have spent time in
each others’ homes and come to know each others’ families. These personal and enduring relationships have
proved to be an essential part of our successful collaboration.
Met in China are (front row from l to
r)Dr Du (wearing a red top), Chen
Xinyu MD MPH, Director Department
of Medical Sciences, Technology and
Education, MoH, PRC; Prof Roberts;
Jin Shengguo PhD, Deputy Director
General Department of Medical
Sciences, Technology and Education,
MoH, PRC; Prof Kushner. In the
second row Dr Ding, associate director
in the program that Dr Du leads
(wearing a white lab coat). The other
people in the back rows are medical
students from the University of
Wisconsin, USA.

Heraclitus reminded us that we
cannot jump twice into the same
river because it constantly
changes. That is my sense of
China. In Beijing the pace of
change is measured by the number of construction cranes and Ring Roads. During my previous visit a few
years before the Olympics, there were four ring roads in use, now there are six. The pressure of population
and the rush to economic development create an incredible pace of change. With the world’s largest and
fastest growing aged population, and with nearly one third of Chinese children at risk for obesity, China will
need to develop lifelong strategies to promote better health and longer productivity. I believe that family
doctors and primary health care can be part of that solution.
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On several occasions over the past two decades, it has been my honor to meet with high level officials of the
MoH and other health leaders. Each time, I was told that China planned to train 1 million family doctors. Each
time, it appeared as though little progress had been made since my previous visit. This time however, I was
given a more modest projection that the plan is to increase the number of trained GPs from 60,000 to 210,000
by 2015. This time, I came away with a greater sense of commitment to and progress of Family Medicine in
China.
My fear for China leaders is not that they will think too large, but that they will think too small. I believe that
China’s growing wealth and ability to accomplish breathtaking change in a short period of time create a unique
moment of opportunity. If they can transform their health system into one built on the principal that every
member of Chinese society should have a trusted family doctor providing the most comprehensive services
possible, then I believe that they will make a great leap forward to the world’s best health care system.
Professor Richard Roberts

July 2012: WONCA Changes
Change is inevitable and evokes both anxiety and hope. Uncertainty about the eventual outcome of change
induces anxiety. Anticipation that change may improve on the status quo inspires hope.
Several major changes are underway for WONCA that are the result of careful planning and will create a new
WONCA. The first of these changes you are experiencing at this moment – the new WONCA website. While
we will retain the familiar globalfamilydoctor.com (GFD) address, virtually every other aspect of the new
website will be different.
The format, ease of use, and capabilities are going to be better. Over the following months, as new functions
are added, family doctors around the world will find it easier and more compelling to use GFD as their portal to
global Family Medicine.
You will be updated on these improvements by our new WONCA Editor, Dr Karen Flegg. As WONCA
leadership reflected on the importance of and advances in electronic communication, we decided that
WONCA needed to change how we communicate and create the position of Editor. We felt that the position
demanded someone of extraordinary ability to oversee and coordinate all of our communications. Karen is
that someone. Her success, innovations, and energetic leadership as editor of WONCA News over the past
two years made her the obvious choice for this vital and expanded new role.
A third major change is a new CEO. When Dr Alfred Loh announced to the 2010 World Council in Cancun that
he intended to retire during the next triennium, many of us felt acute anxiety over the departure of a trusted
leader and good friend. Alfred, Yvonne, and Gillian have been the welcoming face and working hands of
WONCA, since 2001. They will be missed. Indeed, they will be irreplaceable.
Yet, the CEO Search Committee and Executive were heartened by the many talented individuals from
numerous countries who believed enough in WONCA to apply for the job. After a thorough vetting, the
Executive offered the position of WONCA CEO to Dr Garth Manning. His approachable style, diplomacy skills,
international and leadership experience, and proven ability to build robust programs give us hope that he will
help lead WONCA toward an even more successful and prosperous future. Garth will officially take on his new
duties later this year in October. You will learn more about Garth when he is profiled in future months.
I believe that these three significant changes will take WONCA to a new level and demonstrate our capacity to
effectively address changing times and needs. While change is inevitable, anxiety and hope are optional. We
can choose either emotion. When it comes to WONCA, I highly recommend hope.
Professor Richard Roberts

September 2012: Not my usual visit
I began this column at cruising altitude en route from Frankfurt to Chicago. While I enjoy my travels, there is
always something special about the return home. This time it was even more so. This time I was returning as
a patient.
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The frantic schedule and limited travel funds make it less common for the WONCA President to attend
meetings of national colleges. Typically, it is the regional conferences, WHO meetings, and other similar
commitments that consume most of the time and resources available to the President. Yet, I had resolved to
use personal and WONCA funds to travel to Bilbao, Spain to attend the annual meeting of semFYC, Sociedad
Española de Medicina de Familia y Comunitaria.
My reasons for attending the Spanish college meeting were several. Spain was one of the largest and most
influential member organizations of WONCA, sending many delegates to meetings in Europe and Latin
America. The Spanish health system had shown that a shift from generic primary care to Family Medicine
produced better results with higher patient satisfaction. Most urgent was that the Spanish economy was in
crisis. So, I went with a desire to learn more about how the economic crisis was affecting health services, and
to show solidarity with and global support for the family doctors of Spain.
Shortly after my arrival in Bilbao on Tuesday afternoon, I was doing email in my hotel room when I had the
sudden onset of several episodes of near (pre-) syncope. The episodes lasted 3-5 seconds and I never lost
consciousness, nor did I have chest discomfort, breathing problems, or other difficulties. My heart rate was
regular and in the low 60s. Between and after the episodes, I felt well. I attributed my symptoms to jet lag and
dehydration, and pushed fluids.
The next morning, I had several more similar episodes. Later that Wednesday at a reception, I mentioned
them to Dr Josep Basora, President of semFYC. Within moments, I was handed over to several local family
doctors who took me to a health center where my examination and electrocardiogram were normal. Dra
Carmen Aranzabol, the family doctor who attended me, was thorough and compassionate. She advised me to
drink more fluids, lose weight, and exercise more.
After a busy day and night on Thursday, I had my symptoms return while touring another health center on
Friday morning with Doctors Jose Miguel Bueno and Ana Rubio. Another electrocardiogram was obtained,
which showed atrial fibrillation with a controlled ventricular response in the 90s. Dra Ana drove me to the
Hospital de Basurto (Basurtuko Ospitalea in Basque) for further evaluation.
By way of background, I should mention that I have been fortunate to not have any significant health
problems. I had never been diagnosed with high blood pressure or diabetes. My mildly elevated lipids had
responded well to the statin I had been on for years. My most important risk factors were the sudden death of
my father at age 51 while jogging, and the angioplasty my mother underwent at age 61. In addition, I had
gained nearly 40 kg in 10 years of intense travel with too many meals at too many meetings in too many time
zones. My exercise routine had downshifted steadily from regular jogging to walking to seeking sleep more
than walking.
At the hospital, I converted back to normal sinus rhythm within 20 minutes of my arrival. I felt well the
remainder of my time in Spain. I had a normal troponin, chemistry studies, blood count, chest x-ray, and
electrocardiogram. I was monitored for several hours and then advised to have further studies on my return to
the United States. From the hospital, I called my family doctor to let him know about the events of the past
four days. He indicated that he would schedule the necessary tests as soon as I returned home. Those tests
took me down a path that I never imagined for myself, but that is another story for another time.
Instead, I want to share some reflections on my experiences as a patient in Spain. The Spanish family doctors
were wonderful. There were many who stepped forward to help. In their faces, I could see a mixture of sincere
concern and a hope that I would not die on their watch on their soil. Several doctors deserve special mention
and thanks: Dras Ana Rubio and Susan Martin Benavides; Drs Jose Miguel Bueno, Ixaki Martinez Numatuj,
and Pascual Solano.
During my four hours in the hospital emergency department, everyone was very kind and professional. I
observed a number of similarities to my own health care system. Too much time was taken to check me in –
cardiac patients need to be evaluated quickly. It seems that bureaucracies must have their day, no matter
where they are. I noted that the bright lights throughout the corridors and exam areas of the hospital seemed
to be aimed to create maximum discomfort for someone lying on a hospital bed. Perhaps lighting engineers
would do well to spend some time in the supine position in a hospital.
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Somewhat to my surprise, the professionals who proved more important than the emergency doctor were the
nurses. Their warm smiles, comforting touch, and frequent assessments had the dual effect of reassuring me
that I was being well looked after, and reminding me that I was more anxious than I had realized.
My trip to Bilbao involved much more than my medical personal experiences. I learned that the Spanish family
doctors have maintained reasonably good morale in the face of difficult economic times. The most immediate
effect of the financial crisis was that doctors who provide locums services were expected to be let go. The
painful cuts that I feared for the Spanish health care system had not yet occurred. I was heartened by the
cautious optimism of the Spanish doctors, for I knew that they had the challenging task of providing
reassurance, stability, and hope for their patients and communities. We discussed strategies to reach out to
local populations to help them not only with their health care, but with their economic futures.
So, my plan to bring comfort to the family doctors of Spain did not work out quite as I expected. Rather, it was
they who comforted me. For that, I will be forever grateful.
photograph gallery courtesy of Dr Jose Miguel Bueno
Professor Richard Roberts, MD JD
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October 2012: Sweet Sorrow
The past dozen years have been extraordinary for
WONCA. We have nearly doubled the number of
member organizations to 126. With the addition of the
CIMF-Iberoamericana region, the WONCA map now
covers every continent. Our reach and impact have
never been greater. Leaders of national colleges around
the world tell me frequently that WONCA helped them
gain access to and influence with their ministries of
health at the highest levels. We are involved with the
World Health Organization (WHO) through numerous
initiatives. We are becoming a global leader in matters
of health and primary care. In short, these last dozen
years have marked WONCA’s initial transformation from
academic club to professional association.
Three people have been instrumental in that
transformation: Dr Alfred Loh, Yvonne Chung, and
Gillian Tan. Their warm and friendly tone made family
(l to r) Yvonne Chung, CEO Alfred Loh, Gillian Tan
doctors and their organizations feel like welcomed
members of the WONCA family. Their unfailing
courtesy and eagerness to be of assistance reminded
us that we were respected and valued. Their attention to detail gave comfort to successive Executives
that felt responsible for the integrity and success of WONCA. They became trusted colleagues and
good friends. All of this makes it especially difficult to say goodbye to them and to the Singapore
Secretariat.
Alfred has been involved with WONCA at the highest levels for more than three decades. He has
been an energetic ambassador for Family Medicine. He was ever mindful of the daily challenges of
family doctors, because he continued to see his own patients. His humility and thoughtful diplomacy
put WONCA in the best possible light. He was so active on behalf of WONCA that it seemed
implausible that his position as CEO was supposed to be part-time.
Yvonne was the only full-time member of the staff. Her ability to multi-task, her quick response to
requests, and her energy suggested that WONCA had a much larger staff than we did. Gillian was the
numbers person, diligently maintaining accounts for all aspects of the organization and producing
financial reports for the Executive,
auditors, and regulatory authorities. The
WONCA staff became more than
employees, they became family. We
shared family stories, celebrated
triumphs, and consoled each other when
tragedy struck.
A brief word about Singapore:
wonderful. With one of the best
international airports, advanced infrastructure, user-friendly financial
institutions, and a dependable legal
system, Singapore has been a wonderful
place to have a Secretariat.
I take some comfort in knowing that Alfred, Yvonne, and Gillian will always be only an email or phone
call away. Even better will be the chance to play a round of golf with Alfred and get updates from
Yvonne and Gillian on their families.
Richard Roberts with Alfred Loh in Warsaw in 2011

