LETTERS TO THE EDITOR

Coliaboration in Education of Primary
Care Physicians

To the Editor.—In the April supplement of the Journal,
entitled “Meeting the Need: Redressing the Specialist/Gener-
alist Imbalance through Educativn and Training,” a product
of a cooperative effort of three generalist socicties, Reynolds
et al.' reviewed the role of collaboration in education and
training of primary care physicians {“Collaboration in the
Preparation of the Generalist Physician™). Unfortunately, the
authors overlooked the Jong history and important lessons of
the many cfforts to educate physicians to practice in interdis-
ciplinary teams and both the long-standing collaboration of
internal medicine and pediatrics in the federal Title VI (Sec-
tion 784) grant program and the 24.ycar collaboration be-
tween family practice, internal medicine, and pediatrics at the
Residency Program in Social Medicine at Montefiore Medical
Center and the Albert Einstein College of Medicine.

Interdisciplinary medical education bas gone through three
periods, beginning in the late 1950s and 1960s with consid-
erable experimentation and documentation in medical student
education in what was then called “comprechensive (family)
medical care,” beginning with Beloff and his colleagues at
Yale.*~* Efforts in the 1970s focused on the primary care team
and cross-disciplinary education in medicine, nursing, social
work, pharmacy, and mid-Ievel practitioners, among others.*®
The 1980s found interdisciplinary collaboration focused in
such specialty arcas as dialysis.” geriatrics.” and rehabilitation.”
George Reader, who reviewed this literature in 1966 and again
in 1976, noted “surprisingly little is being applied today, how-
ever, of what was learned previously through the variouos teach-
ing experiments.”'® Despite success in teaching medical stu-
dent interdisciplinary, comprchensive care, most experiments
had oniy short-lived effects on student attitudes and were ter-
minated for lack of financial or facelty support.'® When we
reviewed this experience and literature In 1988, we concluded
that successful tcaching depended upon clinical settings that
were reorganized to improve patient care through interdis-
ciptinary collaboration. '’

While this literature has largely ignored graduate medical
training, our review found 27 federally funded joint residency
programs in primary care internal medicine and pediatrics,
only two of which prepared trainees for dual boards.'* We
also found descriptions of collaboration, however brief, at 16
different academic health centers.'4-'* Triple board programs
in pediatrics, psychiatry, and child psychiatey have also been
started at six instilutions. The Robert Wood Johnson Foun-
dation also reviewed nine primary care residencies that it sup-
ported and found that six had some interdisciplinary collab-
oration.'* Qur conclusions paralleled those about comprehensive
care 2 decade before: “Interdisciplinary graduate medical ed-
ucation has developed in communiry-based settings, such as
neighborhood health centers, health maintenance organiza-
tions, and university health plans, 2nd in hospital-based setiings
where traditional outpatient departments have been reorga-
nized into model ambulatory care units or distinct primary
care buildings or departments. Interdisciplinary education thus
takes its place alongside interdisciplinary health care delivery
and team practice organized for optimal primary care.” "

Finally, the Residency Program in Social Medicine (RPSM )
at Montcfiore Medical Center and the Albert Einstein College
of Medicine was founded in 1970 and has trained all threc
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primary care disciplines collaboratively since 1973, The RPSM
has graduated over 300 primary care physicians (104 family
physicians, 117 general internists. and 88 pediatricians), two-
thirds of whom enter practice in undeserved areas and half of
whom make a career in such settings. More than 90% remain
generalists. Its history, management, curriculum, and com-
munity-bascd ambulatory practices have been well-described
in the literature.''-*~** This collaboration grew from the ne-
cessity with which Reynolds et al. conclude, *'to serve first the
interests of paticnts and society,”’ specifically, the impover-
ished communities of the South Bronx. Of note, five of the 73
authors in the Meeting the Need supplement are RPSM grad-
uates ( Lillian Gelberg, Mark Linzer, Julia McMurray, Steve She-
lov, and Benjamin Siegel).

A decade ago Jocl Alpert and his colleagues noted, “Pri-
mary care specialtics comprise several groups, among which
there is no organizational unity, insufficient communrication,
and little professional cooperation. Yet these groups . .. share
the same basic concerns. Working in concert, they could have
a profound effect on health care delivery in the US. ... A
coalition, or organization, of primary care disciplines is needed
to ensure that opportunitics are not lost.”** New initiatives,
such as cosponsoring this monograph, strengthen the coliab-.
oration berween the primary care disciplines. The collabora-
tive achievements of and the lessons learned by those orga-
nizations described above should not be overlooked now, or,
to paraphrase Santayana, we will inevitably repeat our own
history.—A. H. Srrewnick, MD, Deputy Chair and Director,
Graduate Medical Education, Jany Bepew, MD, Associate Di-
rector, Soctal Internal Medicine Residency, l.yvoia GONzZALEZ,
MD, MPLL, Director, Social Pediatrics Residency. VICTORIA GOR-
sK1, MDD, Director, Family Practice Residency, and DepBiE Swib-
ersky, MDD, Director, Social Internal Medicine Residency, Mon-
tefiore Medical Center, Bronx, NY 10467

References

. Reynolds PP, Giardino A, Onady GM, Sicgler EL. Collaboration in
the preparation of the geacralist physician. ] Gen Intern Med.
19939 Apr suppl 1 1555-863.

