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Course code: FAM 501
Course title: Family Structure and Role in Health

Course credit load: 1 Unit

Series 1: Introduction to Family Medicine: Scope,
Principles, and Family Dynamics

e Part 1.1: Introduction to Family Medicine
o Sub Part 1.1.1: Definition and history of family medicine
o Sub Part 1.1.2: Scope of family medicine
o Sub Part 1.1.3: Basic principles of family medicine
e Part 1.2: Family Dynamics: Definition, Types, and Structure
o Sub Part 1.2.1: Definition of family
o Sub Part 1.2.2: Types of family
o Sub Part 1.2.3: Family structure
e Part 1.3: Family Tasks, Functions, and Impact on Health
o Sub Part 1.3.1: Family tasks and functions
o Sub Part 1.3.2: Impact of the family on health

o Sub Part 1.3.3: Impact of the family on disease

Introduction

When a patient presents to a physician, they rarely arrive as an entirely isolated individual, but
rather as a member of a specific family, whose structure, relationships, and dynamics can
profoundly shape both the origin and the outcome of illness. Picture a physician treating a child's
recurrent asthma attacks, only to discover, upon closer questioning, that a parent's heavy
smoking and significant marital conflict at home may be quietly undermining every prescribed
treatment. Understanding family medicine as a distinct discipline, and appreciating the family
itself'as a genuine unit of care, is the essential foundation for everything that follows in this
course.

The aim of this Series is to equip you with a clear understanding of the introduction, scope, and
basic principles of family medicine, and an overview of family dynamics, including the
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definition, types, structure, tasks, and functions of the family, and its impact on health and
disease.

This Series begins with an introduction to family medicine, before turning to family
dynamics: definition, types, and structure. It concludes with family tasks, functions, and
impact on health.

Series Learning Outcomes

At the end of this Series, you should be able to:

e SLO 1.1: describe the definition, history, and scope of family medicine
e SLO 1.2: describe the basic principles of family medicine

e SLO 1.3: define family and list the types and structures of family

e SLO 1.4: describe family tasks and functions

e SLO 1.5: describe the impact of the family on health, and

e SLO 1.6: describe the impact of the family on disease.

1.1 Introduction to Family"Medicine

1.1.1 definition and history of family medicine

A discipline centred on'the whole person within their family context

Family medicine is the medical specialty concerned with providing comprehensive, continuing
health care for individuals and families across all ages, sexes, and health conditions, integrating
biological, clinical, and behavioural sciences to deliver personalised, whole-person care rather
than care focused narrowly on a single organ system or disease.

Family medicine emerged as a formally recognised specialty during the twentieth century,
developing substantially in response to growing concern that increasing medical specialisation
risked fragmenting patient care, and a corresponding recognition of the continuing need for a
generalist physician capable of coordinating a patient's overall care across their entire lifespan.

Fill in the blank: Family medicine emerged as a formally recognised specialty in response to
growing concern that increasing medical specialisation risked patient care.
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1.1.2 scope of family medicine

The scope of family medicine encompasses care across the entire human lifespan, from infancy
through old age, and across the full range of common presenting conditions, including acute
illness, chronic disease management, and preventive care, rather than being limited to any single
age group or disease category.

Family medicine additionally encompasses attention to the psychosocial and family context
surrounding a patient's presentation, discussed further later in this Series, and coordination of a
patient's care across different levels of the health system, discussed in an earlier related course,
reflecting the genuinely comprehensive, continuous nature of the discipline.

Fill in the blank: The scope of family medicine encompasses care across the entire human
lifespan and the full range of common presenting

1.1.3 basic principles of family medicine

Family medicine is guided by several basic principles, including continuity of care, providing
ongoing care to the same patient and family over an extended period rather than isolated,
disconnected episodes of treatment, and comprehensiveness, addressing the full range of a
patient's health needs rather than a single presenting complaint alone.

Further basic principles include a patient-centred approach, considering the individual patient's
own values, preferences, and context, and a family-oriented approach, recognising the patient as
embedded within a family unit, discussed further later in this Series, whose dynamics can
significantly influence health outcomes.

Fill in the blank: Family medicine is guided by basic principles including continuity of care and
, addressing the full range of a patient's health needs.
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Figure 1.1: A family physician consulting with a patient and a family member together in a clinic
room.

Pilot questions 1.1

1.
2.

Define family medicine. (Linked to SLO 1.1)

Describe the historical development of family medicine as a specialty. (Linked to SLO
1.1)

Describe the scope of family medicine across the lifespan. (Linked to SLO 1.1)
Define continuity of care as a basic principle of family medicine. (Linked to SLO 1.2)
Distinguish the patient-centred approach from the family-oriented approach in family
medicine. (Linked to SLO 1.2)

1.2 Family Dynamics: Definition, Types, and Structure

1.2.1 definition of family

A'unit bound by relationship, obligation, and shared life

A family may be defined as a group of individuals related by blood, marriage, or other socially
recognised bond, generally sharing a common household or close ongoing relationship, and
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bound together by mutual obligations of care, support, and shared responsibility for one
another's wellbeing.

This definition is deliberately broad enough to encompass the considerable diversity of actual
family arrangements encountered in clinical practice, recognising that the specific composition
and structure of a family, discussed further later in this Part, can vary considerably both within
and between different cultural and social contexts.

Fill in the blank: A family may be defined as a group of individuals related by blood, marriage,
or other socially recognised bond, bound together by mutual obligations of care and shared

1.2.2 types of family

Common types of family include the nuclear family, consisting of parents and their dependent
children living together, the extended family, additionally including other relatives such as
grandparents, aunts, or uncles, either living together or maintaining close ongoing involvement,
and the single-parent family, headed by one parent alone.

Further recognised family types include the blended family, formed when partners with children
from previous relationships combine into a new family unit, and the polygamous family, in
which one spouse has multiple partners, a family type of particular cultural relevance within the
Nigerian context, each type carrying its own distinct dynamics relevant to family medicine
practice.

Fill in the blank: The extended family additionally includes other relatives such as
grandparents, aunts, or uncles, either living together or maintaining close ongoing

1.2.3 family structure

Family structure refers to the specific arrangement and composition of family members,
including the number of generations present, the relationships between members, and patterns of
authority and decision making within the family, each of which can meaningfully influence how
health-related decisions are made and implemented.

Understanding a patient's specific family structure assists the family physician in identifying key
decision makers within the family, potential sources of practical or emotional support, and,
where relevant, sources of family conflict or dysfunction, discussed further in a later Series of
this course, that may be relevant to a patient's presenting health concern.
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Fill in the blank: Family structure refers to the specific arrangement and composition of family

members, including patterns of authority and decision

Table 1.2: Comparing common types of family.

within the family.

Family type

Composition

Example

Nuclear family

Parents and dependent children

A couple living with their two children

Extended family

Nuclear family plus other relatives

Grandparents living with the family

Single-parent family

One parent and dependent children

A mother raising her children alone

Pilot questions 1.2

Nk wh =

1.3)

Define family. (Linked to SLO 1.3)
Explain why the definition of family is deliberately kept broad. (Linked to SLO 1.3)
List four types of family. (Linked to SLO 1.3)
Define family structure. (Linked to SLO 1.3)

Explain how understanding family structure assists the family physician. (Linked to SLO

1.3 Family Tasks, Functions, and Impact on Health

1.3.1 family tasks and funetions

The essential work every family mustiaccomplish

Families perform several essential tasks and functions, including provision of physical
necessities such as food, shelter, and financial support, and provision of emotional support and a
sense of belonging,each contributing directly to the overall wellbeing of individual family

members.

Further essential family functions include socialisation, transmitting values, behaviours, and
social skills to children, and reproduction and the physical care of dependent members,
including children, older adults, and, at times, family members experiencing illness or disability,
discussed further later in this Part.

Fill in the blank: Family tasks and functions include provision of physical necessities and
provision of emotional support and a sense of
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1.3.2 impact of the family on health

The family exerts substantial influence on individual health, since family members generally
share common living environments, dietary habits, and health-related behaviours, discussed in
relation to modifiable risk factors in an earlier related course, meaning family patterns often
shape an individual's own health-related choices from an early age.

The family additionally provides essential practical and emotional support duringillness,
including assistance with treatment adherence, discussed in relation to chronic disease
management in an earlier related course, and direct emotional support that can meaningfully
influence a patient's overall coping and recovery experience.

Fill in the blank: The family provides essential practical and emotional support during illness,
including assistance with treatment

1.3.3 impact of the family on disease

Beyond its influence on general health, the family can directly influence the occurrence of
disease, through shared genetic predisposition, discussed in relation to genetic disorders in an
earlier related course, shared environmental exposures within the household, and shared
behavioural risk factors such as smoking or dietary habits discussed earlier in this Part.

Family dysfunction, discussed further in a later Series of this course, can additionally contribute
directly to disease occurrence-orworsen its course, through chronic stress, inadequate support
for treatment adherence, or, in more serious cases, family conflict or violence, underscoring why
family assessmentforms an essential, integrated part of comprehensive family medicine
practice.

Fill in the blank: Family dysfunction can contribute directly to disease occurrence or worsen its
course through chronic stress or inadequate support for treatment
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Figure 1.3: A family gathered together supporting an 1ill relative at homé.
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Pilot questions 1.3

1.
2.