Dr Garth Manning and the new Bangkok Secretariat will be
terrific. As they build their own legacy, they will help us get
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closer to that elusive summit where we can see, and connect, all the family doctors of the world. I
know they will be grateful for how far up the mountain Alfred, Yvonne, and Gillian helped us climb.
Professor Richard Roberts JD MD

October 2012:: Team Mayo
First onboard and seated on the aisle, I watched my fellow passengers as they slowly filled the small
regional jet. I was struck by how many of them limped, used walking devices, lugged oxygen tanks, or
had skin conditions. It took me a moment to comprehend why. Then it came to me – we were headed
to Rochester, Minnesota, home of the Mayo Clinic. We were pilgrims making our way to the American
equivalent of Lourdes, seeking clarity and cure.
The thought of our collective destination suddenly caused me some anxiety. I was headed to Mayo for
a different purpose. I had been invited to speak on global perspectives on primary care reform and
innovation. This was a task I had accomplished successfully hundreds of times in dozens of countries.
My anxiety arose from uncharacteristic doubts that I may not be up to the assignment. Who was I to
offer insights and advice at the medical Mecca to which
politicians, royalty, and the wealthy flocked for
treatment?
I need not have worried. The evening of my arrival, I
shared a delightful dinner with old friends like Rob
Nesse and several other Mayo family physicians and
residents. Their warm welcome set the tone that was to
typify my visit. During my 24 hours in Rochester, I
began to understand the reasons for Mayo’s success
and mystique. While the Mayo system is very large with
lots of intelligent people and considerable resources, I
have been to other institutions with similar attributes.
What makes Mayo special is that it has nurtured a
culture of collaboration that few other multi-specialty
polyclinics have achieved. There was an atmosphere of
Mayo (right) and Gondo buildings
openness, humility, and shared vision that I have
observed rarely in other academic health centers. Mayo
has created a sense of team centered on the needs and experiences of the patient.
It all started with Dr W W Mayo, who began his practice, in Rochester, in 1863. Two decades later, he
was joined by sons William and Charles, with the establishment of the Mayo Clinic, in 1889. Their
commitment to innovation and group practice was uncommon for the day. In 1915, Mayo launched
the first post-graduate training program in the United States. Over time, the owners of the Mayo
practice turned over its assets to what eventually became the Mayo Foundation for Education and
Research (“Foundation”), a charitable, not-for-profit organization. Mayo established its own medical
school, in 1972. Campuses in Jacksonville, Florida and Scottsdale, Arizona were founded twenty five
years ago. The three shield logo reflects Mayo’s values, with patient care at the center, flanked by
education and research.
The Mayo Clinic has grown to the largest integrated medical center in the world. In addition to the
Rochester, Jacksonville, and Scottsdale campuses, the entire Mayo Clinic Health System now
includes more than 70 hospitals and clinics in Iowa, Minnesota, and Wisconsin. In total, Mayo
represents more than 3700 physicians and 55,000 additional employees who annually provide care to
more than 1 million patients from more than 135 countries. Clinical activities generate about USD8.5
billion in revenues each year.
There are several unique aspects to Mayo. The entire enterprise of clinical services, education, and
research is subsumed under the Foundation, which has assets of about USD1.5 billion. Mayo doctors
are paid on a salary basis. Any extra income beyond expenses is used for charitable purposes by the
Foundation.
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The following morning, I had a 6:50am breakfast meeting with Dan Broughton, a Mayo pediatrician, to
discuss his work with the International Center for Missing and Exploited Children. At 8am, I attended a
care team meeting at the North East Clinic, which houses about two dozen physicians and mid-level
practitioners. For thirty minutes, three physicians and 15 nursing staff talked through some of the
current issues and problems of patient flow and clinic operations. Following the staff huddle, I had a
fascinating discussion with Kristin Somers, a psychiatrist, two mental health nurse specialists, and a
social worker. They work exclusively at the North East practice and provide support to the primary
care team. Built on the principles of the DIAMOND study (J Gen Intern Med 2011 Sep;26(9):9991004. Epub 2011 May 20), the mental health professionals have become an integral component of
the practice. The primary care doctors still provide most of the behavioral and mental health services,
but turn to the mental health specialists when needed. It was one of the better examples I have seen
of integrating mental health services with primary care.
The final two hours of the morning were spent on
hospital rounds with the Family Medicine
Inpatient Service at Saint Mary’s Hospital. Robert
Bonacci, the inpatient attending, led the team
through the usual array of problems that cause
primary care patients to be hospitalized – heart
failure, lung disease, chronic pain, substance
abuse, and so on. After my noon presentation,
I met with David Katzelnick, a psychiatrist who
is doing innovative work around team-based
care, especially for those with depression or
chronic pain syndromes. I ended my afternoon
with Chris Chute, an epidemiologist who is
very involved with the ICD (International
Classification of Disease) initiative of the
World Health Organization.

Rochester Methodist Hospital

Weather-related flight delays denied me the
chance to see how many of my fellow pilgrims
departed Rochester feeling
St Mary's Hospital
clarified or cured. On the
four hour drive home in a
rental car, I reflected on my
brief, but busy, visit. Mayo’s global reputation
was made on its ability to bring experts
together over a short period of time to collaborate efficiently and focus intensively on the needs of a
single patient. They have done this well, whether for a rare or complex condition or for a wellness
examination (the “Executive” physical). It was impressive to see what could be accomplished when
skilled professionals joined together in a common purpose aided by excellent support staff and
backed by significant resources. Another lesson of Mayo was that leadership matters.
The Mayo culture however, is not for everyone. Non-conformists and egotists will likely be forced to
choose between the “Mayo way or the highway.” In an environment where narrow expertise is valued,
the comprehensiveness of the family doctor can be seen as implausible. Interestingly, the greatest
boon for Family Medicine has proved to be the need of the Mayo system to provide care for its own
employees. It seems that Mayo has discovered of late what much of the world has known for some
time – better outcomes with higher satisfaction and lower costs result when care is managed by a
family doctor.
Professor Richard Roberts JD MD

