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Abstract

ofgeneral recommendations that would support the model.

The increased prevalence of communicable, non-comunicable diseases, the global expanding of the elderly
population, significant mental health issues,rising health costs,overutilization and medicalization of ilinesses necessitate
the need for a reliable community-based health care team. Efforts towards efficient, well organized family medicine
speciality programs will produce needed, commited, and skilled primary care or family physicians that qualify them to
provide continuous, comprehensive and accountable evidence-based health care for patients of all age groups. The
Saudi Aramco Medical Services Organization (SAMSO), the first JCIA accredited hospital in the Middle East has taken
significant strides to address the challenges facing the family medicine discipline.We aim through the following review
to emphasize the role of family physicians, highlight some challenges globally and in Saudi Araba and provide list
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Introduction

Non-communicable diseases like cardiovascular (e.g., coronoray
artery disease, hypertension, stroke), chronic respiratory diseases (e.g.,
chronic obstructive pulmonary diseases and asthma), diabetes mellitus
and cancer are responsible for 63% of all death world-wide. 80% of
non-communicable diseases occur in low-middle income countries
and in people less than 60 years of age (WHO) [1,2]. Most of non-
communicable and communicable diseases can be prevented through
effective interventions like standard infection precautions, judicious
use of antimicrobials, smoking cessation, healthy diet, physical activity
and evidence-based community cancer screening programs.

Primary care is the provision of integrated, accessible health care
services by clinicians who are accountable for addressing a large
majority of personal health care needs through the development of a
sustained partnership with patients and practicing in the context of
family and community. The guiding principles of primary health care
are ready accessibility to care, public participation, home care, health
education and application of evidence-based medical care for acute and
chronic conditions to all age groups [2]. Societies in in the Middle East
struggle for a preferred model of primary care and a sufficient numbers
of certified family medicine specialists in a world where Western
subspecialization is the dominant model.

The current review highlights the importance of developing and
cultivating strong family medicine programs and providing healthcare
practice opportunities and systems that leverage the strengths of the
cost-effective model.

Is There a Preferred Model of Primary Care?

The Institute of Medicine in 1978 and 1994 defined the essential
elements of primary care: accessibility, accountability, affordability,
coordination, continuity and comprehensive care. Accessibility and
continuity of physician care is associated with more positive outcomes
and appears to be particularly important for more vulnerable patients
[3-6]. Comprehensive care emphasizes the uniqueness of the whole
person as opposed to emphasizing an organ system. Accountability
and coordination of care assure that there is one person ultimately
responsible for the patient’s care [7,8].

Of the primary care specialties (i.e., internal medicine, pediatrics,
obstetrics-gynecology and family medicine) only the latter fulfills these

criteria the best since the entire family is cared for-both genders and
all age groups for across all body systems whether acute and chronic
illness. The panel population is heterogeneous. Physician extenders
(e.g., nurse practitioners, physician assistants) can also provide primary
care along this continuum. Family physicians provide a unique role in
public health including disease prevention, health promotion and the
provision of medical care for urgencies or emergencies. As the most
versatile example of primary care, the availability of family medicine
physicians is associated with improved health outcomes and life
expectancy and reduces all-cause cancer, heart disease, stroke and infant
mortality rates. The specialty’s impact on mental health is significant
as family dynamics often plays a significant role in chronic illness.
Psychotherapeutics is fundamental in the treatment approach [9]. The
‘tenured’ family relationship results in less fragmented care and division
of responsibility, lower referral and consultation rates, lower laboratory
and imaging utilization and less prescriptions [10]. The focus is on
the whole person in the context of the unit of care, the family, rather
than disease management. The result is a strong physician-patient
relationship promoting an improved quality of life [11].

Challenges Facing Family Medicine

A work force report by American Academy of Family Physicians
projected the need for 139,531 family physicians by 2020 in order to
meet the need for primary medical care. However, current USA based
residency programs only attract half of needed family physicians. The
Arab world needs more than 160,000 family physician specialists;
however, what is available is far less than that number [12]. The
majority of graduates in the Arab world work in clinical practice, with
predominance of specialized care over primary care health services and
tendency to be centralized in urban areas [13].

A growing number of US-based family physicians have become
surrogate internists, caring for a pool of only adult patients. Additionally,
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the skills and knowledge base in obstetrics are quietly being eroded
and with it care of the newborn. Procedural skills are often deferred
to the referring subspecialist. Remuneration in healthcare emphasizes
procedures rather the time intense bedside skills of cognitive behavioral
therapy, family therapy, marriage counseling etc. lastly, the specialty
is not promoted on par with other specialties, making it appear as a
second tier or class specialty [14].

