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Introduction

In 2005, World Health Organization (WHO) defined universal 
coverage of  health services as securing access for all to 
appropriate promotive, preventive, curative and rehabilitative 
services at an affordable cost. [1] This WHO resolution 
incorporates the extent of  population coverage and the extent 
of  health services, complementing financial protection. The 
level of  public spending, the extent of  population covered and 
the range of  health services provided varies between low and 
middle income countries.

According to WHO 2012 report, India has the highest maternal 
mortality rate (212/100,000 live births) and infant mortality 
rate (47/1000 live births) among the Brazil, Russia, India and 
China (BRICS) countries.[2] In addition to this the rapid rise in 
noncommunicable diseases account for two‑thirds of  the total 
morbidity pattern and 53% of  total deaths. This is coupled with 
the widely prevalent communicable diseases as well. The WHO 
country cooperation strategy is to equip primary health‑care 
facilities and hospitals to deliver the services towards universal 
health coverage (UHC).

High Level Expert Group 2011

In keeping with the WHO recommendation, High Level Expert 
Group submitted its report on UHC for Indian citizens in 
2011.[3] Among the six critical areas to be addressed in fulfilling 
the vision of  UHC, improving the availability of  human resources 
in delivering primary care is well‑emphasized. The report 
aims to increase the availability of  trained primary care health 
workers (doctors, nurses, and mid‑wives) to achieve WHO norms 
of  at least 23 health workers/10,000 populations. However, the 
concept of  a family physician for every Indian Family to provide 
health‑care from cradle to grave and beyond for families has not 
been envisaged. This reflects the current Indian health scenario 
that has not witnessed established family medicine services. The 
principles of  family medicine include first‑contact primary care 
and beyond.[4]

Primary Care Work Force in India

India is a signatory to the Alma Ata declaration 1978. 
Subsequently in 1983, National Health Policy was constituted 
to establish comprehensive primary health care. Evidence 
thus far tells that it is a selective primary health care approach 
towards the marginalized.[5] An effective, efficient, sustainable 
health system is not in place for delivery of  integrated health 
services. Various steps are in progress to improve manpower 
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at primary health centers (PHCs) like the training for rural 
health practitioners and compulsory rural service for medical 
graduates after medical school. Simultaneously, distance learning 
certification in managing common problems has become 
mandatory in many states to improve the clinical skills of  medical 
practitioners in government service. It is not enough to increase 
manpower at PHCs and community health centers (CHCs), 
but it is very important to equip them with skills necessary to 
meet the common health care needs of  the community served. 
The above steps are stop‑gap solutions and unlikely to generate 
competent generalist physicians who can provide first‑contact 
comprehensive care. Family medicine graduates as trainers and 
clinicians in CHCs and PHCs are a better option as proved 
internationally.

Vision 2015

The visionary “Vision 2015” document by Medical Council of  
India (MCI) states the role of  the MBBS graduate as physicians 
of  first‑contact in the primary care setting for the community.[6] 
One of  the steps suggested to fulfill this objective is to ensure 
significant clinical exposure at the primary and secondary 
level with compulsory family medicine training. MCI plans to 
accomplish this by linking to the local district and taluk hospitals 
along with primary and CHC for training in the community. The 
challenge here is the existing health system has failed to include 
the doctors in the PHCs/CHCs/district and taluk hospitals 
under the teaching umbrella of  medical education. In addition, 
the intended outcome of  introducing family medicine training 
in under‑graduate curriculum is to generate multi‑competent 
physicians. However, continuity of  care, doctor‑patient 
relationship and exploring patient symptoms in its earliest stage 
or in the familial or societal context is not part of  the current 
curricular goals. Keeping away from core family medicine 
principles will translate to poor understanding of  the generalist 
approach among MBBS graduates.

Medical Council of  India also has increased the number of  
under‑graduate and post‑graduate seats to meet the needs of  
the country. However, the continuing trend toward specialization 
among medical graduates coupled with the health system that 
favors delivery of  fragmented care has generated varying results. 
The cost and care of  common medical problems are out‑of  reach 
for the common man. The end point is the lack of  a high‑quality 
generalist who has a holistic approach and can provide a basket of  
services for the management of  common illnesses that accounts 
for 80% of  disease burden