November 2012: Rural Rocks
This is not a column about remote geology. Rather, it is about the unique and extraordinary work of
family doctors in more isolated settings. A common pattern is that younger people in a society flock to
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the cities for jobs. This results in rural communities with a significantly greater percent of the aged and
their greater health care needs. While about half the world’s population lives in rural areas, a much
smaller proportion of health care professionals are located in those areas. This disproportion is even
greater when it comes to the distribution of physicians. Family doctors however, do a better job of
distributing themselves to better meet the needs of the people. For example, in the United States,
family doctors are the only physicians distributed geographically in the same proportion as the general
population.
I reflected recently on this while driving in the early morning hours from Duluth, Minnesota, USA to
Thunder Bay, Ontario, Canada. I was headed to the WONCA Rural Conference on Health, which is
convened every few years at locations around the world. In prior years, other commitments made it
impossible for me to attend previous conferences – this was to be my first global rural health
conference. Even this year, it was not easy. The preceding afternoon, I had to be at an important
meeting at the National Institutes of Health (NIH) in Washington, DC, USA to discuss research
funding for multiple morbidities like depression and diabetes. It was important that primary care was at
that table.
The NIH meeting meant that I had to fly into Duluth late in the evening and arrived at the hotel at
01.00. It was a short time in bed as I needed to arise at 03.00 to fulfill my opening duties in Thunder
Bay, a 3.5 hour drive and 1 time zone away. Friends who had lived in the area got me excited about
the prospect of a beautiful drive along Lake Superior, enjoying the fall colors as leaves changed to
yellow, orange, and red in this heavily wooded region. Unfortunately, there was not much to see
driving in the dark, but more on that later.
Even though I was in Thunder Bay for only 28 hours, it was an amazing experience. More than 800
registrants from around the world were in attendance. The conference was a mix of plenary sessions
and small group workshops. There were presentations from every continent. Distances were bridged
with some speakers joining by videoconference. Much of the discussion focused on the considerable
need for more health care professionals in rural communities. The conference was most inclusive:
trainees and experienced clinicians; practitioners, teachers, researchers, and administrators; patients;
nurses, doctors, and other professionals. A special effort was made to focus on the needs of
indigenous people. Participants were able to visit rural health care sites and see firsthand the
incredible potential of distributive education. Special congratulations go to Professor Roger Strasser,
conference host and Dean of the Northern Ontario School of Medicine, and Professor Ian Couper,
chair of the WONCA Working Party on Rural Health. Their vision and planning made for a memorable
and successful conference.
The conference confirmed my belief that there is something special about rural practice and
practitioners. I believe that rural practitioners come closest to achieving the principal aims of primary
care. Barbara Starfield taught that the two aims and assets of primary care are continuity and
comprehensiveness. After observing patient care by hundreds of family doctors, both rural and urban,
in more than 50 countries, I have concluded that rural practitioners tend to provide greater continuity
of care and more comprehensive services. I do not know whether those choosing rural practice do so
because they seek to provide greater continuity and comprehensiveness or whether the limited
resources in rural settings compel them to do so. I suspect it may be a combination of both reasons,
as well as other reasons perhaps (desire for rural lifestyle, return to rural roots, etc.).
By way of full disclosure, I must confess that I am biased on this issue. My 30 years as a family doctor
have been spent practicing in communities with fewer than 2500 people. I think those experiences
have taught me a few things. In rural communities, health care professionals lean on each other for
mutual support – it is more about performance (“who does what best”) rather than pedigree (“who has
what credentials”). Rural professionals also understand the importance and value of leveraging their
relationships with patients and community leaders to improve the health and well being of their
communities. Perhaps the relative lack of resources in rural settings provides greater clarity about
individual responsibility and community priorities.
Before entering practice, I spent a dozen years studying at university and training in urban areas with
metropolitan populations ranging between 0.5 and 15 million people. I learned, and the literature
confirms, that large urban centers represent a collection of small communities that may be defined by
proximity, ethnicity, religion, or common interests. For example, studies of lifelong New Yorkers show
that most of them spend the majority of their lives residing, working, dining, and recreating within a
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several block area. So, in a sense, urban areas are like rural areas from an individual’s perspective. It
is just that in urban settings there are many more sub-communities to choose from that are defined
more by affiliations and interests, and less by geography. This creates more opportunities to express
individual preferences, but more challenges for social cohesion.
Thus, I have concluded that rural practitioners can teach all of us a great deal about what health care
does, and should, look like. In rural settings, the more obvious connections between individual
professional actions and community impact show us more clearly the importance of primary care and
its core values of continuity and comprehensiveness. Similarly, the resource constraints of rural
practice can foster innovations that will serve all of us well, but only if we listen carefully and learn
from what rural professionals say and do. We have to pay attention.
My drive in the dark to Thunder Bay focused my attention on the road ahead. Caught at times in the
headlight beams were a number of deer poised to jump from the roadside, and even a young male
moose. As the sun emerged over the tree tops, the sky became a glorious orange-red. The effort of
the long, intensely focused, and tiring drive contrasted with the beauty of the vista. It reminded me
that in rural practice the journey is never easy, but it is worth it.
Professor Richard Roberts

December 2012: Africa Rising
“Where are the mist and thunder?” Those were the first words that came to mind as I looked across
the treetops toward Victoria Falls, one kilometer to the north. Mosi-oa-Tunya (“The Smoke that
Thunders”) is one of the natural wonders of the world. Formed by a crack in the basalt table over
which flows the Zambezi River, Vic Falls is said to be the largest sheet of falling water in the world. It
has become an important source of income from tourism and conferences for cash-starved
Zimbabwe.
I had traveled a long distance to attend the WONCA Africa regional conference and to see the Falls. I
came prepared to be impressed by the Falls, but all I could see from my hotel on a distant hill was a
flat plain covered with brown trees. That initial disappointment caused me to worry that my high
expectations for the conference were also at risk. I learned however, during my week in Zimbabwe,
that first impressions can be misleading. One needs to look closer and deeper to see the true nature
and value of things.
This was the third conference of the African region, with the previous two in 2000 (Abuja, Nigeria) and
2009 (Rustenberg, South Africa). In the year leading up to the conference, there were some who
doubted that the meeting would, or could, actually be convened in Zimbabwe. Those doubters were
proved wrong. Hosted by the College of Primary Care Physicians of Zimbabwe (CPCPZ), the
conference was an extraordinary success. Nearly 400 delegates attended from 25 countries, 15 of
them African. The success was due to the hard work of Dr Muriel Fallala (convenor) and Mrs Neriser
Sibanda (secretariat), along with their colleagues on the Local Organizing and Scientific Committees.
The educational sessions were a mix of broad plenary lectures combined with more specific
workshops. While the speakers represented
many countries, it was wonderful to have
most from Africa. The sessions were well
attended and stimulated vigorous discussion.
Most memorable for me were two plenary
sessions. One was on the links between the
economy, health, and Family Medicine in
Zimbabwe by Dr Billy Rigava, Vice President
of the CPCPZ. The other was a rousing
oratory on the congruence between the
values of Africa and Family Medicine by Dr
Atai Omoruto of Uganda. The social events
provided excellent networking opportunities
and a taste of African culture and cuisine.
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A long with several others, I was able to visit the practice of Dr Kurai Ngaribvume, the only private
practice in the area. Dr Kurai had been the District Medical Officer (DMO) in Vic Falls before opening
the Chinotimba Medical Centre. Located in a residential neighborhood, his building was well
appointed and included a birthing room where he and his nurse attended about 10 births per month.
He performed ultrasound as needed. When operative intervention was required, he would do the
cesarean at the district hospital several kilometers away. Patients with medical conditions were
sometimes observed overnight in the clinic, such as when requiring intravenous fluids. He has plans
to expand the facility to include x-ray and laboratory services.
Dr Kurai and his patients also kindly consented to our observing their consultations. One was a man
who was a successful manager and described hematochezia, likely related to alcohol use. Another
was a woman who was positive for HIV and complained of nasal allergy symptoms. While addressing
her primary concern, Dr Kurai also skillfully nudged her toward obtaining a CD4 count and resuming
use of her anti-retroviral (ARV) treatment, which she had discontinued some months earlier. A young
boy presented with balanitis and reactive adenopathy. In each case, Dr Kurai demonstrated the
attributes I have seen in so many skilled family doctors around the world: person-centered; sensitive
to family, culture, and community issues; practical; efficient; and empathic.

Prof Rich Roberts - a thorn amidst a bouquet of flowers

My visit to Vic Falls was another reminder of the gap that often exists between our assumptions and
our subsequent experience. My assumption was that Zimbabwe was a dangerous place consumed
by fractious politics. My experience was that the Zimbabweans were some of the friendliest people I
have encountered. Politics were not a burning topic of conversation.
My assumption was that Zimbabwe was a very poor country with a failed economy. Indeed, Dr
Rigava described the previous decade when there was a 94% unemployment rate for the formal
economy with 93% of the population lacking access to the formal health care sector. Gross domestic
product (GDP) dropped 54% by 2008, to an average per capita income of $340, less than 1USD per
day. Yet, I was not aware that income had nearly doubled to $640 since. Much of that growth appears
to be due to Chinese investment related to mining and other natural resources. While Zimbabwe
remains a low income country, there was a sense of optimism among those who had survived very
difficult times. Another irony that I have experienced many places is that those who are most deprived
economically often seem to be most generous in spirit.
Shortly after independence, Zimbabwe made impressive gains in health status indicators by adopting
a primary health care model. Many of those gains were lost when the public health system collapsed
during the difficult decade. As things improve, the Zimbabweans are rebuilding their system through
thoughtful efforts to better link primary health care and public health. The importance of such linkages
is reflected in the selection of two family doctors as recent health ministers of Zimbabwe, including
the current minister Dr Henry Modzorera. He gave a moving talk highlighting the important
connections between social determinants and health status.
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Make no mistake. Zimbabwe has a long way to go. Their need for health professionals is substantial,
with the number of doctors and nurses at 2 and 9 per 10,000 people, respectively. Many high income
countries have 10-20 times those numbers. These differences show themselves in the health
outcomes experienced by Zimbabweans. Sadly, with a maternal mortality rate of 570 per 100,000
births, Zimbabwe’s mothers die at 100 times the rate of high income countries and even 10 times the
rate of relatively low income countries such as Thailand. At the same time, it was encouraging to
learn that the many stakeholders involved in health care in Zimbabwe are making conscious efforts to
work together to improve the health of the people. The status of Family Medicine as a recognized and
respected discipline is on the rise. Through distance learning programs like the Stellenbosch Master’s
in Family Medicine in neighboring South Africa, Zimbabwe is gradually increasing its capacity of
qualified family doctors.
During the course of the conference, innovative strategies were presented to improve the distribution
and quality of family doctors in Africa, such as the Rural Doctors Support Programme in South Africa.
Another example was the Family Medicine Specialty Training Program in Lesotho, which is built on a
continuous quality improvement approach. These examples and others give me hope that there are
better days ahead for Africa.
Some have described the 20th century as the century of America, with this being the century of China
and India. My belief is that in the near future it will be the time of Africa. Its young demographics,

Victoria Falls - wet and dry season views

natural resources, and traditions of communal sharing and ingenious improvisation to offset limited
resources all position Africa to be a dynamic and global leader in the future. I also believe that similar
advances will happen in African health care. Limited resources force countries to focus on priorities
and address important needs. In contrast, clinical service and research agendas in high income
countries often lose creativity, flexibility, and relevance as they get tangled up in excessive
bureaucracies, entrenched interests, and wasteful practices.
My assumption that I was going to see the spray of Vic Falls above the tree canopy was unrealistic in
the face of the two year drought the area has suffered. After a 30 minute walk afforded me a closer
inspection, my experience was that the Falls were more beautiful than I expected. The lower water
levels made for a more interesting waterfall than one could imagine, with all the minor gorges and
islands now visible. I know that one day soon the rains will return and swell the Zambezi River with
water, once again lifting the mist of the Falls above the tree line. Like the Smoke that Thunders, I
believe we will be impressed and inspired as we watch Africa rising. Go and see for yourself.
Professor Richard Roberts