List three essential tasks and functions performed by families. (Linked to SLO 1.4)
Explain how the family influences an individual's health-related behaviours. (Linked to
SLO 1.5)

Describe two ways the family supports a patient during illness. (Linked to SLO 1.5)
Explain how the family can directly influence disease occurrence. (Linked to SLO 1.6)

Explain why family assessment forms an essential part of family medicine practice.
(Linked to SLO 1.6)

Series Summary

This opening Series introduced family medicine, beginning with its definition, history, and
scope, its development as a response to concerns about fragmented specialist care, and its
comprehensive coverage across the entire lifespan, before examining its basic principles,
including continuity of care, comprehensiveness, and its patient-centred, family-oriented
approach.
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We then examined family dynamics, the definition of family, its common types, including
nuclear, extended, single-parent, blended, and polygamous families, and family structure, before
concluding with family tasks, functions, and impact on health and disease, the essential work
families perform, and their substantial influence on both health and disease occurrence. Having
worked through this Series, you should now possess the conceptual foundation needed to
understand the patterns of illness and the bio-psychosocial model of care examined in the next
Series of this course.

Glossary of Terms

o Family medicine: the medical specialty providing comprehensive, continuing care for
individuals and families across all ages.

o Continuity of care: ongoing care provided to the same patient and family over an
extended period.

o Comprehensiveness: addressing the full range of a patient's health needs rather than a
single presenting complaint.

o Family: a group of individualsirelated by blood, marriage, or other recognised bond,
sharing mutual obligations of care.

e Nuclear family: a family consisting of parents.and their dependent children living
together.

o Extended family: a nuclear family together with other relatives, such as grandparents,
aunts, or uncles.

o Single-parent family: a family headed by one parent alone.

e Blended family: a family formed when partners with children from previous
relationships combine into a new unit.

o Polygamous family: a family type in which one spouse has multiple partners.

o Family structure: the specific arrangement, composition, and patterns of authority
within a family.

o ~Family function: an essential task, such as socialisation or care of dependents,
performed by a family.

o  Family-oriented approach: an approach recognising the patient as embedded within a
family unit whose dynamics influence health.

Concept Check Questions [Series 1]

Objective questions
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1. Family medicine emerged as a specialty in response to concern that increasing
specialisation risked patient care.

Family medicine is guided by basic principles including continuity of care and

A family is a group bound together by mutual obligations of care and shared

The extended family additionally includes relatives maintaining close ongoing
Family tasks and functions include provision of emotional support and a sense of’

nkh b

Short-answer questions

6. Describe the scope of family medicine across the lifespan.

7. Distinguish the patient-centred approach from the family-oriented approach in family
medicine.

8. List four types of family.

9. Explain how understanding family structure assists the family physician.

10. Explain how the family can directly influence disease occurrence.

Long-answer questions

11. Discuss the definition, history, and scope of family medicine. (Linked to SLO 1.1)
12. Discuss the basic principles of family medicine. (Linked to SLO 1.2)

13. Discuss the definition, types, and structure of family. (Linked to SLO 1.3)

14. Discuss family tasks and functions. (Linked to SLO 1.4)

15. Discuss the impact of the family on health and disease. (Linked to SLO 1.5, SLO 1.6)

Answers to Concept Check Questions [Series 1]

Objective questions

1. -Fragmenting.

2. Comprehensiveness.
3. Responsibility.

4. Involvement.

5. Belonging.

Short-answer questions

6. Family medicine covers care from infancy through old age, across acute illness, chronic
disease, and preventive care.
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7. The patient-centred approach focuses on the individual patient's values and context; the
family-oriented approach recognises the patient's embeddedness within family dynamics.

8. Nuclear, extended, single-parent, and blended families, among others.

9. It helps identify key decision makers, sources of support, and potential family conflict
relevant to the patient's health concern.

10. Through shared genetic predisposition, shared environmental exposures, and shared
behavioural risk factors within the household.

Long-answer questions

11. Basic response: Family medicine is a specialty providing comprehensive, continuing
care across all ages, developing in response to concerns about fragmented specialist care
and the need for a coordinating generalist physician.

Value-added response: Its scope spans the entire lifespan and the full range of presenting
conditions, encompassing psychosocial and family context alongside coordination across the
health system.

12. Basic response: Family medicine is guided by continuity of care, providing ongoing care
over time, and comprehensiveness, addressing the full range of health needs rather than a
single complaint.

Value-added response: Further principles include a patient-centred approach considering
individual values, and a family-oriented approach recognising the patient's embeddedness within
family dynamics.

13. Basic response: A family is a group bound by blood, marriage, or recognised bond,
sharing mutual obligations of care, encompassing types including nuclear, extended,
single-parent, blended, and polygamous families.

Value-added response: Family structure refers to the arrangement, composition, and patterns of
authority within a family, helping physicians identify decision makers, support sources, and
potential dysfunction.

14. Basie response: Families perform essential tasks including providing physical
necessities, emotional support, socialisation, and care of dependent members.

Value-added response: These functions contribute directly to the overall wellbeing of
individual family members and shape health-related behaviours from an early age.
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15. Basic response: The family influences health through shared living environments,
behaviours, and support during illness, including treatment adherence assistance and
emotional support.

Value-added response: The family can also directly influence disease occurrence through
shared genetic and environmental factors, with family dysfunction contributing to worse disease
course through chronic stress or inadequate support.

Answers to Pilot Questions [Series 1]

Part 1.1

1. The medical specialty providing comprehensive, continuing care for individuals and
families across all ages.

2. It developed in response to concerns that increasing specialisation risked fragmenting
patient care.

3. It covers care from infancy through old age, across acute illness, chronic disease, and
preventive care.

4. Ongoing care provided to the same patient and family over an extended period rather than
isolated episodes.

5. The patient-centred approach focuses on the individual patient; the family-oriented
approach recognises the wider family context influencing health.

Part 1.2

1. A group related by blood, marriage, or recognised bond, sharing mutual obligations of
care and responsibility.

2. To encompass the considerable diversity of actual family arrangements encountered in
clinical practice.

3. Nuclear, extended, single-parent, and blended families.

4. The specific arrangement and composition of family members, including authority and
decision-making patterns.

5. Tt helps identify key decision makers, support sources, and potential family conflict
relevant to the patient.

3-NET | ONLINE LEARNING VIDEO PLATFORM FOR POST-SECONDARY & HIGHER INSTITUTION
STUDENTS



Part 1.3

1. Provision of physical necessities, emotional support, and socialisation.

2. Family members share living environments, dietary habits, and health-related behaviours
from an early age.

3. Assistance with treatment adherence, and direct emotional support during illness.

4. Through shared genetic predisposition, environmental exposures, and behavioural risk
factors within the household.

5. Because family dysfunction can worsen disease course through chronic stress or
inadequate support for treatment adherence.

References and Attributions [Series 1]

e McWhinney, [. R., & Freeman, T. (2016). Textbook of Family Medicine (4th ed.).
Oxford University Press.

e World Organization of Family Doctors (WONCA) (2011). WONCA Europe definition of
general practice/family medicine.

e Rakel, R. E., & Rakel, D. P. (2019). Textbook of Family Medicine (9th ed.). Elsevier.

o Park, K. (2021). Park's Textbook of Preventive and Social Medicine (26th ed.).
Banarsidas Bhanot.

Figures, Plates, Tables, and Boxes

o Figure 1.1: A family physician consulting with a patient and a family member together in
a clinic room. Al-generated using the prompt: "A single clean, realistic clinical
illustration of a physician consulting with a patient and family member seated together in
a clinic room, calm respectful setting, soft natural lighting, no text overlays, no multiple
panels, respectful and accurate depiction, no graphic medical detail."

o Table 1.2: Comparing common types of family. Al-generated using the prompt: "Create a
clean reference table titled Comparing Common Types of Family, listing family type,
composition, and example. Simple clinical reference table style with outside border."

o Figure 1.3: A family gathered together supporting an ill relative at home. Al-generated
using the prompt: "A single clean, realistic illustration of a family gathered together
supporting a relative at home, calm domestic setting, warm natural lighting, no text
overlays, no multiple panels, respectful and accurate depiction, no graphic detail."
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Course code: FAM 501

Course title: Family Structure and Role in Health

Course credit load: 1 Unit

Series 2: Patterns of Illness, the Bio-Psychosocial
Model, and Illness Versus Disease

o Part 2.1: Patterns of Illness and Behaviour Presenting to the Family Physician
o Sub Part 2.1.1: Common patterns of illness presentation in family practice
o Sub Part 2.1.2: Illness behaviour and health-seeking behaviour
o Sub Part 2.1.3: Factors influencing presentation patterns

o Part 2.2: The Bio-Psychosocial Model of Care
o Sub Part 2.2.1: Origins and principles of the bio-psychosocial model
o Sub Part 2.2.2: Biological, psychological, and social dimensions of illness
o Sub Part 2.2.3: Applying the bio-psychosocial model in practice

o Part 2.3: Illness Versus Disease
o Sub Part 2.3.1: Defining disease
o Sub Part 2.3.2: Defining illness

o SubPart2.3:3: Clinical implications of distinguishing illness from disease

Introduction

In the last Series, we explored family medicine and family dynamics. We now turn to the
specific patterns of illness and behaviour that present to the family physician, the bio-
psychosocial model that guides comprehensive family medicine practice, and the important
distinction between illness and disease. Picture two patients with an identical biological finding
of mild osteoarthritis, one who continues working and caring for grandchildren without
complaint, and another who is severely disabled by pain and unable to leave the house,
illustrating that the biological finding alone tells only part of the clinical story. Understanding
these patterns and models is the focus of this Series.
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The aim of this Series is to equip you with a clear understanding of the patterns of illness and
behaviour presenting to the family physician, the bio-psychosocial model of care, and the
difference between illness and disease.

