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Global health provides a special challenge for primary care and general practice, which will become
increasingly important in the future as the prevalence of multimorbidity increases with increasing likelihood of survival from acute manifestations of illness, as populations age, and as costs of care increase
with increasing availability of technologic interventions. World organizations of primary care physicians
need to take up the challenge before it becomes a crisis. (J Am Board Fam Med 2007;20:511–513.)

Interest in the health of other countries is not a new
phenomenon. Late in the 19th century, Lord
Chamberlain1 made clear his view that global
health meant “making the tropics safe for white
men.” In the 21st century, globalization is providing new imperatives largely because its effects on
health are so pronounced,2 occurring directly by
means of increasing exposures to harmful social and
environmental inﬂuences and indirectly through
inﬂuences on health, economic, social, and health
services.3 Although deﬁnitions may vary depending
on the particular interests of “global health practitioners,” the deﬁnition provided by the US Institute of Medicine4 provides a useful departure:
“global health comprises health problems, issues,
and concerns that transcend national boundaries,
may be inﬂuenced by encounters or experiences in
other countries, and are best addressed by cooperative efforts and solutions.”
Despite common wisdom about the importance
of commonly identiﬁed national characteristics,
variability in health at any given level of country
wealth or health professional supply is enormous,5–7 providing evidence that differences in
health cannot be a direct inﬂuence of these characteristics. Might there be a more consistent correlate?
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The common focus of 20th century health systems on early identiﬁcation and management of
speciﬁc diseases was a by-product of the quest for
single etiologies for clinical manifestations, fostered by epidemiologic evidence of environmental
clusters of illnesses and the identiﬁcation of disease-producing “germs.” The 21st century era
promises to be the era of pervasive effects of globalization, with interacting inﬂuences on health, increasing threats to equity in health, multiple cooccurring illnesses (“multimorbidity”), and
increasing potential for adverse effects resulting
from drug interactions, unnecessary interventions,
and errors in providing services.
All these new challenges demand new approaches to organizing services: the disease-by-disease orientation is becoming increasingly dysfunctional. It must be replaced by a focus on people and
populations with their unique combinations of illnesses and types of illnesses rather than speciﬁc
diseases. Clustering of vulnerability, especially in
deprived population groups, is associated with nondisease-speciﬁc symptoms and syndromes resulting
from adverse social biological and environmental
impacts. Multimorbidity is demanding not “chronic
disease” management but, rather, a chronic care
model in which person-focused primary care is the
key element. The environment’s impact on health
and the effects of medical care itself are making it
imperative to design services around the principle of
rapid access to person-focused, comprehensive, and
coordinated services provided over time to achieve
early recognition and management for the multiplicity of conditions likely to be long-standing and eventually life-threatening. Known as “primary health
care,” such services are increasingly essential in meeting the health needs of all populations.8,9
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require either an expansion of training experiences
or the incorporation of other types of professionals
into primary care teams. The new focus on “general practitioners with specialty interests” further
threatens to reduce the breadth of primary care
practice through its focus on speciﬁc types of problems with a loss of competence in dealing with the
challenges of primary care problems.17 Greater
comprehensiveness (ie, breadth) of primary care
practice, including services such as minor surgery,
is associated with higher quality of primary care in
general and better outcomes of care with lower
costs.10 It also reduces the likelihood of excessively
costly, unnecessary, and potentially dangerous specialist referrals.10,13 A wider range of focus allows
health practitioners to better integrate all aspects of
patient care rather than concentrating primarily on
speciﬁc diagnoses and types of diagnoses. Although
the range of services that are appropriately provided will depend on the needs of the population
served, the frequency of particular types of diagnoses should determine which problems are in the
province of primary care and which need referral to
specialists for advice, guidance, and limited longterm management. Even though the range of services to be covered in primary care varies from area
to area (as does the availability of primary care
practitioners), principles for making decisions
about the appropriate range of services in primary
care need development by family physicians
throughout the world.
Global health provides a special challenge for
primary care and general practice, which will become increasingly important in the future as the
prevalence of multimorbidity increases with increasing likelihood of survival from acute manifestations of illness, as populations age, and as costs of
care increase with increasing availability of technologic interventions. World organizations need to
become stronger advocates for primary care if the
crisis in health system capacity is to be avoided.
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Barriers to the achievement of these goals may
be thwarted by several characteristics of current
health systems, particularly in some advanced industrialized nations with powerful hospital and specialist inﬂuences, the disease-oriented focus of major donors, and the lack of appreciation of the
potential of primary care to foster effective and
equitable health services at relatively low costs.10
The imperative to maximize corporate market
share and proﬁt prevents societal action directed at
equity goals (“reductions in disparities”).11
Family medicine, acting on a global level, could
play a major role in preparing for the new demands
on health systems and services. A critical role is to
develop a strong evidence base concerning the distribution of health problems, the way in which they
present in community practice, and how they are
modiﬁed by various types of interventions. Diseaseoriented specialists cannot be the experts in how
health problems are manifested in the community;
the patients they see are not representative of the
universe of patients with similar manifestations of
problems.12 Because of their training and experiences, they overestimate the likelihood of serious
illness and therefore intervene excessively and unnecessarily in people who do not need their services. In their quest to ﬁnd a speciﬁc disease and
course of management, they are unable to deal with
multimorbidity and the dangers of drug interactions for various syndromes and diseases.13
World family medicine must assume responsibility for changing outmoded hospital-based training.14 The new imperative is to keep people away
from hospitals by early, ongoing problem recognition and management in the community. Most diagnostic challenges, except for rare manifestations,
are in the community, which is the most appropriate site for the training of health practitioners to
provide ongoing care over time.
Another imperative for world family medicine is
to come to grips with deﬁning an appropriate scope
for primary care practice. Countries, and areas
within countries, vary widely in what problems are
considered primary care problems.15,16 Countries
with a broader range of services within primary
care achieve it by training family physicians with a
broader range of skills. In countries such as the
United States (where primary care general internist
and general pediatrician primary care physicians
are trained relatively narrowly in a disease-focused
model), achieving greater comprehensiveness will
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