January 2013: Turkish delights
A photo gallery can be found at the end of this article
Lying on my hotel bed, the view was stunning through the window that framed the Bosporus Bridge.
The soft lights of the low-rise buildings along both shores outlined the glassy black water that pulled
my gaze to the bridge. My eyes refused to close, even though they were aching for sleep after 23
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hours in transit followed by a late night dinner with my Turkish hosts. The dancing shapes of the
violet-blue-white lights of the bridge were magical as they shimmered into the dark night sky and onto
the black water. Months later, I continue to think back to that vista – it soothed me into deep slumber
as I reflected on the wondrous place known as Istanbul.
Countless others have used the metaphor of a bridge to describe Istanbul. Yet, Istanbul is more than
a peninsula where two continents connect. It is more than an inland passage linking the Black Sea
and the Sea of Marmara. It is more than an exotic trove of Roman, Byzantine, Latin, and Ottoman
antiquities. It is a complex mosaic with cultures layered onto each other, rather than an historical
chalkboard that erases one empire when another replaces it. Mindful of its past, Istanbul is also very
much about the present and the future. Its young demographics, expanding population (about 14
million), and vibrant economy position it as one of the great cities of the world. Against this backdrop
of old world tradition and new world vitality, Family Medicine is beginning to find its place in the
Turkish health care system.
Family Medicine is a relatively nascent specialty in Turkey. With a population of approximately 73
million, Turkey has about 111,000 doctors in active practice: 32,000 are general medical doctors
(“practitioners”), 58,000 are specialists (2500 of whom are qualified family doctors) and 21,000 are
residents in specialist training. There are 74 Turkish medical schools, with 16 private and 58 public.
Collectively, they graduate 4800 new doctors each year. Each year, about 5% of medical school
graduates choose to train in Family Medicine, which is a three-year program following the six years of
medical school. The average pay of a Turkish family doctor is about USD 1500 per month. There are
several distinct types of hospitals in Turkey: 61 University hospitals, 61 government hospitals with
training programs, and 645 district hospitals without trainees. Turkish family physicians, especially in
rural areas, are more likely to be involved with a hospital than family doctors in other parts of Europe.
Two important organizations represent Family Medicine in Turkey, TAHUD and TAHEV. TAHUD
(Türkiye Aile Hekimleri Uzmanlık Derneği or Turkish Association of Family Physicians) is the national
college that provides advocacy, education, and qualification of practicing family physicians. TAHUD
has about 1000 members. TAHEV (Türkiye Aile Hekimliği Vakfı or Turkish Foundation of Family
Medicine) is a foundation that brings together a number of key stakeholders in primary care and
sponsors educational and other initiatives to promote primary care in Turkey. Both organizations play
important roles in supporting family doctors and promoting primary care.
During my week in Turkey, I delivered plenary lectures at the 2nd Acibadem Family Medicine
Symposium at Acibadem University in Istanbul and at the annual Family Medicine Fall School (Aile
Hekimliği Güz Okulu) co-sponsored by TAHEV and TAHUD in Antalya. My travel to Turkey also gave
me a chance to catch up with my good friend, Prof Chris van Weel, Immediate Past President of
WONCA. Chris and I had the honor to be the visiting faculty for these important educational
programs.
In addition to the Symposium, my one day in Istanbul included a whirlwind tour of several health
centers, which were associated with training hospitals. At one of the hospitals, I toured the diabetes
clinic, which was led by a family doctor, Dr Mehmet Sargin. I also visited a typical community-based
primary health care center known as a “family health center” (Aile Sağlığı Merkezi) which was linked
to the Ministry of Health and was not connected to any hospital. Dr Senem Aslan Tangürek is a
qualified family physician; she has been at the center for seven years. The other doctor is Dr Ufuk
Çağman; he is a practitioner, or general doctor, who has been at the center for two years and who
hopes to train in pediatric surgery. They provide person-centered, community-responsive care to
entire families, from newborns to the aged.
Although, I was not able to visit any practices outside Istanbul, the Family Medicine Fall School in
Antalya provided a wonderful opportunity to speak with many family physicians from across Turkey. I
enjoyed learning from them about their views of practice, Family Medicine, and the future of health
care in Turkey. Antalya offered additional special pleasures – a beautiful seacoast, bright sunshine,
and all inclusive resorts with great food and facilities.
My impressions after my brief visit are that there are similarities and differences between family
physicians in Turkey and those in Europe and the surrounding region. Similarities include that family
doctors are generally in small practices (1-4 physicians). In the cities, they are unlikely to attend births
or patients in hospital, although in rural communities they more often provide these services. Many of
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the primary care practices are staffed by practitioners (general doctors) as there is a significant
shortage of qualified family doctors.
Some differences are that Turkish family doctors and their practices appear to be more frequently and
closely linked to hospitals, even though they may not be active in inpatient care. Compared to other
family doctors in the region, Turkish family physicians look to be more involved with the care of entire
families and all age groups.
My overall impression is that Family Medicine is on the rise in Turkey, with greater awareness of the
need for qualified family doctors and an upsurge in the status of the discipline. Among the family
doctors I met, there seemed to be a general sense of optimism and better days ahead. There was a
feeling of shared purpose, a desire to do better, and a spirit of camaraderie and cohesion. These
gains have not been accidental. They reflect the hard work of the leaders of TAHUD and TAHEV, the
efforts of academic family physicians, and the commitment of practicing family doctors to improve
Family Medicine, primary care, and health care in Turkey.

At the end of my week, I was happy to return home, as I always am, but I was sad to leave Turkey.
The warm hospitality and weather, the energy and enthusiasm of the family physicians, and the
growing importance of Family Medicine made for a most enjoyable and exciting stay. And I did not
even have much of a chance to take in the tourist sites. All the better reason to plan for a return visit,
watch bridge lights dancing on sky and water, and savor the Turkish delights.
I would like to offer a special thanks to Prof Pinar Topsever, who was an excellent host and who
assisted with this column, including photographs and translation to Turkish.
Professor Richard Roberts

February 2013: The rise and fall and rise of British General
Practice
Headlines trumpeted the most significant drop in 30 years in public satisfaction with the English
1
National Health Service (NHS), from 70% in 2011 to 53% in 2012. At the same time, the NHS was so
admired that it was featured in the 2012 London Olympics ceremonies. Where did the truth lie? Since
British general practice is the bedrock of the NHS and since it is also an important leader in global
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Family Medicine, I was eager to better understand the current and future status of the NHS and
British general practice.
To advance my understanding, I was privileged over the past two years to speak with more than 200
people on the state of the NHS and British general practice. My conversations involved general
practitioners (GPs), patients attending the GP’s surgery, consultants and hospital staff, local and
national politicians, and other influence leaders. I visited practices in Glasgow, London, Manchester,
and Newcastle, as well as several rural communities. While I do not consider myself an expert on the
subject, what follows are some of my thoughts on British general practice. I hope you find my
comments to be of value and to provoke thoughtful discussion on what can and should happen as a
result of well-intended, but sometimes detrimental, attempts to reform health care. To protect the
innocent and the candid, this commentary does not include names or photographs that might identify
those who were interviewed.
The British GP
I have long admired British general practice. Revered as trusted advisor, astute diagnostician, and
guardian of the community’s health, the British general practitioner seemed a paragon. Every major
life event, from birth through death, was commemorated by the presence of the family GP. Attending
home births, visiting patients in their homes after hours, and offering spot-on counsel, the GP seemed
almost a heroic figure – singlehandedly doing battle with disease and combatting despair. Once the
family doctor showed up, things were going to be all right. Even if things could not be made right, the
GP offered comfort and meaning for the suffering.
Beyond clinical care, the British GP set the pace for many of the advances in general practice. The
organized curiosity of Will Pickles, the innovative practice-based research of Julian Tudor Hart, and
the uncommonly common sense of John Fry provided much of the philosophical and scientific basis
for modern day Family Medicine. Along with others, these giants in our discipline made generalism a
pursuit worth pursuing: satisfying, challenging, ennobling, and even fun.
Reflecting the influence of the British diaspora and empire, the reach of British general practice has
extended way beyond the shores of the United Kingdom. One important ex-pat was Ian McWhinney,
a Brit who relocated to Ontario, Canada. The recent passing of Professor McWhinney is a reminder of
the tremendous role he had in shaping Family Medicine, especially in the Americas. Another key
figure is Maurice Wood who helped bring longitudinal studies to the USA, codified the work of family
doctors into ICPC (International Classification of Primary Care), and founded NAPCRG (North
American Primary Care Research Group). Testimony to the global prestige of British general practice
is the number of general and family doctors, especially in Asia and the Middle East, who seek to
become Members of the Royal College of General Practitioners (RCGP), or MRCGP[INT].
British GPs achieved almost mythical status because of the trust placed in them by patients, their
commitment to their communities, and their insights on the essentials and joys of general practice. Of
course, like most mythical figures, the myth was better than the reality. Serial killers such as Harold
Shipman, and John Bodkin Adams before him, abused that trust. Commitment to communities was
often fleeting as many GPs tried several practices before settling into a community for an extended
period. The job was not always joyful. It was hard work with long hours that could be emotionally
exhausting and physically punishing.
A brief history of the NHS2
Established in 1948, the NHS assumed that the British GP would serve as the foundation for a
universal health scheme that would provide care to all that was financed by taxes, reasonable in
quality, and free at the point of entry. The assumption has proved durable with over 90% of all NHS
encounters still provided through GP practices. The World Health Report in 2000, the last WHO report
to compare health systems, ranked the UK at #18 for its performance and #26 for the portion of its
gross domestic product (GDP) spent on health care services, reflecting good value for the money
spent.
In the early years of the NHS, the assumption worked well with a growing economy and population to
foot the bill. Then, the world started to change. Rising consumerism, an ageing and diversifying
demographic, increasing costs of medical technology and medication, recurring recessions, and a
shifting global economy began to tear at the fabric of the NHS. The 1970s were marked by decreased