This Series begins with patterns of illness and behaviour presenting to the family physician,
before turning to the bio-psychosocial model of care. It concludes with illness versus disease.

Series Learning Outcomes

At the end of this Series, you should be able to:

e SLO 2.1: describe common patterns of illness presentation in family practice

e SLO 2.2: describe illness behaviour and the factors influencing présentation patterns

e SLO 2.3: describe the origins and principles of the bio-psychosocial model of care

e SLO 2.4: describe the biological, psychological, and social dimensions of illness and
their application in practice

e SLO 2.5: distinguish disease from illness, and

e SLO 2.6: describe the clinical implications of distinguishing illness from disease.

2.1 Patterns of Illness and Behavious Presenting to the Family Physician
2.1.1 common patterns of illness presentation in family practice
A characteristic mix distinct from hospital specialist practice

Patients presenting to a family physician characteristically show a distinctive mix of
presentations, including a high proportion of common, often self-limiting acute illnesses,
ongoing management of chronic conditions such as hypertension or diabetes, discussed in an
earlier related course, and a substantial proportion of presentations without any clearly
identifiable organic cause.

This characteristic pattern differs considerably from that typically encountered in hospital
specialist practice, where patients have generally already been filtered and referred specifically
because of a suspected or confirmed condition falling within that specialist's particular area of
expertise, reflecting the distinctly generalist, unselected nature of family practice.
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Fill in the blank: Patients presenting to a family physician show a distinctive mix including a
substantial proportion of presentations without any clearly identifiable cause.

2.1.2 illness behaviour and health-seeking behaviour

Illness behaviour refers to the way individuals perceive, interpret, and respond to bodily
symptoms, while health-seeking behaviour refers to the specific actions taken in response,
including whether, when, and from whom an individual seeks care, both of which.vary
considerably between individuals experiencing objectively similar symptoms.

Understanding illness and health-seeking behaviour helps the family physician appreciate why
patients with similar biological findings may present very differently, discussed further later in
this Series, and why some patients delay seeking care considerably longer than others,
information essential to providing genuinely patient-centred care.

Fill in the blank: Illness behaviour refers to the way individuals perceive, interpret, and respond
to bodily

2.1.3 factors influencing presentation patterns

Presentation patterns are influenced by several factors; including cultural and social beliefs about
illness and appropriate treatment, previous personal or family experience with similar
symptoms, and practical considerations such as accessibility and affordability of care, discussed
in relation to demand for healthcare in an earlier related course.

Further influencing factors'include the specific family context surrounding a patient, discussed in
the previous Series of this coutse, since family attitudes and encouragement can significantly
affect whether and when a patient seeks care, and the patient's own psychological state,
including anxiety or depression, which can itself shape how physical symptoms are perceived
and reported.

Fill in the blank: Family attitudes and encouragement can significantly affect whether and when
a patient seeks
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Figure 2.1: A family physician listening attentively to a patient describing their symptoms.

Pilot questions 2.1

e Describe the characteristicimix of presentations seen in family practice. (Linked to SLO
2.1)

o Explain how presentation patterns in family practice differ from those in hospital
specialist practice. (Linked to SLO 2.1)

e Define illness behaviour and health-seeking behaviour. (Linked to SLO 2.2)

e Explain why understanding illness behaviour helps the family physician. (Linked to SLO
2.2)

o List three factors influencing presentation patterns. (Linked to SLO 2.2)

2.2, The Bio-Psychosocial Model of Care
2.2.1 origins and principles of the bio-psychosocial model
A response to the limits of a purely biomedical model

The bio-psychosocial model of care was developed as a deliberate response to the limitations of
the purely biomedical model, which considers illness solely in terms of biological pathology,

-
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proposing instead that illness must be understood as the product of interacting biological,
psychological, and social factors together.

This model holds particular relevance to family medicine, discussed in an earlier Series of this
course, since the discipline's comprehensive, patient-centred approach requires attention to
factors well beyond biological pathology alone, reflecting a genuinely holistic understanding of
illness consistent with the family-oriented principles discussed earlier in this course.

Fill in the blank: The bio-psychosocial model proposes that illness must be understood as the
product of interacting biological, psychological, and factors.

2.2.2 biological, psychological, and social dimensions of illness

The biological dimension of illness encompasses the underlying pathological or physiological
process, the psychological dimension encompasses the patient's emotional response, beliefs, and
coping strategies, and the social dimension encompasses the patient's family, community, and
broader socioeconomic context, discussed in the previous Series of this course.

These three dimensions interact continuously rather than operating in isolation, meaning a
purely biological intervention, such as medication alone, may prove insufficient if significant
unaddressed psychological or social factors continue to influence a patient's overall illness
experience and recovery.

Fill in the blank: The biological, psychological, and social dimensions of illness interact
continuously rather than operating in

2.2.3 applying the bio-psychosocial model in practice

Applying the bio-psychosocial model in practice requires the family physician to systematically
consider all three dimensions during patient assessment, rather than focusing narrowly on
biological findings alone, actively enquiring about a patient's psychological state and social or
family circumstances alongside their physical symptoms.

Effective application additionally requires the family physician to consider interventions
addressing each relevant dimension, which may include biological treatment, psychological
support or counselling, and practical social support, discussed in relation to family function in
the previous Series of this course, tailored to the specific combination of factors relevant to an
individual patient.

Fill in the blank: Effective application of the bio-psychosocial model requires considering
interventions addressing each relevant dimension, tailored to an individual
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Table 2.2: The three dimensions of the bio-psychosocial model.

Dimension Main focus Example consideration

Biological Undgrlylng pathological or Disease process, medication cffect
physiological process

Psychological Emgtlonal response, beliefs, and Anx1ety, health beliefs, coping
coping strategies

. Family, community, and Family support, financial

Social . . )

socioeconomic context constraints

Pilot questions 2.2

1. Describe the origin of the bio-psychosocial model as a response to the biomedical model.

(Linked to SLO 2.3)

2. Explain why the bio-psychosocial model holds particular relevance to family medicine.

(Linked to SLO 2.3)

3. Describe the biological, psychological, and social dimensions of illness. (Linked to SLO

2.4)

4. Explain why these three dimensions must be considered together rather than in isolation.

(Linked to SLO 2.4)

5. Describe how the family physician applies the bio-psychosocial model during patient
assessment. (Linked to SLO 2.4)

2.3 Illness VersusaDisease

2.3.1 defining disease

An objective, biologically defined pathological state

Disease refers to an objectively identifiable pathological abnormality within the body, generally
definable in biological or physiological terms, such as a specific infection, structural
abnormality, or biochemical derangement, capable of being demonstrated through clinical
examination or diagnostic testing.

Disease, in this sense, exists as a biomedical fact independent of the patient's own subjective

awareness or experience of it, meaning a person may have a disease, such as early, asymptomatic
hypertension, discussed in an earlier related course, without necessarily perceiving themselves to

be unwell at all.

-
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Fill in the blank: Disease exists as a biomedical fact independent of the patient's own subjective
awareness or of it.

2.3.2 defining illness

Illness, by contrast, refers to the patient's own subjective experience of feeling unwell,
encompassing their personal perception of symptoms, their psychological response, and the
broader social and functional impact of feeling unwell on their daily life, regardless-of whether
an identifiable disease process is actually present.

This distinction means a patient may genuinely experience illness, with real distress.and
functional impairment, in the complete absence of any identifiable disease process, and,
conversely, a patient may have an identifiable disease without experiencing any subjective sense
of illness at all, echoing the asymptomatic hypertension example discussed in the previous sub-
Part.

Fill in the blank: A patient may genuinely experience illness, with real distress and functional
impairment, in the complete absence of any identifiable disease

2.3.3 clinical implications of distinguishing illness from disease

Distinguishing illness from disease carries substantial clinical significance, since effective
family medicine practice requires the physician to attend to both dimensions together, addressing
the underlying disease process.where one is present, while also genuinely acknowledging and
addressing the patient's own subjective illness experience.

This distinction additionally explains why patient satisfaction with care does not always
correlate directly with successful biological disease management alone, since a patient whose
underlying disease is technically well controlled may nonetheless remain dissatisfied if their
subjective illness experience, discussed throughout this Part, has not been adequately
acknowledged and addressed.

Fill in the blank: Patient satisfaction with care does not always correlate directly with successful
biological disease alone.
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Figure 2.3: A physician explaining a diagnosis to a patient who appears visibly relieved after
discussing their symptoms.

Pilot questions 2.3

Define disease. (Linked to SLO 2.5)

Define illness and distinguish it from disease. (Linked to SLO 2.5)

Give an example illustrating disease without illness. (Linked to SLO 2.5)

Explain why effective family medicine practice requires attending to both illness and
disease together. (Linked to SLO 2.6)

5. Explainwhy patient satisfaction does not always correlate directly with successful
disease management alone. (Linked to SLO 2.6)

b=

Series Summary

This Series examined patterns of illness, the bio-psychosocial model, and illness versus
disease, beginning with the patterns of illness and behaviour presenting to the family
physician, the characteristic mix of presentations, illness and health-seeking behaviour, and the
factors influencing presentation patterns, before turning to the bio-psychosocial model of care,
its origins, its three interacting dimensions, and its practical application.