What is the Impact of Primary Care?

Pooled results for all-cause mortality suggest that an increase of one
primary care physician/10,000 population is associated with average
mortality reduction of 5.3% or 49/100,000 (Figure 1) [15].

A similar significant trend has been found in those countries using
a strong primary care base versus those countries without the model
(Table 1) [16].

InEngland, each additional primary care physician per 10,000 (about
a 20% increase) is associated with a decrease in mortality of about 5%,
adjusting for limiting long-term illness and for various demographic
and socioeconomic characteristics [17]. In the United States similar
results have been identified and the impact is greatest if the primary
care model is based on family medicine. For each additional family
physician per 10,000 population there is a 9% decrease in mortality [18-
20]. Primary care in adults has been associated with a 33% reduction of
health care cost while at the same time a 19% decrease in mortality [21].
A 10% increase in the supply of primary care physicians is associated
with a 4% increase of diagnosing early stage breast cancer [21]. In a
regression analyses that adjusted for sociodemographic characteristics,
each one-third increase in the supply of family physicians decreased
the incidence of invasive cervical cancer by 10% and its mortality by
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Figure 1: Primary care strength and premature mortality in 18 OECD countries
Predicted PYLL (both genders) estimated by fixed effects, using cross-sectional
time series design.

Analysis contrlled for GDP, percent elderly, doctors/capita, average income
(ppp) alcoholand tobacco use. R2 (within)-0.77 [15].

Age 40 Age 65 Age 80
Female Male Female Male Female Male
Wors primary care (Belgium, 7.8 95 8.0 8.0 7.4 6.9
France, Germany, and USA¥)
Better primary care (Australia, 6.7 59 6.6 6.6 6.8 71
Canada, Japan, Sweden,

Denmark, Finland,
Netherlands, Spain, UK**)

*Best level of health is ranked 1: worst is ranked 13: thus, lower average ranks
indicate better performance.
**England and Wales only.

Table 1: Average rankings* for life expectancy at ages 40, 65 and 80 for countries
grouped by primary care orientation.

20%. Similar trends have been noted for melanoma and cervical and
colorectal cancers [22-24]. In a large meta-analysis spanning fifteen
years the total and individual mortality rates for infants, cancer,
heart and stroke were lower the higher the penetration of primary
care physicians, whereas the mortality rates increased the higher the
specialist ratio [19].

In 2000 an estimated 5 million admissions to US hospitals, with a
resulting cost of more than $26.5 billion, may have been preventable
with high quality primary care.

Assuming that an average hospital stay costs $5,300 per admission,
even a modest 5 percent decrease in hospitalizations for these
ambulatory care sensitive conditions would save more than $1.3
billion in inpatient costs [25]. Increasing the number of primary care
physicians by 1 per 10,000/population will reduce inpatient admissions
by 5.5%, outpatient visits by 5%, emergency department visits by 10.9%
and surgeries by 7.2 % [26]. There are similar global trends. Healthcare
reform in Bolivia lowered the mortality rates for under-5 years to rates
similar to industrialized countries by emphasizing a primary care
model. In Costa Rica, primary care reforms in the 1990s decreased the
infant mortality and increased life expectancy to rates comparable to
those in developed countries.In Mexico improvements in primary care
practices reduced child mortality in socially deprived areas [27-30].
A well-integrated primary care experience is associated not only with
improved self-rated overall and mental health but also with reductions
in disparities between more- and less-disadvantaged communities in
ratings of overall health [31].

Additional benefits of primary care include improved satisfaction
with communication [32,33], enhanced patient confidence, increased
trust and treatment compliance [34], better integration of preventive
and proactive care [35], fewer readmissions [36] and usage of emergency
services [37], more efficient use of resources [5,13,38,39], fewer adverse
treatment effects [40-42] and lower costs [43].

What is the Kingdom’s Position on Primary Care?

In Saudi Arabia there are nine recognized family medicine
residency programs. In 1983 Saudi universities started the post graduate
family medicine program, and 10 years later (1993) the Saudi Family
Medicine Fellowship Program started [44]. Albar pointed out that
90% of the 10,000 physicians working in Saudi primary care sector are
non-Saudis and majority of them are not certified in family medicine
[44]. However, Albar reflected an active strategy towards certifying
3,000 family physicians by 2020, and AlKhoja emphasized the already
existing Saudi accreditation program in primary health care and family
medicine [12].