43

WONCA From the WONCA President: 2010-2013
tolerance for queues, growing demands for patient choice, and a public desire to reduce government
expenditures and taxes. Regional Health Authorities were created in 1974 in an effort to improve local
control of and accountability for health services.
The Griffiths Report of 1983 advocated for “internal markets,” with the hope that they would promote
competition, thereby increasing quality and reducing cost. The Tory government of Margaret Thatcher
took these ideas to the next level with the passage of the National Health Service and Community
Care Act in 1990. The Act stimulated the development of Primary Care Trusts (PCTs), which
represented an evolution of the Regional Health Authorities. The Act also envisioned that GPs would
become fund holders and negotiate prices and services with consultants and hospitals on behalf of
their patients. In 1997, when Tony Blair and his Labour party were voted in, he promised to remove
internal markets and abolish fundholding. By his second term however, Blair’s position had shifted to
favoring internal markets. In 2004, the NHS began the Quality Outcomes Framework, which would
prove to have a profound effect on British general practice, as will be discussed below. The most
recent change has been Commissioning, which empowers the PCTs and local Commissioning
Boards with the responsibility of providing needed services and commissioning, or contracting, with
outside agencies such as hospitals for services not provided by the PCT. Some have described
Commissioning as fundholding revisited. About 80% of the £100 billion spent annually by the NHS is
controlled by PCTs.
The impact of NHS changes on general practice
Every few years, British GPs sign a General Medicine Services (GMS) contract with the NHS, which
describes the expectations, rights, and responsibilities of both parties for the provision of primary care
services. Faced with declining student interest in careers in general practice, committed to moving
more care to primary care with its better outcomes and lower costs, and determined to better align
resources and goals of care, the NHS undertook several important initiatives with the revision of the
GMS contract in 2003. It allowed British GPs to opt out of afterhours care, which many did since such
services represented only 3% of practice income. More important, the 2003 contract paved the way
for the QOF.3 A voluntary program, QOF can represent up to 25% of a GP’s practice income and has
helped to raise GP income significantly. The practice is measured against 142 indicators and can
accumulate up to 1000 points that can result in a significant rise in GP income. Clinical measures
(blood pressure, lipids, etc.) represent 85 of the indicators (maximum of 661 points), 45 indicators
involve organizational measures such as training of staff, patient education, medical record keeping,
and so on (262 points), one indicator looks at the patient experience by examining the length of the
consultation, and nine measures are for additional services such as child health surveillance,
maternity care, screening for cervical cancer, and contraceptive care (44 points).
Since implementation of the QOF, several trends have accelerated for GPs. Single handed practices
have increasingly given way to 5-10 doctor practices, practice nurses have taken on more duties such
as serving as the principal practice resource for specific conditions such as diabetes, and GPs spend
an increasing portion of their time providing oversight to other health care professionals who actually
provide much of the care. The benefits of the QOF include better collection of practice data, proactive
outreach to those with chronic or multiple conditions, and improvement of a number of health care
indicators. The detriments of the QOF involve an increasing shift of GPs from providers of care to
managers of other professionals, the toxicity of a measurement culture (e.g., focusing on QOF
measures rather the patient’s agenda), the fragmentation of care across the primary health care team,
and the deskilling of GPs who have delegated management of many conditions to other practice
professionals.4
Some worry that the QOF and other NHS changes undermine the trusted patient-GP relationship on
which the NHS was built and depends. The rush to measure can conflict with the patient’s agenda.
One telling example was a woman in her 50s with type 2 diabetes and high blood pressure who
presented with a headache during the consultation I observed. The GP had been her doctor for nearly
20 years and knew her fairly well despite her infrequent visits to the practice. He was eager to
address her diabetes and elevated blood pressure; she wanted only to discuss her headache. As they
negotiated back and forth about what they were going to discuss, they both began to laugh at the
absurdity of the interaction. They each took a deep breath and worked out a compromise: her
headache would be addressed today and she agreed to come in the following week for her chronic
conditions (I don’t know if she returned).
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In another practice, I had an informative conversation with a retired councilman who had served on
the local PCT and who had strong opinions about the NHS changes that had taken place. When I
asked what effect he felt the 2003 contract had on his health care, he replied, “my GP drives a much
nicer car, but I rarely see him because he has frequent locums doctors and is not available after
hours.” Even more profound was a chat I overheard the following week during a car ride to the
Barcelona airport. An eminent Spanish surgeon was driving, I was seated in front and two renowned
British surgeons shared the back seat. One Brit said to the other, “I can’t ring up my GP after hours.
This is intolerable.” As a family doctor in the USA, which has a very specialist-centric health system, I
could never imagine two specialists having such a conversation. Their discussion reminded me of the
reliance of many British patients on their GPs, even when those patients are specialist physicians.
The frequent major changes in the NHS make it difficult for patients and doctors to adjust to an ever
shifting practice environment. This frustration was captured in the observation a GP when she said,
“the greatest problem with the NHS is that major changes seem to occur about every 15 minutes,
without necessarily having a compelling need for change.”
Final thoughts
Brits take justifiable pride in the NHS, with its emphasis on equity and its promotion of national
cohesion. All of the NHS professionals I met were bright, dedicated, and sincerely interested in
improving care and health. Many of them however, also seemed ground down by the frequent and
often untested changes that were thrown at them. I was struck by the shrinking availability of and
declining continuity with the British GP – many of the GPs I observed had only several patient
sessions per week and often had consultations with people who were not on their list. It’s not that the
GPs are not busy. They seem to spend an increasing portion of their work hours engaged in
administrative tasks and personnel management. While the GP remains a highly valued and trusted
member of British society,5 my worry is that the practice changes being driven by NHS strategies and
GP preferences will over time erode the foundation on which the NHS is built and which enables
Britain to achieve better results at lower costs: a therapeutic relationship with a GP who knows the
patient and whom the patient knows and trusts. The genius of British general practice has been an
unwavering commitment to person and place. British GPs have a long tradition of showing the way for
the much of the medical world. My hope is that they marshal their considerable talents to innovate
new approaches toward sustaining and satisfying relationships to better meet the needs of patients in
a rapidly changing world.
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Professor Richard Roberts

March 2013: The Value of Vasco
A recent trip to speak at a meeting in Aveiro, Portugal took me 1000 years. The actual travel time was
about 24 hours. The meeting lasted three days. Yet, the journey gave me a chance to reflect back on
the life of Vasco da Gama 500 years ago. It also inspired me to look ahead 500 years into the future.
The ostensible purpose of my visit was to attend the 30º Encontro Nacional de MGF (30th National
Meeting of General and Family Doctors) of the Associação Portuguesa de Medicina Geral e Familiar
(APMGF). Portugal has a population of about 10 million people and 40,000 doctors. APMGF has
4000 members out of the 5700 Portuguese family doctors. Women comprise an estimated 80% of
family medicine physicians and trainees. Post-graduate training involves 4 years. There are about 400
new trainees each year; they represent about one quarter of medical school graduates.
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A primary care team in Portugal consists typically of a physician, nurse, and administrative assistant.
Reforms were adopted in 2005 that provide several options for the organization and payment of
primary care. The traditional model (Unidade de Cuidados de Saúde Personalizados or “USCP”)
usually has a general doctor who works with a team constituted by the health services. There are
three models under the reform program (Unidade de Saúde Familiar or "USF"): models A, B, and C.
All USF practices are permitted to select their own team members, starting with Model A. In Model B,
there are financial rewards if certain performance targets are achieved. Model C has not yet been
implemented, but envisions private groups of doctors coming together to contract with government,
similar to a cooperative. Depending on the practice setting, family doctors earn anywhere from 1800
(traditional) to 4000 (Model B) Euros per month, compared to the 800 Euros earned monthly by the
average Portuguese worker.

Mini Hippokrates - at the beach

Difficult days
The past few years have not been easy for Portugal. The fiscal crisis has prompted a number of
austerity measures. Unemployment is at about 15%. Health spending by government has been cut
9%. As civil servants, the relative impact on family doctors has been even greater with some
experiencing pay decreases of up to 30%. I expected to find angry and discouraged Portuguese
family physicians at the Encontro or in the health centers I visited. I was wrong.
While there was concern and frustration, the general mood was one of confidence and solidarity. The
family doctors described their financial stresses as a reflection of the economic pain shared by all
Portuguese. They felt an even greater sense of responsibility for the health of their patients and the
success of the health system during these trying times. In short, they demonstrated something that is
desperately needed, but not always found: leadership.