-
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We concluded with illness versus disease, defining each concept, and examining the substantial
clinical implications of distinguishing between them for effective, genuinely patient-centred
family medicine practice. Having worked through this Series, you should now be equipped to
understand family models, family function, and the role of the family physician examined in the
next Series of this course.

Glossary of Terms

1. Illness behaviour: the way individuals perceive, interpret, and respond to bedily
symptoms.

2. Health-seeking behaviour: the specific actions taken in response to perceived
symptoms, including whether and when to seek care.

3. Bio-psychosocial model: a model of illness considering biological, psychological, and
social factors together.

4. Biomedical model: a model considering illness solely in terms of biological pathology.

5. Biological dimension: the underlying pathological or physiological process contributing
to illness.

6. Psychological dimension: a patient's emotional response, beliefs, and coping strategies
related to illness.

7. Social dimension: a patient's family, community, and socioeconomic context relevant to
illness.

8. Disease: an objectively identifiable pathological abnormality definable in biological or
physiological terms.

9. Illness: a patient's own subjective experience of feeling unwell.

10. Asymptomatic disease: a disease process present without the patient perceiving
themselves to be unwell.

11. Patient-centred care: care that considers the individual patient's own values,
preferences, and subjective experience.

12:Holistic care: care attending to the whole person, including biological, psychological,
and social factors together.

Concept Check Questions [Series 2]

Objective questions

1. Patients presenting to a family physician show a substantial proportion of presentations
without any clearly identifiable cause.

-
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2. Illness behaviour refers to how individuals perceive, interpret, and respond to bodily

3. The bio-psychosocial model considers illness as the product of interacting biological,

psychological, and factors.
4. Disease exists as a biomedical fact independent of the patient's own subjective
of it.

5. A patient may genuinely experience illness in the complete absence of any identifiable
process.

Short-answer questions

o Explain how presentation patterns in family practice differ from those in hospital
specialist practice.

o Define illness behaviour and health-seeking behaviour.

o Describe the biological, psychological, and social dimensions of illness.

e Define illness and distinguish it from disease.

o Explain why patient satisfaction does not always correlate directly with successful
disease management alone.

Long-answer questions

1. Discuss the patterns of illness and behaviour presenting to the family physician. (Linked
to SLO 2.1, SLO 2.2)

2. Discuss the origins and principles of the bio-psychosocial model of care. (Linked to SLO
2.3)

3. Discuss the.biological, psychological, and social dimensions of illness and their
application in practice. (Linked to SLO 2.4)

4. Discuss the distinction between illness and disease. (Linked to SLO 2.5)

5. Discuss the clinical implications of distinguishing illness from disease. (Linked to SLO
2.6)

Answers to Concept Check Questions [Series 2]

Objective questions

6. Organic.

7. Symptoms.
8. Social.

9. Awareness.
10. Disease.
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Short-answer questions

11. Family practice sees an unselected mix including common self-limiting illness; specialist
practice sees patients already filtered and referred for a specific condition.

12. Tllness behaviour is how symptoms are perceived and interpreted; health-seeking
behaviour is the specific action taken in response.

13. Biological is the underlying pathology; psychological is emotional response and coping;
social is family, community, and socioeconomic context.

14. Illness is the patient's subjective experience of feeling unwell, distinct from disease, an
objective biological abnormality.

15. Because a patient may remain dissatisfied if their subjective illness experience isnot
adequately acknowledged, even with well-controlled disease.

Long-answer questions

16. Basic response: Family practice sees a distinctive mix of common acute illness, chronic
disease management, and presentations without identifiable organic cause, differing from
filtered hospital specialist practice.

Value-added response: Illness and health-seeking behaviour, shaped by cultural beliefs, prior
experience, family context, and psychological state, explain why patients with similar symptoms
present very differently.

17. Basic response: The bio-psychosocial model developed as a response to the limitations
of the purely biomedical model, proposing that illness reflects interacting biological,
psychological, and social factors.

Value-added response: This model holds particular relevance to family medicine's
comprehensive, patient-centred approach, reflecting genuinely holistic care.

18. Basic response: The biological dimension covers underlying pathology, the
psychological dimension covers emotional response and coping, and the social dimension
covers family and socioeconomic context.

Value-added response: These dimensions interact continuously, meaning effective practice
requires considering interventions addressing each relevant dimension for a given patient, rather
than biological treatment alone.

19. Basic response: Disease is an objectively identifiable biological abnormality, while
illness is the patient's own subjective experience of feeling unwell, meaning the two can
occur independently of one another.
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Value-added response: A patient may have asymptomatic disease without perceiving illness, or
experience genuine illness without any identifiable disease process.

20. Basic response: Effective family medicine requires attending to both disease and illness
together, addressing underlying pathology while genuinely acknowledging the patient's
subjective experience.

Value-added response: This explains why patient satisfaction does not always track successful
disease management alone, since unacknowledged illness experience can leave patients
dissatisfied even with well-controlled disease.

Answers to Pilot Questions [Series 2]

Part 2.1

11. A high proportion of common acute illness, chronic disease management, and
presentations without identifiable organic cause.

12. Hospital practice sees patients already filtered and referred for a specific suspected
condition, unlike unselected family practice.

13. Tllness behaviour is perception and interpretation of symptoms; health-seeking behaviour
is the specific action taken, such as seeking care.

14. 1t helps explain why patients with similar biological findings present differently and why
some delay seeking care.

15. Cultural beliefs, previous experience, and accessibility or affordability of care.

Part 2.2

1. It developed as a response to the limitations of the purely biomedical model focused
solely on biological pathology.

2. Because family medicine's comprehensive, patient-centred approach requires attention
beyond biological pathology alone.

3. Biological is underlying pathology, psychological is emotional response and coping,
social is family and socioeconomic context.

4. Because a purely biological intervention may prove insufficient if unaddressed
psychological or social factors persist.

-
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5. By systematically considering all three dimensions during assessment, not just biological
findings alone.

Part 2.3

6. An objectively identifiable pathological abnormality, definable in biological or
physiological terms.

7. The patient's subjective experience of feeling unwell; disease is the objective biological
abnormality itself.

8. Early, asymptomatic hypertension, where disease is present without the patient
perceiving illness.

9. Because effective care must address both the underlying disease process and the patient's
subjective illness experience.

10. Because unacknowledged illness experience can leave a patient dissatisfied even when
the underlying disease is well controlled.

References and Attributions [Series 2]
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Figures, Plates, Tables, and Boxes
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I. Figure 2.1: A family physician listening attentively to a patient describing their
symptoms. Al-generated using the prompt: "A single clean, realistic clinical illustration
of a physician listening attentively to a seated patient during a consultation, calm
respectful setting, soft natural lighting, no text overlays, no multiple panels, respectful
and accurate depiction, no graphic medical detail."

2. Table 2.2: The three dimensions of the bio-psychosocial model. Al-generated using the

prompt: "Create a clean reference table titled The Bio-Psychosocial Model, listing
dimension, main focus, and example consideration. Simple clinical reference table style
with outside border."
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3. Figure 2.3: A physician explaining a diagnosis to a patient who appears visibly relieved
after discussing their symptoms. Al-generated using the prompt: "A single clean, realistic
clinical illustration of a physician explaining a diagnosis to a seated patient who appears
relieved, calm respectful setting, soft natural lighting, no text overlays, no multiple
panels, respectful and accurate depiction, no graphic medical detail."
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Course code: FAM 501

Course title: Family Structure and Role in Health

Course credit load: 1 Unit

Series 3: Family Models, Family Function, and the
Role of the Family Physician

e Part 3.1: Family Models
o Sub Part 3.1.1: Concept of family models
o Sub Part 3.1.2: Common family models in family medicine
o Sub Part 3.1.3: Applying family models in practice
o Part 3.2: Functional and Dysfunctional Family, and Effects of Illness on the Family
o Sub Part 3.2.1: Characteristies of a functional family
o Sub Part 3.2.2: Characteristics of a dysfunctional family
o Sub Part 3.2.3: Effects of the illness of the index patient on their family
e Part 3.3: The Role of the Family Physician in Society
o Sub Part 3.3.1: The family physician as primary care provider
o Sub Part 3.3.2: The family physician as coordinator and advocate

o SubPart3.3:3: The family physician's broader role in society

Introduction

In the last Series, we explored patterns of illness, the bio-psychosocial model, and the distinction
between illness and disease. We now turn to family models used to understand family
relationships in practice, the difference between a functional and dysfunctional family, the
effects a patient's illness can have on their entire family, and the broader role of the family
physician in society. Picture a family physician using a simple diagram to map out a patient's
household relationships during a consultation, quickly revealing a previously unrecognised
source of chronic family stress directly relevant to the patient's presenting symptoms.
Understanding these tools and roles is the focus of this Series.
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The aim of this Series is to equip you with a clear understanding of family models, the
characteristics of functional and dysfunctional families, the effects of illness on the family, and
the role of the family physician in society.