MBBS Graduates as Family Physicians

Our health system has witnessed the reality of  MBBS graduates 
serving as “Family Physicians” forever. This existing set‑up in 
our health system is not ready to accept distinct family medicine 
training in under‑graduate course or further specialization in 
this specialty. Ambulatory services for episodic illnesses in the 
community remain the most common platform for providing 

patient care by the self‑trained family physicians for ages. 
However, the predominant focus of  under‑graduate medical 
education continues in the teaching hospitals. This has been 
reported in the white ecology of  medical care published in 
1961.[7] It was found that less than one person in a population 
of  1000 was seen in the academic teaching hospital in an average 
month. Many deficiencies are identified in the overall medical 
professional education by the global independent commission. 
Among them are a mis‑match of  competencies to patient and 
population needs, minimal contextual understanding, episodic 
encounters and predominant hospital orientation at the expense 
of  primary care. This has been attributed to fragmented and 
static medical education curriculum.[8] Hence, family physicians 
as a sub‑set who see the whole range of  diseases from the 
mildest to the most severe, follow illness from its earliest 
symptoms to its latest stages and observe patients in their 
natural habitat are yet to be widely available and acknowledged 
in India.[9]

Role of Postgraduate Training in Family 
Medicine

With MBBS graduates not adequately prepared for the generalist 
role in the primary and secondary care settings, further training 
in the specialty of  family medicine is vital to generate the 
cadre of  generalist physicians. It is not clear among the Indian 
medical fraternity that putting together a sum of  training in adult 
medicine, pediatrics, obstetrics, and surgery will not generate 
competent family physicians.[10] This poor understanding has 
often questioned the validity of  three additional years of  
vocational training in family medicine. However, the whole is 
different from the sum of  its parts. Family medicine is a unique 
blend of  clinical skills, behavioral sciences and communication 
skills that is grounded in doctor‑patient relationship. Family 
physicians’ holistic approach to a broad set of  symptoms is 
not defined by age, sex, organ or disease and values patients’ 
perspective. Family physicians do not separate the disease from 
the person and the person from his environment. They have 
been at the forefront of  primary and secondary care services in 
many parts of  the world.

Family medicine has a long and rich history, as the earlier 
physicians were all generalists who provided holistic care, 
knew their patients over time and their diagnosis deepened by 
the knowledge of  social and environmental determinants of  
ill‑health. Countries with a strong primary care infrastructure 
managed by family physicians have better health outcomes at 
low cost and have significant better patient satisfaction.[11] In 
BRICS countries like South Africa and Brazil, family medicine 
graduates are a very viable source in private and public health 
sector. The success of  Brazil’s family health program in 
providing comprehensive primary care services is pinned down 
to multi‑disciplinary teams in the community headed by the 
generalist.[12] Similarly, in South Africa the development of  family 
medicine training has contributed to the strengthening of  district 
health services and primary health‑care.[13]
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Role of Family Physicians in Universal Health 
Coverage

India’s commitment to UHC depends on policy makers, 
researchers, policy analysts, economists and undoubtedly on 
health‑care delivery systems. Literature has shown that beyond 
clinical workforce nonclinical capacities of  policy formulation 
and implementation are needed to respond to actual population 
needs.[14] As mentioned earlier India, is currently facing the 
double burden of  disease caused by changing life‑style and 
the already existing communicable diseases largely attributed 
to social determinants of  health. Episodic care of  various 
ailments does not fit the type of  model needed to combat 
chronic diseases. The need of  the hour is a clinician to provide 
comprehensive patient‑centered care to prevent and manage the 
chronic conditions, treat acute conditions, provide age‑specific 
preventive care and health promotion and be responsible to 
guide the patient through the health system from first‑contact 
to end‑of  life. This perspective has to be taught in medical 
colleges, assessed in exams, recognized and built as a specialty.

Role of Family Medicine Nurse Practitioners

The traditional role of  a nurse in Indian system is that of  a 
village health nurse and auxiliary nurse midwife. Health system 
and hospitals have not explored the possibility of  nurses as an 
integral part of  multi‑disciplinary teams in delivering out‑patient 
care in primary and secondary level setting. In other BRICS 
countries like South Africa and Brazil, nurses are the first‑contact 
and back bone of  primary care in the health system.[12,13] 
Further skills training for nurses in the routine management 
of  a breadth of  common conditions and authorizing them 
for drug prescription under supervision is needed. This can 
particularly help in the management of  noncommunicable 
diseases where reinforcement of  behavioral changes at every 
visit is time‑consuming.

Conclusion

India is heading toward UHC with “health for all.” Addressing 
health work force constraints to provide better primary and 
secondary level care needs policy focus and funding over a long 
period. Family medicine training at the under‑graduate level, 
certification for those practicing primary care and postgraduate 
specialization in this discipline is one of  the essential steps to 
reach that goal. However, the step toward teaching “the family 
medicine attitude” to medical students should be preceded by 
training the trainers. Faculty development, curricular content 
and goals, location of  training and the type of  assessment are 
the foremost challenges in this new beginning. With currently 
two medical institutions hosting academic departments in family 
medicine, the goal of  establishing similar departments across 

the country needs significant commitment and enthusiasm from 
all stake holders ‑ policy makers, family physicians, and the rest 
of  the medical fraternity. 
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