Watching primary care work
I visited the Aveiro Health Center, which is the main primary care facility in Aveiro. It was surprising to
find all three operational models located in the same facility. There were two USCP (traditional)
practices and two USF practices (one Model A and one Model B), each occupying its own wing of the
building. Each practice consisted of 6-8 doctors and was responsible for about 15,000 patients, who
were generally assigned to a practice team. The health center was open every day from 0800 to
2000. Those needing services outside of usual hours were referred to the hospital.
The facility was clean and well equipped. Each of the four wings had its own color, which was
reinforced by the color of the trim on the uniforms worn by staff. It was interesting to note that the
amenities were slightly nicer in the Model B wing, followed by the Model A and then the traditional
wings. In other words, even under the same primary care health system and working in the same
building, it appeared that the practices that were more autonomous and performance-focused
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received more funds because they presumably delivered better outcomes and higher patient
satisfaction. Some concern was expressed about potential inequities resulting from these various
models, especially when they were all located under one roof.
In the USF Flor de Sal wing (Model A), Dra Veronica Colaço served as my host. During a typical work
day, which consists of seven hours of consultations, she will see 20-30 patients. She showed me the
electronic health record system, which facilitates the ready exchange of information between health
centers and hospitals. She kindly allowed me to observe her with patients, which included a newborn
baby brought in by her parents to establish care. I was pleased to see that Dra Colaço provided care
to all age groups for a wide range of problems, including minor surgery. I also spoke about training in
Portugal with Dra Joana Cristina Diaz, the director for residency training at the Aveiro Health Center.
At the time of my visit, the Center had eight trainees (“internos”), six in Family Medicine, two in
general residency as well as two nursing students.

Dra Veronica Colaco and Prof Rich Roberts. Notice the
purple trim on her coat, which is her unit's color. (Left) and
with parent and child (right)

Overall, I came away impressed with the Portuguese
primary care system. The family doctors seemed well
trained and highly motivated. They appeared to be eager, and more likely, to provide a wider range of
services to entire families, while having a reasonable amount of time per consultation (about 15
minutes). Other systems often limit family doctors to certain age groups (e.g., adults only) or limit their
consultation time to 3-5 minutes per patient. These limits reduce the positive impact that family
doctors can have on the health of their patients and communities.

Back to Vasco
Another of my pleasant duties in Aveiro was to speak to the Portuguese arm of the Vasco da Gama
Movement (VdGM), named after one of the most celebrated explorers of the Age of Discovery.
Founded in 2005, VdGM (www.vdgm.eu) was the first multi-national group in the world formed by and
for young family doctors in the European region. VdGM promotes education and training, Hippokrates
exchanges, exchanges beyond Europe (especially Canada and Latin America), research, and the
image of family doctors and Family Medicine. Like its namesake who discovered a route around
Africa from Europe to India, VdGM aims to discover new directions for Family Medicine.
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The VdGM meeting in Aveiro brought together 30 young family doctors, 13 of whom had participated
recently in an exchange program. One program was Hippokrates, a two week exchange that allows
participants to observe the care of patients in primary care, and the other was “mini Hippokrates,”
which is connected to a meeting such as the Encontro and offers a one week sampling of another
health system. Sites are reviewed, approved, and monitored to assure quality learning experiences.
The exchange participants who attended the Encontro came from Czech Republic, France,
Luxembourg, Portugal, Russia, and Spain. It was inspiring to hear the young doctors describe their
exchange experiences and the perspectives they gained from spending time in another health care
system. Their enthusiasm for Family Medicine and their commitment to improve the health of those
they serve gave me hope for our next generation of family doctor leaders.

More on Vasco
Intrigued by the name selected by VdGM, I did more research on Vasco da Gama. Historians
consider his voyage to India to be a seminal moment in human history. His unprecedented 10,000 km
sailing across open seas was thought to be impossible. It is regarded as a key step toward
globalization. Like most heroic stories however, there is more to the story.
We often think of heroes as solitary figures overcoming considerable odds to accomplish great
achievements. Most heroes however, depend on others for inspiration and support. Much of the
success of da Gama was the result of others who supported or came before him. King John II was
eager to end the monarchy’s reliance on the nobility by
building up the royal treasury through commerce. India
was seen as the financial solution to a political problem.
The spice trade out of India was viewed as a golden
opportunity, if only an unencumbered path could be
found. Until da Gama’s expedition, the Venetians
controlled much of the European trade with India via a
Middle Eastern route. Consequently, the king was willing
to bet on a young captain in his twenties to find a way
around Africa to India. Previous explorers such as Prince
Henry the Navigator and Bartolomeu Dias mapped the
African coast and proved it possible to sail around the
Cape of Good Hope to the Indian Ocean. Pero da Covilhã
and Afonso De Paiva traveled through the Middle East to
scope out the spice trade and confirm the potential riches.

FAPMGF President Joao Carlos and Prof Rich
Roberts in front of the Aveiro Health Center.

On 20 May 1498, da Gama and his ships landed in India,
more than 10 months after departing Lisbon in July 1497.
It was not until August 1499 that da Gama returned to
Portugal. During the 25 months at sea, da Gama’s
expedition lost more than half its men and two of its four
ships. Portugal’s purse and power grew after the da
Gama expedition, but not for reasons one might expect.

The two ships that made it back were laden with enough
spices to yield a 60 fold return on the funds invested in the expedition. Portugal’s place as a dominant
force on the seas was secured by da Gama’s voyage. Yet, da Gama ultimately failed in his quest to
secure contracts in India and East Africa for future trade. His ruthless tactics, such as firing cannons
on civilians and cutting off the hands of competing merchants, so alienated potential trading partners
that they refused to deal with him. For the next 20 years, da Gama was a political outcast. In 1519,
after threatening to move to Spain as Magellan had done, da Gama was appointed Count of
Vidigueria by King Manuel I and became the first Portuguese count who was not a royal from birth.

The lessons of Vasco
Hopefully without stretching the analogy too far, I believe that da Gama’s cautionary tale can teach us
some things about Family Medicine. Da Gama’s heroic act was in finding inspiration and using
knowledge learned from others to take a great risk and accomplish a bold vision. Family doctors have
a similarly bold vision: a healthier and more equitable world where every family has a family doctor.
We believe this because we know that having a family doctor improves the effectiveness, efficiency,
and equity of health care services. We will achieve this vision only by remembering the wisdom of
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those who preceded us, by responding to changing circumstances as they arise, and by taking
necessary risks. As we grow in numbers and influence, we must be mindful that our power is earned
through our service to others. It is not a birthright or entitlement. Our challenge is to overcome the
obstacles (without cannons or amputations!) while staying true to the vision.

Closing ceremony - Vasco da Gama meeting participants

The young VdGM family doctors in Aveiro reminded me of these basic leadership principles and of
the vision that guides us. I am certain that their intellect, innovation, enthusiasm, and commitment will
lead us to better health care and a better world. I hope that our descendants will look back 500 years
from now and conclude that we helped them become the kind of family doctors that we need, and that
they can be.
Professor Richard Roberts

April 2013 The whole is greater than the sum of its parts.
>Σ[

+

] = Whole > Σ [Parts]