This Series begins with family models, before turning to functional and dysfunctional family,
and effects of illness on the family. It concludes with the role of the family physician in
society.

Series Learning Outcomes

At the end of this Series, you should be able to:

e SLO 3.1: describe the concept and common family models used in family medicine

e SLO 3.2: describe the application of family models in practice

e SLO 3.3: describe the characteristics of a functional and a dysfunctional family

e SLO 3.4: describe the effects of the illness of the index patient on their family

e SLO 3.5: describe the role of the family physician as primary care provider, coordinator,
and advocate, and

e SLO 3.6: describe the broader role of the family physician in society.

3.1 Family Models
3.1.1 concept of family models

Structured tools for understanding family relationships

Family models are structured conceptual or diagrammatic tools used by family physicians to
systematically understand a patient's family relationships, structure, and dynamics, discussed in
an earlier Series of this course, in a manner more organised and complete than informal
conversation alone might achieve.

Family models provide a shared, structured framework allowing information about a patient's
family to be recorded, updated, and communicated consistently, whether within a single
consultation or across multiple encounters over time, supporting the continuity of care principle
discussed in an earlier Series of this course.

-
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Fill in the blank: Family models provide a shared, structured framework allowing information
about a patient's family to be recorded, updated, and communicated

3.1.2 common family models in family medicine

One widely used family model is the genogram, a graphic representation of a family tree that
additionally records relevant medical and psychosocial information, such as significant illnesses
or relationship patterns, across multiple generations, providing a rich visual summary of family
structure and history.

A further commonly used model is the family circle, or family map, in which family members
are represented as circles of varying size and closeness, visually depicting the relative emotional
closeness or distance between different family members, offering an intuitive, quickly
interpretable summary of family relationship dynamics.

Fill in the blank: A genogram is a graphic representation of a family tree that additionally
records relevant medical and psychosocial information across multiple

3.1.3 applying family models in practice

Applying family models in practice generally involves constructing the model directly with the
patient during a consultation, using the process itself as an opportunity to elicit important family
history and relationship information that might not otherwise emerge through standard history
taking alone.

Once constructed, family models provide valuable ongoing reference material supporting
continuity of care discussed earlier in this Series, allowing the family physician, and any
colleagues subsequently involved in the patient's care, to quickly appreciate relevant family
context without needing to reconstruct this information from scratch at every encounter.

Fill in the blank: Once constructed, family models provide valuable ongoing reference material
supporting continuity of

-
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Figure 3.1: A family physician drawing a genogram with a patient during a consultation.

Pilot questions 3.1

e Define a family model and describe its purpose. (Linked to SLO 3.1)

e Define a genogram. (Linked to SLO 3.1)

e Define a family circle or family map. (Linked to SLO 3.1)

e Describe how a family model is typically constructed during a consultation. (Linked to
SLO 3.2)

o Explain the ongoing value of a constructed family model for continuity of care. (Linked
to SLO 3.2)

3.2 Funetional'and Dysfunctional Family, and Effects of Illness on the Family
3.2.1 characteristics of a functional family
A family that adapts and supports its members effectively

A functional family is generally characterised by clear, effective communication between
members, flexible adaptation to changing circumstances or stress, and appropriate mutual
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support during difficult periods, including illness, discussed further later in this Part, each
contributing to the overall wellbeing of individual family members.

Functional families additionally generally demonstrate clear, though appropriately flexible,
patterns of roles and authority, discussed in relation to family structure in an earlier Series of this
course, allowing the family to make necessary decisions and adapt constructively to significant
life events, including illness, without excessive conflict or breakdown.

Fill in the blank: A functional family is characterised by clear, effective communication and
flexible adaptation to changing circumstances or

3.2.2 characteristics of a dysfunctional family

A dysfunctional family, by contrast, is generally characterised by poor or unclear
communication between members, rigid or inappropriate patterns of roles and authority, and, in
more serious cases, significant conflict, neglect, or even abuse among family members, each
capable of directly contributing to poor health outcomes discussed in-an earlier Series of this
course.

Family dysfunction can additionally manifest as inadequate emotional or practical support during
illness, discussed further in the next sub-Part, and persistent, unresolved family conflict that itself
becomes a significant source of chronic stress for family members, meaning recognising
dysfunction represents an important, though sometimes challenging, aspect of comprehensive
family medicine assessment.

Fill in the blank: Family dysfunction can manifest as persistent, unresolved family conflict that
itself becomes a significant source of chronic for family members.

3.2.3 effects of the illness of the index patient on their family

The index patient, the specific family member presenting with illness, rarely experiences that
illness in complete isolation from the rest of their family, since significant illness frequently
produces direct effects on other family members, including emotional distress, disruption of
established family roles, and, at times, significant financial strain.

Serious or chronic illness, discussed in relation to non-communicable disease in an earlier related
course, can additionally place substantial caregiving burden on specific family members,
potentially affecting their own physical and mental health, meaning effective family medicine
practice must attend to the entire family's needs, not solely those of the index patient alone.
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Fill in the blank: Effective family medicine practice must attend to the entire family's needs, not
solely those of the index patient

Table 3.2: Comparing functional and dysfunctional family characteristics.

Feature Functional family Dysfunctional family
Communication Clear and effective Poor or unclear
Adaptation to stress Flexible and constructive Rigid or breaks down under stress

Inadequate support; possible added

Response to illness Appropriate mutual support conflict

Pilot questions 3.2

Describe three characteristics of a functional family. (Linked to SLO 3.3)

Describe three characteristics of a dysfunctional family. (Linked to SLO 3.3)

Define the index patient. (Linked to SLO 3.4)

Describe two effects an index patient's illness can have on their family. (Linked to SLO
3.4)

5. Explain why effective family medicine practice must attend to the entire family's needs,
not the index patient alone. (Linked to SLO 3.4)

b=

3.3 The Role of the Eamily, Physician in Society
3.3.1 the family physician as primary care provider
The first point of contact for comprehensive care

Thefamily physician serves as the primary point of contact for most patients seeking health
care, providing comprehensive first-contact care across the full range of common presenting
conditions discussed in an earlier Series of this course, rather than requiring patients to identify
the appropriate specialist themselves for every individual health concern.

As primary care provider, the family physician additionally holds responsibility for preventive
care, including health education and screening, discussed in relation to secondary prevention in
an earlier related course, positioning the family physician as a central, ongoing presence in a
patient's overall health maintenance, not solely their episodic treatment during acute illness.

-
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Fill in the blank: As primary care provider, the family physician holds responsibility for
preventive care, including health education and

3.3.2 the family physician as coordinator and advocate

The family physician additionally serves as a coordinator of care, ensuring appropriate referral
to specialist services when required, discussed in relation to the health system's tiered structure in
an earlier related course, and ensuring the various elements of a patient's overall care remain
coherent and well communicated across different providers.

The family physician further serves as a patient advocate, representing the patient's interests and
preferences within the broader health system, and, where relevant, helping patients and families
navigate practical or financial barriers to accessing needed care, discussed in relation to
healthcare financing in an earlier related course.

Fill in the blank: The family physician serves as a patient advocate, representing the patient's
interests and within the broader health system.

3.3.3 the family physician's broader role in society

Beyond individual patient care, the family physician holds a broader societal role, contributing
to community health through health education and disease prevention activities, discussed in an
earlier related course, and often serving as a trusted, accessible source of health information and
guidance within their local community.

The family physician additionally contributes to the broader health system through participation
in primary health care organisation and, at times, health planning activities, discussed in an
earlier related course, reflecting the discipline's genuinely integrative position bridging
individual patient care and broader population health considerations.

Fill in the blank: The family physician contributes to broader population health considerations,
reflecting the discipline's genuinely integrative position bridging individual patient care and
health.
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Figure 3.3: A family physician giving a community health talk to a group of local residents.

Pilot questions 3.3

Describe the family physician's role as primary care provider. (Linked to SLO 3.5)
Describe the family physician's role as coordinator of care. (Linked to SLO 3.5)
Describe the family physician's tole as patient advocate. (Linked to SLO 3.5)
Describe the family physician's broader role in the community. (Linked to SLO 3.6)
Explain how the family physician's role bridges individual patient care and broader
population health. (Linked to SLO 3.6)

AN e

Series Summary

This Series examined family models, family function, and the role of the family physician,
beginning with family models, their purpose, common examples such as the genogram and
family circle, and their practical application, before turning to functional and dysfunctional
family, and effects of illness on the family, the characteristics distinguishing functional from
dysfunctional families, and the effects an index patient's illness can have on their entire family.

L S
a-NET | ONLINE LEARNING VIDEO PLATFORM FOR POST-SECONDARY & HIGHER INSTITUTION
STUDENTS




We concluded with the role of the family physician in society, as primary care provider,
coordinator, and advocate, and their broader societal role bridging individual patient care and
population health. Having worked through this Series, you should now be equipped to
understand family medicine tools, WONCA/ICPC, and generational and travel-related risks
examined in the next Series of this course.

Glossary of Terms

10.

11:

12.

Family model: a structured conceptual or diagrammatic tool used to understand a
patient's family relationships.

Genogram: a graphic family tree recording relevant medical and psychosocial
information across generations.

Family circle: a diagram representing family members as circles of varying size and
closeness.

Functional family: a family characterised by clear communication, flexible adaptation,
and appropriate mutual support.

Dysfunctional family: a family characterised by poor communication, rigid patterns, and
significant conflict or neglect.