In 2008 the Ministry of Health agreed to develop the necessary
policies for the promotion of the family medicine concept. It further
set forth to establish a positive image for the role of primary health care
centers. Since then there has been a shift in the approach by replacing
primary health centers with family and community medicine. It is felt
that this will ensure improved health services through the integration
of standard therapeutics and prevention, particularly for high risk
communities and special groups like children, pregnant females and
the poor.

What is SAMSO Care Partners Doing About This
Challenge?
SAMSO’s care model is referred to as Care Works. Currently, all

patients are assigned to a primary care physician. Every effort is made
to assign the entire family to a family physician whenever possible,
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respecting culture mores and the availability of family physicians.
SAMSO has been 70% successful in this regard but the target is 100%.
Until recently, there were no Saudi medical students sent for training
in family medicine. 50% of candidates are now selected for this type of
residency because of its cultural appeal and cost-efficacy. Furthermore,
a decision was made to require board certification in all primary care
specialties within three years of completion of the training program.

The primary care physician leads the patient family-centered care
model by working directly with a nurse, pharmacist, educator, social
worker and scheduler in order to streamline continuity and coordination
of the patient’s care. Because form follows function’ the design of the
practice sight is being re-engineered to provide swing rooms for all
physicians.A telephone triage and consultation system will shortly be
added which will provide improved satisfaction and care, particularly
after hours. Primary care physicians are also encouraged to be involved
with their patients who require admission and in-patient care. Lastly,
home visits, where appropriate, are utilized. Well established evidence-
based guidelines are used for acute (e.g., pharyngitis, sinusitis, otitis
media etc.) as well as chronic (e.g., congestive heart failure, chronic
obstructive pulmonary disease, community acquired pneumonia etc.)
diseases and provide the basis for continuous quality improvement.

Key Recommendations

1. Primary care delivery systems, built on the family practice model,
should be aggressively developed that will make the services available
to all citizens. Physician as well as physician extender models (nurse
practitioners, physician assistants) should be addressed.

2. Insurance coverage should be provided to all citizens so that the
benefits of primary care are more uniformly available.

3. Because the quality, efficiency, and responsiveness of primary
care are enhanced by the use of interdisciplinary teams the adoption
of the team concept of primary care should be emphasized wherever
possible.

4. Primary care should be made available to all underserved groups
and communities with special needs.

5. Health promotion and disease prevention activities should be a
critical element of primary care services.

6. Financial and regulatory barriers to the practice of primary care
should be reduced or removed as much as possible, particularly in the
areas of long-term care and mental health.

7. Uniform methods and measures to monitor the performance of
health care systems and individual clinicians in delivering primary care
should be developed and monitored. Performance measures should
include cost, quality, access, and patient and clinician satisfaction.
The results should be made available to public and purchasers of care,
provider organizations, clinicians, and the general public.

8. Academic health institutions should explicitly accept primary
care as one of their core missions and provide leadership and positive
role modeling in the development of primary care teaching, research,
and service delivery programs. The specialty of family medicine should
be premiered with departmental status.

9. All medical schools should require their undergraduate medical
students to experience training in settings that deliver primary care,
especially family medicine.

10. Common core competencies for primary care clinicians,
regardless of their disciplinary base, should be defined by a coalition of

appropriate educational and professional organizations and accrediting
bodies.

11. The Ministry of Health (MOH) or designated organization
should accredit primary care training programs and support curricular
reforms that teach the common core competencies and essential
elements of primary care.

12. The training of primary care clinicians should include
experience with the delivery of health care by interdisciplinary teams;
and academic health centers should liaise with health maintenance
organizations, group practices, community health centers, and other
health care delivery organizations using interdisciplinary teams to
develop clinical rotations for students and residents.

13. The MOH should identify a lead agency for primary care
research and appropriate funds for this agency in an amount adequate to
build both the infrastructure required to conduct primary care research
and fund high-priority research projects, including the development of
and provide ongoing support for a national database (based on a sample
survey) that reflects the majority of health care needs in the Kingdom
and includes a uniform primary care data set based on episodes of care.
This national survey should capture data on the entire population,
regardless of insurance status.

14. A public-private, nonprofit primary care consortium consisting
of professional societies, private foundations, government agencies,
health care organizations, and public representatives should be formed
to monitor progress in primary care including distribution, mixand
competency of the workforce.

Conclusion

Family medicine as a disciplinecontinues to struggle globally for its
rightfull place in the pantheonl of health care professions.The challenges
differ among countries due to several variables; however, research is
beginning to identify the benefits andimpact of primary care and family
physicians. The specialty of family medicine needs rigorous developing
and nurturing globally, especially in the Middle East where family and
community are strong. Governments and health care authorities must
see the model as the keystone for a proficient health care system.
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