“The whole is greater than the sum of its parts”
Some truths need repeating, often using different language until we better understand. A recent
meeting to plan a workshop for family doctors on multiple morbidities reminded me of this. Convened
by the Dialogue on Diabetes and Depression (DDD), Prof Jan de Maeseneer hosted the planning
session at the University of Ghent. The DDD is an international multi-disciplinary effort started in 2007
to improve the care and outcomes of those with both diabetes and depression. WONCA was a
founding member of the DDD. The DDD plans to offer a series of workshops on diabetes and
depression for diabetes specialists, family doctors and primary care workers, nurses, and mental
health workers around the world.
Our task at the planning session was to develop the overall framework and goals for a family doctor
workshop. We were a dozen experts from six countries. We represented behavioral health, diabetes,
family medicine, internal medicine, nursing, psychiatry, and psychosomatic medicine. We reviewed
the experience of the very first workshops on diabetes and depression that DDD conducted for nurses
in Africa over the past year. We noted that the nurses preferred small group discussions that focused
on local issues.
Encouraged by the success of the nurse workshops, we enthused that we would pioneer a new kind
of thinking. We would solve the problem of fragmented care for those with multiple morbidities. We
would begin by weaving several conditions into a single workshop that would be relevant to and
centered on learners. We envisioned a future in which the multiple disciplines would bring their
collective expertise together to address more effectively the comprehensive needs of the patient. We
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imagined that our workshops would stimulate interdisciplinary insights and cooperation to better serve
the patient.
Then, reality set in. As we got into the details of exactly what the workshop should accomplish, it
became obvious that we were speaking different languages. Our conflicts seemed to center around
two key questions. Who should do what in the care of those with diabetes and depression or other
multiple morbidities? What should be done to provide the best care for those with diabetes and
depression or other multiple morbidities?
It seemed ironic that these basic questions could result in divergent opinions. How could such
fundamental disagreement occur among bright, thoughtful, and well intended professionals? My
service on more than three dozen national and international guideline panels has taught me that such
conflicts arise with every guideline. My 30 years of practice experience has confirmed that such
disagreements happen every day in practice. What follow are my reflections on ways to resolve these
important disputes.
Who should do what versus what should be done
We each view the world through our own professional lens. We spend many years absorbing the
language and culture of our respective disciplines. It is therefore understandable that those of us from
a particular profession develop a uniform sense of what our roles are and should be in our various
health care delivery systems. Thus, with every guideline we write and with every course we teach, we
attempt to reinforce the idealized version of the role that we believe our profession should play in
health care. Yet, our actual roles in the health system do not flow directly from our own perspectives
and preferences. They are the result of the unique mix of resources, population needs, other
professions, politics, and other competing forces that shape every health system.
An example is the declining role of cardiothoracic surgeons in the care of coronary artery disease
(CAD). In the early days of interventional therapies for CAD, when coronary artery bypass graft
surgery was the primary invasive treatment, surgeons dominated discussions on CAD therapy. The
disruptive technology of angioplasty and stents changed that, with cardiologists becoming the
dominant force in CAD treatment. The shrinking influence of surgeons in the management of CAD
caused reductions in the number and economic power of those choosing cardiothoracic surgery as a
profession. That is not the end of the story however, as surgeons respond to the changing and
1
competitive landscape with their own innovations, such as minimally invasive surgery.
We find proposals to limit or modify our roles as threats to our professional identity and to our
livelihood. A substantial portion of meeting time for multidisciplinary groups consists of teaching other
each what their group actually does, could do, and should do in the provision of health care.
Consequently, we should expect that diverse groups of professionals will spend much of their time
writing guidelines and developing courses in a power struggle for primacy.
If we turn to science as the dispassionate arbiter to resolve these professional disputes, we will be
sorely disappointed. The science on what should be done for the individual patient is remarkably
scant, almost shockingly inadequate. The science on who should do what is practically non-existent.
From the point of view of the patient or the objective observer, these professional power struggles
seem scientifically unwarranted and professionally self-serving. In the end, the needs of the patient
and population are best served by coming to agreement on what should be done. After agreement is
reached on what should be done, who should do it is often decided with less controversy.
What should be done, and who decides
Deciding what should be done can be very difficult. At a population level, our most influential studies
produce findings that are accurate and enduring less than half the time.2 At the level of the individual
patient, it is even worse. Unless the patient was actually enrolled in a study, we can never be certain
that the study population’s demographics, setting, and findings are relevant for that particular patient.
Even more vexing is the challenge of coming to agreement on the outcomes that are viewed by the
patient as most important. For example, while death is assumed to be an unwanted outcome, it is
preferred by many to the outcome of a seriously disabling stroke.3 Especially disconcerting is the fact
that decisions regarding the value of various outcomes are often left to those who specialize in a
particular disease. Their expertise in a particular condition is assumed to confer expertise in the
values and preferences of those with that disease, and that is often wrong.
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One could just as easily argue that the ongoing relationship and more comprehensive knowledge of a
specific patient place the family doctor in a better position to know the patient’s values and context.
Too often, when trying to balance the competing views of a granular approach to a disease or a
comprehensive approach to a patient, the more atomistic view prevails. This is because the more
narrow perspective more likely provides the illusion of achievable precision (eg, get the hemoglobin
A1c below 7% for 80% of those with diabetes), when contrasted against the less numerical aims of
holistic care (e.g., respect people’s wishes to not have their lives revolve around a medical condition).
Additive versus substitutive or integrative
Once decisions are made as to what should be done, and who should do it, there remains the
practical task of recommending how to best implement the decisions. Traditionally, such
recommendations are additive rather than substitutive or integrative. In other words, when considering
recommendations for best practices for those with both diabetes and depression, expert panels
commonly add current recommendations for diabetes to those for depression. This often results in an
impossibly long list of tasks to be accomplished in primary care that may not reflect patient values and
may even conflict with one another (e.g., the treatment of diabetics with severe depression by using
newer atypical anti-depressants, which may in turn worsen glucose control).
Conclusions
The most successful efforts to train family doctors in multiple morbidities will be mindful of several
factors. What is acted on will inevitably be a reflection of professional biases and local circumstances.
Science is often wanting when it comes to the care of an individual patient. Particular attention should
be given to developing clinical recommendations that are integrative rather than additive.
Our planning group was able to arrive at a number of decisions. The first family doctor workshop will
be in Ghent in October 2013. Its primary objective will be to improve the care and outcomes of those
with multiple conditions, such as diabetes and depression. The workshop will promote a move from
disease-oriented to goal-oriented care. Much of the workshop will consist of discussion among
participants and invited patients, rather than lectures by narrowly focused experts. Small group
sessions will train participants on how to empower patients to make better decisions and to develop
skills at goal setting and shared decision making. Building on the success of the initial workshop, the
plan is to conduct a number of similar workshops around the world in 2014 and beyond.
I learned several important lessons at the planning session. I learned that we need a new paradigm
when it comes to caring for those with multiple morbidities. We need to think more about goals and
less about disease. We need to develop better skills in helping people identify and accomplish their
goals. As our thinking changes, our language will change. We will move from the language of
disease, such as the International Classification of Disease (ICD), to the language of goals and
function, such as the International Classification of Function (ICF). I also re-learned an enduring truth:
that the whole is greater than the sum of its parts.
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Professor Richard Roberts

May 2013: Turning tasks to TRUST
I spoke recently at the 11th annual Beijing Symposium on Family Medicine. My remarks began with
the story of Dr Wang Hao, a young physician at Harbin Medical University’s No. 1 Hospital. On 23
March 2012, Li Mengnan, a teenage patient of the Hospital, broke into the rheumatology and
immunology department, slit the throat of Dr Wang, and stabbed three other doctors who were also in
the room.
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Obituary of Dr Wang Hao, age 28, 23 March 2012

The motive for the killing was a tragic
misunderstanding. Li had asked Dr Zhao Yanping,
the deputy director of the department, to prescribe
infliximab (Remicade) for his ankylosing spondylitis.
Dr Zhao responded that Li first needed to have his
tuberculosis treated to avoid infliximab toxicity. Li
misunderstood and concluded that he was not
going to receive any treatment. Dr Wang and
colleagues were the unfortunate victims of that
misunderstanding.
Shortly after the killing, the website of the People’s
Daily posted an on-line survey asking readers to
indicate how they felt about the murder. About two
out of three respondents selected the happy icon to describe their feelings about Dr Wang’s death.
The survey was removed from the website after one day. The young assailant was sentenced to life in
prison on 19 October 2012. Li avoided the death penalty because he was 17 years old and not
considered an adult at the time of the crime.
It seems unlikely that any of the People’s Daily survey respondents knew or held anything against Dr
Wang. By all accounts, he was a dedicated and capable young physician. More likely is that the
survey caught a glimpse of some of the frustration voiced increasingly by Chinese patients. The
government estimated that in 2010 there were 17,000 violent incidents involving 70% of public
hospitals.
Some of the factors influencing violence against health workers may be peculiar to China, such as
relatively low physician pay that creates pressures to accept red envelopes with cash or industry
kickbacks. The violence against Chinese physicians however, is only a dramatic example of
worrisome trends in health care that are common to most countries and most health care systems.
These trends reflect an increasingly mechanistic rather than holistic approach to health care, an
obsession with biometric measures rather than outcomes that are meaningful to patients, and an
emphasis on disease rather than health. In short, while our technical and technological capabilities
have increased dramatically, our trust in the motives and agenda of health care has decreased
concomitantly.
People’s Daily on-line survey on
response to Dr Wang’s murder, 23
March 2012

The focus of doctors has shifted
from seeking cure, relieving
suffering, and providing comfort
to accomplishing tasks and
completing checklists. More
resources and energy are
dedicated to managing
populations (usually those with
chronic and expensive
conditions), with relatively less
effort spent learning about the
concerns, values, and goals of
the patient. The irony is that until
our science is dependably predictive for every patient and until every patient chooses the same goals,
our inability to nurture trust with the patient will keep us from successfully accomplishing our tasks or
completing our checklists.
I propose that an essential and explicit goal of health care should be to foster TRUST: time, reliability,
unity, skill, and transparency.
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Time
Patients need and deserve our time with them. Ideal is face time, which is valued more by people
than email, texting, or videoconferencing. Virtual communication will undoubtedly become more
generally used and accepted. Time getting to know the patient, and having them get to know us, is
crucial for TRUST. This vital activity is not and should not be easily delegated. It is often said that the
top 3 concerns of primary health care should be access, access, access. Without providing ready
access, patients must turn to any available resource when problems arise, such as emergency
departments or hospitals. For certain individuals with certain conditions and in certain settings, these
other resources will be exactly the right place for care, but not for most people with most conditions in
most situations. The lack of awareness of their individual needs and expectations, and the greater risk
for over-utilization or iatrogenesis, make these other places more costly and potentially dangerous for
patients than seeing their family doctor.
Reliability
People value consistency and dependability. There are the apocryphal stories of patients remaining
loyal to grumpy doctors because they are consistently grumpy and their behaviors are predictable.
Punctuality is also a sign of reliability and signals respect for the patient’s time. This attribute of
TRUST – reliability - is where checklists and care pathways come into play. When all are agreed,
including most importantly the patient, that a certain plan of action should be pursued, then a more
reliable care system will emerge as more effective and efficient strategies are developed for
accomplishing those plans.
Unity
A critically important part of TRUST is to establish shared expectations between doctors and patients
as to the goals to be achieved and the methods and time to achieve them. These shared expectations
create unity of purpose and produce a stronger relationship built on common goals and mutual
responsibilities. In the sad case of Dr Wang, it is apparent that at best there was insufficient
communication about the plan of care and that at worst there was no explicit or trusted plan of care.
The most trusted and powerful patient-doctor relationships develop when patients are convinced that
their doctors have their best interests at heart and will do their best to help them.
Skill
TRUST is about more than satisfactory relationships. Patients expect their family doctors and other
health professionals to possess diagnostic and therapeutic skills that reflect currency and
competence. Health professionals often fret that patients expect perfection. They do not. They do
expect a sincere effort using the most appropriate knowledge and resources given their specific
circumstances.
Transparency
Perhaps the most important element of TRUST is transparency. Patients want clarity about what
needs to happen for their condition and why. The extent of disclosure will vary depending on the
patient’s age, desire or capacity to know, and cultural expectations. Related to the issue of disclosure
about diagnosis and treatment is the question of self-disclosure by the doctor. People are more likely
to TRUST another when they have a better sense of that other person. It can be quite challenging to
accomplish self-disclosure without misleading the patient about the doctor’s intention to strengthen a
professional, rather than personal, relationship and without turning the doctor into the center of
attention. Transparency becomes especially important when an error or unexpected or unwanted
outcome has occurred. Seeking the patient’s perceptions on what happened and what went wrong
demonstrates respect and concern. Briefing the patient with a clear accounting of what happened and
why provides a reality check for what was possible given current knowledge and resources. A useful
approach is to employ “magical” language that acknowledges the magical thinking that people often
use to explain and comprehend their current situation. An example might be, “I also wish you did not
have diabetes, but we can work together to reduce its effect on your health.” When a mistake in care
has occurred, transparency makes it possible to express empathy about the undesired result and to
seek forgiveness when appropriate.
The ability to develop and maintain TRUST is essential for family doctors. Without TRUST, patients
will doubt professionals’ motives, adherence to recommendations will be less dependable, and
outcomes will suffer. Patients are unlikely to TRUST the health care system unless they TRUST the
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individual professionals from whom they seek care. The best way to build TRUST in the system is one
patient at a time.
Professor Richard Roberts