Index patient: the specific family member presenting with the illness under
consideration.

Caregiving burden: the physical, emotional, and practical strain placed on a family
member caring for an ill relative.

Primary care provider: the health professional serving as a patient's first point of
contact for.comprehensive care.

Care coordination: ensuring the various elements of a patient's care remain coherent and
well communicated across providers.

Patient advocate: a role representing a patient's interests and preferences within the
health system.

Health education: activities providing information to promote healthy behaviour and
disease prevention.

Population health: the overall health outcomes of a group of individuals, considered
alongside individual patient care.

Concept Check Questions [Series 3]

Objective questions
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1. Family models provide a shared, structured framework allowing family information to be
recorded, updated, and communicated

2. A genogram is a graphic representation of a family tree recording relevant information
across multiple

3. A functional family is characterised by clear communication and flexible adaptation to
changing circumstances or .

4. Effective family medicine practice must attend to the entire family's needs, not solely
those of the index patient

5. The family physician serves as a patient advocate, representing the patient's interests and

within the health system.

Short-answer questions

e Define a genogram and a family circle.

e Describe three characteristics of a dysfunctional family.

e Define the index patient and describe two effects their illness can have on the family.

e Describe the family physician's role as coordinator of care:

o Explain how the family physician's‘role bridges individual patient care and broader
population health.

Long-answer questions

1. Discuss the concept, common examples, and application of family models. (Linked to
SLO 3.1, SLO 3.2)

2. Discuss the characteristics of functional and dysfunctional families. (Linked to SLO 3.3)

Discuss the effects of the illness of the index patient on their family. (Linked to SLO 3.4)

4. Discuss the role of the family physician as primary care provider, coordinator, and
advocate. (Linked to SLO 3.5)

5. Discuss the broader role of the family physician in society. (Linked to SLO 3.6)

98]

Answers to Concept Check Questions [Series 3]

Objective questions

6. Consistently.
7. Generations.
8. Stress.

9. Alone.

10. Preferences.
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Short-answer questions

11. A genogram is a graphic family tree with medical and psychosocial information; a family
circle depicts relative emotional closeness among members.

12. Poor communication, rigid or inappropriate roles, and significant conflict, neglect, or
abuse.

13. The family member presenting with the illness; effects include emotional distréss and
disruption of family roles.

14. The family physician ensures appropriate referral and coherent, well-communicated care
across different providers.

15. The family physician contributes to community health education/and health system
organisation, connecting individual care with population health.

Long-answer questions

16. Basic response: Family models are structured tools, such as the genogram and family
circle, used to systematically understand family relationships.and history.

Value-added response: They are typically constructed with the patient during consultation and
provide ongoing reference material supporting continuity of care across encounters.

17. Basic response: Functional families show clear communication, flexible adaptation, and
appropriate mutual support, while dysfunctional families show poor communication,
rigid patterns, and significant conflict.

Value-added response: Recognising these patterns is an important, though sometimes
challenging, aspect of comprehensive family medicine assessment, given their direct link to
health outcomes.

18. Basic response: The index patient's illness rarely occurs in isolation, producing effects
on other family members including emotional distress, role disruption, and financial
strain.

Value-added response: Serious or chronic illness can place substantial caregiving burden on
specific family members, meaning effective practice must attend to the whole family's needs.

19. Basic response: The family physician serves as primary care provider, offering
comprehensive first-contact and preventive care, and as coordinator, ensuring appropriate
referral and coherent communication across providers.

Value-added response: As advocate, the family physician represents patient interests and helps
navigate practical or financial barriers to accessing needed care.
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20. Basic response: Beyond individual care, the family physician contributes to community
health through education and prevention activities, often serving as a trusted local health
resource.

Value-added response: This reflects the discipline's genuinely integrative position, bridging
individual patient care with broader population health considerations through participation n
health planning and organisation.

Answers to Pilot Questions [Series 3]

Part 3.1

11. A structured tool used to understand family relationships and dynamics; it provides a
consistent, communicable framework.

12. A graphic family tree recording relevant medical and psychosocial information across
generations.

13. A diagram depicting family members as circles of varying size and closeness, showing
relative emotional closeness.

14. Tt is typically constructed directly with the patient during consultation.

15. It allows the physician and colleagues to quickly appreciate family context without
reconstructing it at every encounter.

Part 3.2

Clear communication, flexible adaptation to stress, and appropriate mutual support.

Poor communication, rigid roles, and significant conflict, neglect, or abuse.

The family member presenting with the illness under consideration.

Emotional distress among family members, and disruption of established family roles.
Because illness rarely occurs in isolation from the family, and effective care must address

7 P D —

the family's collective needs.
Part3.3

6. Providing comprehensive first-contact and preventive care as the patient's primary point
of contact.
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7. Ensuring appropriate referral to specialists and coherent communication across a patient's
overall care.

8. Representing the patient's interests and preferences and helping navigate barriers to
accessing care.

9. Contributing to community health through education and disease prevention, and serving
as a trusted local resource.

10. By connecting individual patient care with community health education and participation
in health system organisation.

References and Attributions [Series 3]
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Figures, Plates, Tables, and Boxes

1. Figure 3.1: A family physician drawing a genogram with a patient during a consultation.
Al-generated using the prompt: "A single clean, realistic clinical illustration of a
physician drawing a family tree diagram with a seated patient during a consultation, calm
respectful setting, soft natural lighting, no text overlays, no multiple panels, respectful
and accurate depiction, no graphic medical detail."

2. Table 3.2: Comparing functional and dysfunctional family characteristics. Al-generated
using the prompt: "Create a clean reference table titled Comparing Functional and
Dysfunctional Family Characteristics, listing feature, functional family, and
dysfunctional family. Simple clinical reference table style with outside border."

3. Figure 3.3: A family physician giving a community health talk to a group of local
residents. Al-generated using the prompt: "A single clean, realistic illustration of a
physician giving a health talk to a seated community group, calm respectful setting,
natural lighting, no text overlays, no multiple panels, respectful and accurate depiction,
no graphic detail."
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Course code: FAM 501

Course title: Family Structure and Role in Health

Course credit load: 1 Unit

Series 4: Family Medicine Tools, WONCA/ICPC, and
Generational and Travel-Related Risks

o Part4.1: Family Medicine Tools
o Sub Part 4.1.1: Overview of family medicine tools
o Sub Part 4.1.2: The family APGAR and other assessment tools
o Sub Part 4.1.3: Practical application of family medicine tools in consultation
o Part4.2: WONCA and the International Classification of Primary Care
o Sub Part4.2.1: WONCA: origin and role in family medicine
o Sub Part 4.2.2: The International Classification of Primary Care (ICPC)
o Sub Part 4.2.3: Application of ICPC in family practice documentation
o Part 4.3: Generational Risks and Infectious Diseases from Travel
o Sub Part 4.3.1: Concept of generational risk in family medicine
o Sub Part 4.3.2: Infectious diseases associated with travel

o Sub Part 4.3.3: Pre-travel counselling and prevention

Introduction

In the'last Series, we explored family models, family function, and the role of the family
physician. We now turn to the specific practical tools family physicians use in everyday practice,
the international professional body WONCA and its classification system, the ICPC, and the
concept of generational risk together with infectious diseases associated with travel. Picture a
family physician using a simple structured questionnaire to quickly assess a patient's satisfaction
with family support, then coding the consultation using an internationally recognised
classification system, before finally counselling a patient preparing for international travel about
relevant infectious disease risks. Understanding these varied practical tools is the focus of this
Series.

r;j
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The aim of this Series is to equip you with a clear understanding of family medicine tools,
WONCA and the International Classification of Primary Care, and generational risks and
infectious diseases associated with travel.

This Series begins with family medicine tools, before turning to WONCA and the
International Classification of Primary Care. It concludes with generational risks and
infectious diseases from travel.

Series Learning Outcomes
At the end of this Series, you should be able to:

e SLO 4.1: describe family medicine tools, including the family APGAR

e SLO 4.2: describe the practical application of family medicine tools in consultation

e SLO 4.3: describe WONCA and its role in family medicine, and the International
Classification of Primary Care

e SLO 4.4: describe the application of ICPC in family practice documentation

e SLO 4.5: describe the concept of generational risk in family medicine and infectious
diseases associated with travel, and

e SLO 4.6: describe pre-travel counselling and prevention.

4.1 Family Medigine Tools
4.1.1 overview of family medicine tools
Structured instruments supporting comprehensive assessment

Family medicine tools are structured instruments and frameworks developed to support the
comprehensive, family-oriented assessment characteristic of family medicine practice, discussed
in an earlier Series of this course, including the family models discussed in the previous Series,
and further structured questionnaires examined throughout this Part.

These tools generally serve to make family and psychosocial assessment more systematic and
reproducible than relying solely on unstructured clinical conversation, supporting more
consistent, reliable identification of relevant family issues across different patients and different
consulting physicians.

-
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Fill in the blank: Family medicine tools serve to make family and psychosocial assessment
more systematic and reproducible than relying solely on unstructured clinical

4.1.2 the family apgar and other assessment tools

The family APGAR is a brief, widely used screening questionnaire assessing a patient's
satisfaction with five key dimensions of family functioning, adaptation, partnership, growth,
affection, and resolve, providing a quick, structured indication of overall family functioning
discussed in the previous Series of this course.