2. Beloff )5, Snoke PS, Weinerman ER. Yale studies in family health
care: {1 Organization of a comprehensive family health care pro-
gram. JAMA. 1968:204:335—~60.

3. Beloff )8, Korper M. The health team model and medical care
utilization: effect on patient behavior of providing comprehensive
family health services. JAMA, 1972;219:359—-66,

4. Snoke PS, Weinerman ER. Comprchensive care programs in uni-
versity medical centers. ] Med Educ. 1975;40:625-97.

5. Beckhard R. Organizztional issues in the team delivery of com-
prehensive health care. Milbank Q. 1972;50:287-316.

6. Kindig DA. Interdisciplinary education for primary health care
team delivery. ] Med Educ, 1975,50(12 pt 2)97-110.

7. Spicgel JS. Spiegel TM. An objective examination of multidisci-
plinary patient conference. ] Med Educ. 1984:59:436—8.

8. Nichols EG. Multidisciplinary education for health care providers:
multidisciplinary professional education in gerontology. Gerontol
Gerlatr Educ. 1981;2:87-92.

9. Halstead 18, Team care in chronic illness: a critical review of the
literature of the past 25 years. Arch Phys Med Rehabil, 1976;57:
507-11.

10. Reader GG, Soave R. Comprehensive care revisited, Milbank Q.
1976:54:391—414.

11. Strelnick AH, Bateman WB, Jones C, et al. Graduate primary care
training: a collaborative alternative for family practice, internal
medicine, and pediatrics. Ann Intern Med. 1988;109:324-34,

12. Davidson RC. Family practice physicians: their impact on im-



JournaL oF GENERAL INTERNAL MEDICINE. Vofurme @ (December). 1994 713

proving family and community health. Fam Community Health.
1980:3(2):1-19.

13. Goldenberg DL, Pozen )T, Cohen AS. The effect of a primary-care
pathway on internal medicine residents’ career plans. Ann Intern
Med. 1979:91:271—-4,

14. Taylor JM, Johnson KG. A residency program in primary medical
care; the physician as provider-manager. ] Med Educ. 1973:48:654~
60

15. Charney E. Internal medicine and pediatric residency education
for primary care. ) Med Educ. 1975:50(12 pt 2%129-36.

16. Dorsey JL. Training of generalist in medicine and pediatrics: ex-
perience at Harvard. ) Med Educ. 1975;50(12 pt 2%:137-9.

17. Napodano RJ, Younge LE. The University of Rochester Associated
Hospitals Program in Internal Medicine: seven years experience
with an innovative city-wide residency for preparation of general
internists. Am ] Med. 1982;72:945-50.

18. Kahn L, Wirth P, Perkoff GT. The cost of a primary care teaching
program in a prepaid group practice. Med Care. 1978.16:61-71.

19. Rosinski EF, Dagenais F. Training for Primary Care: A Study of
Nine Residency Programs Supported by the Robert Wood Johnson
Foundation. San Francisco: Office of Medical Education, University
of California—San Francisco, 1978,

20. Kindig DA Houscstaff training in clinical social medicine. New
Physician. 1970;19:43-5.

21. Boufford JI. Primary care residency training: the first five years.
Ann Intern Med. 1977;87:359-68.

22, Strelnick AH. Shonubi PA. Integrating community-oriented pri-
mary care into training and practice: a view from the Bronx, Fam
Med. 1986:18:205-9.

23. Massad RJ. Training for inncr-city family practice: experience of
the Montctiore Mcdical Center. In: Birrer RB (ed ). Urban Family
Medicine. New York: Springer-Verlag, 1987,

24, Zayas LH, Dyche LA. Social workers training primary care physi-
cians: essential psychosocial principles. Social Work. 1992.37:247—
52.

25. Alpert JJ. Pelton $, Mathieu O, Talbot A, Kane K. Personal per-
spectives on the conference on primary care graduate medical
education. In: Future Developments in Primary Care Graduate
Medical Education. Washington, DC: U.S. Government Printing
Office, 1984; publication no. PHS-HRSA-240-84-0048.