June 2013: Good Journey
I am not good at ‘goodbye’. I had to say goodbye thousands of times during my three years as
WONCA President: to my family, patients, practice colleagues, and family doctors I watched at work.
It was never easy to do. Sadness about leaving my family washed over me whenever I entered the
parking structure at our local airport. I felt guilty about leaving my patients and practice colleagues
whenever I discussed my next trip with them. I worried that something might come up during my
absence that I should not miss or that I should have anticipated better.
More than 200 times in more than 50 countries, I thanked and said goodbye to family doctors, I had
just observed with their patients. Each time, I left impressed with their commitment to their patients
and communities. I marveled at their practical and clever solutions to the problems their patients
brought to them. I noted their compassion and skill. Their dedication to duty humbled me, especially
given their often difficult circumstances. I wished I could spend just a bit more time with all of them to
get to know them better, to have them teach me more. There was always however, a next place to go
and a next plane to catch.
En route to my next destination, I often reflected on the people and place just visited. It still amazes
me that so many family doctors allowed me to observe them with their patients. I know how anxious I
become when watched at work, worried that I will not measure up. I decided that the family doctors
were willing to trust me in much the same way that patients trust us. Since my earliest days as a
medical student, I wondered why patients were generally so willing to open themselves up to show
their flaws and to describe their suffering. I concluded back then that most likely patients viewed me
as a part of their care team or that they wanted to contribute to the learning of the next generation of
physicians.
Yet, why would patients and their family doctor permit me to witness their private consultations
knowing that I was merely a one-time visitor? There seemed to be little in it for them. Perhaps they
thought they had no choice (hope not). Perhaps they expected I would offer a brilliant insight into their
condition (most unlikely). Perhaps they wanted to be the center of attention for more prying eyes
(unlikely). Perhaps they believed they were promoting Family Medicine or advancing world peace
(also unlikely). I think they gave permission because they trusted that good things would come from
my visit and that it would benefit them in some way.
Relationships and Trust
These reflections caused me to ponder the nature of relationships and trust. People are generally
quick to trust, but slow to trust a person again if they felt betrayed by that person. In health care, it
seems that trust is good medicine. Patients are 2.5 times more likely to adhere to treatment
1.
recommendations when they highly trust their doctors Given its therapeutic benefits, it is striking that
2
there is such a scant literature on trust between patients and doctors .
Several factors appear to influence patients’ trust in their doctors, including rapport, compassion,
3
understanding, honesty, and technical competence . Attributes that are not significantly associated
with trust include patient age, gender, race, education, income, health status, or number of
consultations4. Shortly after the diagnosis of breast cancer, patient trust depends on receiving helpful
informational, emotional, and decision-making support. Later, only emotional support seems to be
significantly important5.
There have been few studies done to determine how to improve patient-physician trust. It appears
6
that a one day workshop to improve trust building skills is not effective . What then can we do to
obtain and maintain the trust of our patients? As I wrote last month, the key strategies can be
remembered in the acronym TRUST – time (more is better), reliability (be consistent and
dependable), unity (show empathy and create a sense of shared purpose and goals), skill
(demonstrate that we know our stuff), and transparency (be open and honest).
While we know little about patients’ trust in doctors, we know less about doctors’ trust in patients. Yet,
doctors must trust patients throughout our interactions with them. Our diagnostic conclusions depend
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heavily on the history they provide. We rely on them to follow our treatment recommendations and to
present for follow up as advised. Even though we learn techniques for exposing patients’ hidden
agendas and enhancing their adherence to treatment plans, most of the time we must believe what
they tell us and have faith they will do what we ask.
A major challenge for health care in the future will be to address the widening gap in trust between
patients and doctors. Even as our diagnostic acumen and technologies improve, rising and unmet
patient expectations and the potentially greater and uncertain harms of new interventions will cause
patients to be less trusting. Similarly, doctors will have less trust in patients who seem intent on
getting what they want when they want it with little regard for those providing the service.
Individual needs, shared goals
The way forward, it seems to me, is to rethink our model. A caricature of our current model views
patients as passive recipients of the interventions provided by physicians whose only aims are to
serve and to receive sufficient compensation. There is more to it than that. In my experience, patients
are rarely passive. While they may not verbally challenge their doctor during an encounter, their
words and behaviors afterwards prove that they are leading actors in their own health care drama.
Physicians seek more than service and appropriate payment. They also look for personal meaning
7
and joy in their work , which often depends on the quality of the relationships they have with their
patients and colleagues.
Recognizing that both actors have legitimate needs and expectations can go a long way toward
establishing and maintaining trust. Yet, we are usually silent on such issues when dealing with
patients. We assume that we know what they want (cure, relief of suffering, comfort). They assume
that we know what they want. Better is to make explicit that which has for too long been implicit.
Encouraging patients to identify their goals will help us make better recommendations (“I want to
dance at my daughter’s wedding”). Informing patients of our limitations helps them to better calibrate
their expectations (“I am not available on Thursday afternoons because I volunteer at a homeless
shelter.”) When both are clear on what the other expects and can do, then both are more likely to be
satisfied with the relationship. Said more directly, it is not only that patients need to trust their doctors,
doctors need to trust their patients.
Public needs, public expectations
The drama that unfolds in the privacy of the consultation room takes place against the backdrop of
public needs and expectations. Legitimate actions to safeguard the public’s health (e.g., quarantine to
prevent outbreaks of drug resistant tuberculosis) and wealth (e.g., efforts to reduce the rise of health
care expenditures) can clash with personal goals (e.g., freedom of movement, desire to have done all
that can be done).
Policy makers find it difficult to reconcile their beliefs about the greater good with patients’ personal
expectations. At one extreme, health care is a social good only because it gets people back to
productivity sooner. Society contributes significantly toward health care services and is entitled to a
return on that investment in human capital. People resist however, when their health care becomes a
means to society’s ends. At the other extreme, health care is about informed consumers making
rational market decisions. Free societies believe in the rights of individuals to make their own choices
about what they most value. Those rights however, are not unlimited when they affect others and the
choices are not always truly informed. Thus, both of these views in the extreme are illusory.
For patient and doctor, the tension between the greater good and individual preference is not an
abstract exercise in social utility theory. It plays out in every patient-doctor encounter as personal
values and expectations bump up against resource limits and professional customs. Consequently,
experienced family doctors understand that many recommendations mark the start of a negotiation
rather than a definitive declaration. Trust allows the negotiations to proceed in good faith and
improves the chance for a successful conclusion.
Lessons learned
These past three years have been incredible. It has been life changing to meet high level policy
makers in numerous countries while observing family doctors in the front lines of their health care
systems. These meetings have convinced me that Family Medicine and primary care are on the
ascendancy around the world, in countries rich and poor. The World Health Organization (WHO) and
United Nations (UN) have recognized that chronic or non-communicable diseases (NCDs) cannot be
addressed adequately without universal coverage. In turn, universal coverage cannot be achieved
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without robust primary care. Our already insufficient numbers are going to worsen as the demand
grows for more care in the primary care setting.
To succeed, we will need to develop new tools and strategies that enable us to meet the two basic
aims of primary care: trusted continuous relationships and comprehensive services. There were times
in my travels when I despaired that we were at risk of losing sight of these aims. Sometimes it was
because physicians wanted better work life balance and protected themselves by developing a limited
work shift mentality. Others narrowed their scope of practice because the local practice environment
made it difficult for them to provide comprehensive services or because they had inadequate
experience in certain services or felt that those services were too stressful.
Emerging forms of electronic communication (text messaging, web consultation, email, etc.) will make
it easier to stay in touch with patients while preserving sufficient personal and family time. New
technologies such as handheld information devices, decision support tools, and simulators will make it
possible to develop and maintain comprehensive skills throughout our careers. The most important
lesson is to stay true to our core values of continuity and comprehensive by innovating new and better
ways to accomplish them.
All of this means we will need to open ourselves up more to patients, to trust them. We need to let go
of the fear that patients will abuse us or use us up if we open ourselves to them. Our greatest source
of power is derived from our trusted relationships with our patients. We must remember that skilled
family doctors are like catalysts – we use our trust with the patients to make good things happen while
not getting used up in the process. If we take good care of our patients, they will take good care of us.
I believe that we can do all of this and also take good care of ourselves, our families, and each other.
Thank you, and good journey
I am so very grateful for the privilege over the last three years to have represented over the 122
member organizations and 350,000 family doctors who comprise WONCA. I have many people to
thank for this opportunity: the Council who elected me, the other members of Executive who helped
make the difficult decisions, our CEOs in Singapore (Dr Alfred Loh) and his successor in Bangkok (Dr
Garth Manning) and their staff who helped turn good ideas into action. Special thanks must also go to
my patients and practice colleagues who forgave my many absences. Most important to thank is my
wife Laura and our four children: Matt, Ben, Maggie, and Alex – they gave up the most so that I could
dedicate my efforts to advancing the cause of Family Medicine and WONCA around the world.
When bidding each other farewell, my West African friends like to say, “Good journey,” to each other.
I like this phrase because it suggests that our travel will have us re-connecting at some point in the
future. “Goodbye” on the other hand gives no indication of whether we will ever meet again. I am as
excited and confident about the future of Family Medicine as I have ever been. I know we will succeed
in our quest to improve the world by assuring that every person has access to a quality family doctor. I
look forward to joining you and others when we finally reach the top of that mountain. So, rather than
“goodbye,” I will close by saying, ”good journey.”
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