Further family medicine assessment tools include structured life event inventories, identifying
significant recent stressors that may be relevant to a patient's presentation, and various structured
screening instruments for specific psychosocial concerns, such as depression or domestic
violence, each supporting more systematic identification of relevant psychosocial factors.

Fill in the blank: The family APGAR assesses a patient's satisfaction with five key dimensions
of family functioning, including adaptation, partnership, growth, affection, and

4.1.3 practical application of family medicine tools in consultation

Practical application of family medicine tools in consultation generally involves selecting the
specific tool most relevant to the presenting concern and available consultation time, since not
every tool is appropriate or necessary for every patient encounter, requiring the family physician
to exercise clinical judgement regarding when structured assessment adds genuine value.

Effective use of these tools additionally requires the family physician to interpret results within
the broader clinical eontext, discussed in relation to the bio-psychosocial model in an earlier
Series of this course, rather than relying on a structured tool's output in complete isolation from
other relevant.clinical information.

Fill in the blank: Effective use of family medicine tools requires interpreting results within the
broader clinical rather than in complete isolation.
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Figure 4.1: A family physician reviewing a completed family APGAR questionnaire with a
patient.

Pilot questions 4.1

e Define family medicine tools and describe their general purpose. (Linked to SLO 4.1)

e Define the family APGAR and list the five dimensions it assesses. (Linked to SLO 4.1)

e Describe two further family medicine assessment tools beyond the family APGAR.
(Linked to SLO 4.1)

o Explain how a family physician decides which tool to use during a consultation. (Linked
to SLO4.2)

o Explain why family medicine tool results should be interpreted within the broader clinical
context. (Linked'to SLO 4.2)

4.2 WONCA and the International Classification of Primary Care
4.2.1' wonca: origin and role in family medicine
The global professional voice of family medicine

WONCA, the World Organization of Family Doctors, is the international professional
organisation representing family physicians and general practitioners worldwide, providing
)
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global professional leadership, supporting education and research in family medicine, and
promoting high standards of primary care across its member organisations.

WONCA additionally provides a widely referenced formal definition of family medicine and
general practice, discussed in an earlier Series of this course, and supports development of shared
professional standards and classification systems, discussed further in the next sub-Part; used
consistently by family physicians internationally.

Fill in the blank: WONCA, the World Organization of Family Doctors, is the international
professional organisation representing family physicians and general practitioners

4.2.2 the international classification of primary care (icpc)

The International Classification of Primary Care, or ICPC, is a standardised coding system
developed specifically for use in primary care, allowing consistent classification of the reason
for a patient's encounter, the specific health problems addressed; and the interventions provided,
in a manner suited to the particular nature of primary care practice.

ICPC differs from more familiar disease-focused classification systems, discussed in relation to
medical documentation in an earlier related course; since it additionally accommodates
classification of symptoms and reasons for encounter that have not yet, or may never, resolve
into a specific formal disease diagnosis, reflecting the genuinely undifferentiated nature of many
primary care presentations discussed in an earlier Series of this course.

Fill in the blank: ICPC accommodates classification of symptoms and reasons for encounter
that have not yet resolved into a specific formal disease

4.2.3 application of icpc in family practice documentation

Applying ICPC in family practice documentation involves coding each patient encounter
according to its structure, which organises information by body system chapter and further by
component, such as symptoms, diagnoses, or procedures, providing a standardised,
internationally comparable record of primary care activity.

Consistent use of ICPC coding supports meaningful comparison of primary care activity across
different practices, regions, and even countries, and additionally supports family medicine
research and health system planning, discussed in relation to health planning in an earlier related
course, by providing standardised primary care data otherwise difficult to obtain.

Fill in the blank: Consistent use of ICPC coding supports meaningful comparison of primary
care activity across different practices, regions, and even
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Table 4.2: Comparing ICPC with a disease-focused classification system.

Feature

ICPC

Disease-focused classification

Primary focus

Reason for encounter, symptoms,
and diagnoses

Formal disease diagnoses only

Suited to

Undifferentiated primary care
presentations

Specialist or hospital-based
diagnosis

Key advantage

Captures symptoms without
requiring a final diagnosis

Precise disease-specific
classification

Pilot questions 4.2

1. Define WONCA and describe its role in family medicine. (Linked to SLO4.3)
2. Detine ICPC. (Linked to SLO 4.3)
3. Explain how ICPC differs from a disease-focused classification system. (Linked to SLO

4.3)

4. Describe how ICPC is structured for coding patient encounters. (Linked to SLO 4.4)
5. Describe the benefits of consistent ICPC use for research and health system planning.

(Linked to SLO 4.4)

4.3 Generational Risks and Infeetious Diseases from Travel
4.3.1 concept of generational risk in family medicine

Risks accumulating and transmitted across family generations

Generational risk refers to health risks that recur or accumulate across successive generations
within a family, reflecting shared genetic predisposition, discussed in relation to genetic

disorders in an earlier related course, and shared behavioural or environmental factors
transmitted within a family over time.

Recognising generational risk allows the family physician to identify patients at potentially
elevated risk for a specific condition based on documented family history, discussed in relation
to family models earlier in this course, supporting earlier or more targeted screening, discussed
in relation to secondary prevention in an earlier related course, than might otherwise be

undertaken.

Fill in the blank: Generational risk refers to health risks that recur or accumulate across

successive generations within a

-
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4.3.2 infectious diseases associated with travel

International travel exposes individuals to infectious disease risks that may differ substantially
from those encountered in their home environment, including diseases such as malaria,
discussed in an earlier related course, typhoid fever, and, depending on destination, diseases
requiring specific vaccination not routinely administered domestically.

The specific infectious disease risks relevant to a given traveller depend substantially on their
destination, planned activities, and duration of travel, meaning appropriate pre-travel risk
assessment, discussed further in the next sub-Part, requires careful attention to these specific
individual travel details rather than generic, undifferentiated advice.

Fill in the blank: The specific infectious disease risks relevant to a traveller depend substantially
on their destination, planned activities, and duration of

4.3.3 pre-travel counselling and prevention

Pre-travel counselling provides travellerswith destination-specific health advice, including
recommended vaccinations, appropriate malaria chemoprophylaxis where relevant, discussed in
an earlier related course, and general preventive measures such as safe food and water practices,
discussed in relation to food hygiene in an earlier related course.

Effective pre-travel counselling additionally addresses practical considerations such as travel
insurance and access to medical care while abroad, and specific advice relevant to travellers
with existing chronic conditions, discussed in an earlier related course, ensuring comprehensive
preparation extends beyond infectious disease risk alone.

Fill in the blank: Effective pre-travel counselling addresses practical considerations such as
travel insurance and access to-medical care while
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Figure 4.3: A family physician providing pre-travel vaccination and counselling to a patient

preparing for international travel.

Pilot questions 4.3

1.

Define generational risk and explain its relevance to family medicine practice. (Linked to
SLO 4.5)

Explain how recognising generational risk can support earlier screening. (Linked to SLO
4.5)

List two infectious diseases relevant to international travel. (Linked to SLO 4.5)

Explain why pre-travel risk assessment must be tailored to specific individual travel
details.(Linked to SLO'4.5)

Describe the components of effective pre-travel counselling. (Linked to SLO 4.6)

Series Summary

This Series examined family medicine tools, WONCA/ICPC, and generational and travel-
related risks, beginning with family medicine tools, their general purpose, the family APGAR
and other assessment instruments, and their practical application in consultation, before turning
to WONCA and the International Classification of Primary Care, WONCA's global

-
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professional role, ICPC's distinctive structure suited to undifferentiated primary care
presentations, and its application in practice documentation.

We concluded with generational risks and infectious diseases from travel, the concept of
generational risk and its role in guiding targeted screening, infectious disease risks associated
with international travel, and effective pre-travel counselling and prevention. Having worked
through this Series, you should now be equipped to understand HIV staging, ART, opportunistic
infections, and clinical attachment at GOPD examined in the final Series of this course.

Glossary of Terms

1. Family medicine tools: structured instruments supporting comprehensive, family-
oriented clinical assessment.

2. Family APGAR: a brief screening questionnaire assessing adaptation, partnership,
growth, affection, and resolve within a family:

3. WONCA: the World Organizationof Family Doctors, the international professional
body for family medicine.

4. ICPC: the International Classification of Primary Care, a coding system suited to
undifferentiated primary care presentations.

5. Reason for encounter: the patient's stated reason for a given consultation, a key
component of ICPC coding.

6. Generational risk: health risks that recur or accumulate across successive generations
within a family.

7. Family history: documented information about health conditions occurring among a
patient's relatives.

8. Travel medicine: the field addressing health risks and preventive care relevant to
international travel.

9. Chemoprophylaxis: preventive medication taken to reduce the risk of a specific disease,
such as malaria.

10. Pre-travel counselling: destination-specific health advice provided to a traveller before
departure.

11. Undifferentiated presentation: a symptom or complaint that has not yet resolved into a
specific formal diagnosis.

12. Vaccination requirement: a destination-specific immunisation recommended or
required before international travel.
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Concept Check Questions [Series 4]

Objective questions

1. Family medicine tools make family and psychosocial assessment more systematic than
relying solely on unstructured clinical .

2. The family APGAR assesses adaptation, partnership, growth, affection, and

3. ICPC accommodates classification of symptoms and reasons for encounter that have not
yet resolved into a specific formal disease .