In reply:—We appreciate the opportunity to commend
those individuals who are involved in the Social Medicine
Residency Program at Montefiore Medical Center, The ability
to sustain a collaborative education program among different
medical disciplines reflects a commitment to meet the needs
of both patients and the community.

Qur article, however, was written to offer suggestions
regarding implementation of collaborative education initia-
tives for the majority of residency program directors who,
lacking external funding, may be unable t0 restructure their
programs completely. After outlining elements of collabora-
tion, we described several programs that have been sustained
over time (the geriatrics fellowship, the adolescent medicine
fellowship, and the medicine—pediatrics residéncy). It is im-
portant to note that the number of medicine—pediatrics resi-
dency programs increased throughout the 1980s without fed-
eral or foundation funding. The success of these programs
required that: 1) the practice sites be models of collaboration;
2} the certifying Boards support the new programs. ensuring
that the new structures be maintained; and 3) patients be
served optimally with input from various health professionals,
including specialists, generalists, and nonphysician health
professionals,

To respond to the needs of most medical educators seek-
ing to develop collaborative education programs to train the
generalist physician for the future practice of medicine, we
described several strategies that could be implemented along
the continnum of medical education from medica] school
through residency for enhancing the learning of skills in col-
laborative patient care.

Last, we recognize that collaboration between medical
disciplines has been attempted several times over the past 30
years with federal and foundation support. In reviewing the
literature, including collaborative programs in medicine and
nursing. and participating in the design of 2 collaborative ed-
ucation program during on¢ of the more recent periods of
foundation support, we appreciate the challenges of sustaining
collaborative education and patient care within institutions
that are vertically organized and department-hased once ex-
ternal funding ends. New funding from the Veterans Affairs
administration has allowed us recently to implement a more
collaborative residency for internal medicine and psychiatry
that involves physicians, physician assistants, nurse practition-
ers, and social workers, again emphasizing the role of grant
funding in enabling change.

We believe that teaching and reinforcing skills in collab-
oration are critical to future physicians, many of whom will
practice medicine in managed care settings and group prac-
tices. Perhaps changes in the structure of the health care sys-
tem itself will pressure educators to design new collaborative
education programs.—P. PRESTON REYNOLDS, MD, PhD, Un/-
versity of Pennsylvania Schoo! of Medicine, Departiment of
Medicine, and University of Pennsylvania, Leonard Davis
Institute of Health Economics, Philadelphia, PA 19104; AN-
GELO GarDiNeG, MD, MSEd, Unifversity of Pennsylvania Scbool
of Medicine, Children's Hospital of Pennsylvania, and Uni-
versity of Pennsylvania, Leonard Davis Institute of Health
Economics, Philadelphia, PA; Gary ONADY, MD, PhD, Wright
State University School of Medicine, Departmentis of Medicine
and Pediatrics, and Program Director, Medicine—Pediatrics
Residency Program Divector, Dayton, OH; and Eucena SIEGLER,
MD. University of Pennsylvania School of Medicine, Depart-
ment of Medicine (and Geriatrics), Philadelphia, PA

“latrogenic Polydipsia”

To the Editor-— To the various causes of polydipsia 1 offer
a yet undefined and probably overlocoked eticlogy for which
1 suggest the texm iatrogenic polydipsia.

Quite often physicians order their patients to “drink a
lot,” as a therapeutic modality. Since excess water intake can,
under certain conditions, lead 1o water intoxication,'* some
precautions are advocated when recommending the patient
to increase the amount of drinking water. This is especially
true concerning older adults, for whom possibly the most
serious and least well-recognized fluid and electrolyte problem
is water intoxication®;

A 70-year-old generatly healthy man was admitted to the hospital
due 1o fever and complaints compatible with lower urinary tract
infection. He had been well until five days earlier, when typical
symptoms had occutred. He had visited his general practitioner.
Microscopic examinztion of the urine had confirmed the diagnosis,
and an oral antibiotic (trimethoprim/sulfamethoxazole) had been
started. The patient had been advised to keep a high water intake.
Following his physician’s order, the patient had drunk about 25 1o
30 glasses of water per day, for five consecutive days.

Upon admission the patient complained of headaches accompanied
by drowsiness and weakness, which had not been present at the
beginning of the acute infection. There was no history of renal or
cardiac failure, or regular use of medications. His temperature was
39.0°C. The pulse and blood pressure were normal. Physical cx-
amination did not yield pathologic findings. There was no sign of
peripheral edema. The results of the neurologic examination were
normal. The laboratory tests demonstrated moderare hyponatreria
(127 mmobkg) and low serum osmolality {258 mmolkg). The glu-
cose, potassivm, blood urea nitrogen, and serum creatinine levels