4. Generational risk refers to health risks that recur or accumulate across successive
generations within a .

5. Effective pre-travel counselling addresses practical considerations such as travel
insurance and access to medical care while

Short-answer questions

e Define the family APGAR and list the five dimensions it assesses.

e Define WONCA and describe its role in family medicine.

o Explain how ICPC differs from-a disease-focused classification system.

o Define generational risk and explain its relevance to family medicine practice.
» List two infectious diseases relevant to international travel.

Long-answer questions

1. Discuss family medicine tools, including the family APGAR, and their practical
application. (Linked to SLO 4.1, SLO 4.2)

2. Discuss WONCA and its role in family medicine. (Linked to SLO 4.3)

3. Discuss theInternational Classification of Primary Care and its application in practice
documentation. (Linked to SLO 4.3, SLO 4.4)

4. Discuss the concept of generational risk and infectious diseases associated with travel.
(Linked to SLO 4.5)

5./ Discuss pre-travel counselling and prevention. (Linked to SLO 4.6)

Answers to Concept Check Questions [Series 4]

Objective questions

6. Conversation.
7. Resolve.
8. Diagnosis.

-
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9. Family.
10. Abroad.

Short-answer questions

11. A brief screening questionnaire assessing satisfaction with adaptation, partnership,
growth, affection, and resolve.

12. The international professional organisation representing family physicians, supporting
education, research, and standards.

13. ICPC accommodates symptoms and undiagnosed reasons for encounter, unlike disease-
focused systems requiring a formal diagnosis.

14. Health risks recurring or accumulating across generations within a family, relevant for
identifying patients at elevated risk for targeted screening.

15. Malaria and typhoid fever, among others.

Long-answer questions

16. Basic response: Family medicine tools, including the family APGAR and other
structured screening instruments, makepsychosocial assessment more systematic and
reproducible than unstructured conversation alone.

Value-added response: Practical application requires selecting the tool most relevant to the
presenting concern and interpreting results within the broader clinical context rather than in
isolation.

17. Basic response: WONCA, the World Organization of Family Doctors, is the
international professional body representing family physicians, providing global
leadership and supporting education, research, and standards.

Value-added response: WONCA also provides a widely referenced formal definition of family
medicine and supports development of shared classification systems used internationally.

18. Basic response: ICPC is a coding system suited to primary care, accommodating
symptoms and undifferentiated reasons for encounter alongside formal diagnoses, unlike
disease-focused classification systems.

Value-added response: Applying ICPC involves coding encounters by body system chapter and
component, supporting standardised, internationally comparable primary care data for research
and health system planning.
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19. Basic response: Generational risk reflects shared genetic and behavioural factors
recurring across family generations, helping identify patients at elevated risk for targeted
screening based on family history.

Value-added response: International travel exposes individuals to infectious disease risks such
as malaria and typhoid fever, varying substantially depending on destination, activities, and
duration.

20. Basic response: Pre-travel counselling provides destination-specific advice including
vaccinations, chemoprophylaxis where relevant, and safe food and water practices.

Value-added response: Effective counselling additionally addresses travel insurance, access to
medical care abroad, and specific advice for travellers with existing chronic conditions.

Answers to Pilot Questions [Series 4]

Part 4.1

11. Structured instruments supporting comprehensive assessment; they make family and
psychosocial assessment more systematic and reproducible.

12. A brief screening questionnaire; it assesses adaptation, partnership, growth, affection, and
resolve.

13. Structured life event inventories, and screening instruments for depression or domestic
violence.

14. By selecting the tool most relevant to the presenting concern and available consultation
time.

15. Because a tool's output should be interpreted alongside other relevant clinical
information, not in isolation.

Part 4.2

I The international professional organisation for family physicians, supporting global
leadership, education, research, and standards.

2. A standardised coding system for classifying reasons for encounter, health problems, and
interventions in primary care.
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ICPC accommodates undiagnosed symptoms and reasons for encounter, while disease-
focused systems require a formal diagnosis.

4. By body system chapter and further by component, such as symptoms, diagnoses, or
procedures.

5. It supports comparison of primary care activity across practices and countries, and
informs research and health system planning.

Part 4.3

6. Health risks recurring across family generations; it helps physicians identify patients at
elevated risk based on family history.

7. Tt allows earlier or more targeted screening for patients with documented elevated family
risk for a specific condition.

8. Malaria and typhoid fever.

9. Because specific risks depend on destination, activities, and duration, requiring
individualised rather than generic advice.

10. Advice includes vaccination, appropriate chemoprophylaxis, and safe food and water

practices.

References and Attributions [Series 4]

1.

12.

13.

14.

Smilkstein, G. (1978). The family APGAR: a proposal for a family function test and its
use by physicians. Journal of Family Practice.

World Organization of Family Doctors (WONCA) (2011). WONCA Europe definition of
general practice/family medicine.

WONCA International Classification Committee (1998). International Classification of
Primary Care (2nd ed.).

Centers for Disease Control and Prevention (2023). CDC Yellow Book: Health
Information for International Travel.

Figures, Plates, Tables, and Boxes

1.

-

Figure 4.1: A family physician reviewing a completed family APGAR questionnaire with
a patient. Al-generated using the prompt: "A single clean, realistic clinical illustration of
a physician reviewing a completed questionnaire with a seated patient, calm respectful
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setting, soft natural lighting, no text overlays, no multiple panels, respectful and accurate
depiction, no graphic medical detail."

2. Table 4.2: Comparing ICPC with a disease-focused classification system. Al-generated
using the prompt: "Create a clean reference table titled Comparing ICPC with Disease-
Focused Classification, listing feature, ICPC, and disease-focused classification. Simple
clinical reference table style with outside border."

3. Figure 4.3: A family physician providing pre-travel vaccination and counselling to a
patient preparing for international travel. Al-generated using the prompt: "A single clean,
realistic clinical illustration of a physician counselling and vaccinating a seated patient in
preparation for travel, calm respectful setting, soft natural lighting, no text overlays, no
multiple panels, respectful and accurate depiction, no graphic medical detail."
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Course code: FAM 501

Course title: Family Structure and Role in Health

Course credit load: 1 Unit

Series S: HIV Staging, ART, Opportunistic Infections, and
Clinical Attachment at GOPD

o Part5.1: HIV Staging
o Sub Part 5.1.1: WHO clinical staging of HIV infection
o Sub Part 5.1.2: Immunological (CD4) staging of HIV infection
o Sub Part 5.1.3: Clinical significance of HIV staging
e Part5.2: Commencement of ART and Opportunistic Infections
o Sub Part 5.2.1: Criteria and principles for commencing ART
o Sub Part 5.2.2: Common opportunistic infections in HIV
o Sub Part 5.2.3: Prevention and management of opportunistic infections
o Part5.3: Applied Medical Sciences Clinical Attachment at GOPD
o Sub Part 5.3.1: Concept and purpose of GOPD clinical attachment
o Sub Part 5.3.2: Learning activities during GOPD attachment

o Sub Part 5.3.3: Integrating family medicine principles during GOPD attachment

Introduction

In the'last Series, we explored family medicine tools, WONCA/ICPC, and generational and
travel-related risks. We now conclude this course with HIV staging, the principles guiding
commencement of ART and management of opportunistic infections, and the practical clinical
attachment at GOPD, the General Outpatient Department, where much family medicine
learning is consolidated. Picture a family physician at a busy General Outpatient Department
carefully staging a newly diagnosed HIV patient, explaining the importance of promptly
commencing antiretroviral therapy, all while attending to the wider family and psychosocial
context discussed throughout this course. Understanding these final topics completes the
foundation this course has built.

-
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The aim of this Series is to equip you with a clear understanding of HIV staging, the
commencement of ART and management of opportunistic infections, and the applied medical
sciences clinical attachment at GOPD.

This Series begins with HIV staging, before turning to the commencement of ART and
opportunistic infections. It concludes with the applied medical sciences clinical attachment
at GOPD.

Series Learning Outcomes

At the end of this Series, you should be able to:

e SLO 5.1: describe the WHO clinical staging and immunological (CD4) staging of HIV
infection

e SLO 5.2: describe the clinical significance of HIV staging

e SLO 5.3: describe the criteria and principles for commencing ART

e SLO 5.4: describe common opportunistic infections in HIV and their prevention and
management

e SLO 5.5: describe the concept, purpose; and learning activities of the GOPD clinical
attachment, and

e SLO 5.6: describe how family medicine principles are integrated during GOPD
attachment.

5.1 HIV Staging
5.1.1 who clinical staging of hiv infection
Classifying disease severity through clinical presentation

The WHO clinical staging system classifies HIV infection into four progressive clinical stages,
from Stage 1, generally asymptomatic, through Stage 4, characterised by severe, advanced
immunosuppression and specific defining conditions, based on the presence of particular
clinical features and defining illnesses rather than laboratory testing alone.

This clinical staging approach is particularly valuable in settings where laboratory CD4 testing,
discussed in the next sub-Part, may not be readily available, allowing clinicians to make

-
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meaningful assessments of disease severity and urgency using only careful clinical history and
examination, an approach of particular relevance within many Nigerian primary care settings.

Fill in the blank: The WHO clinical staging system classifies HIV infection into four
progressive clinical stages based on clinical features rather than laboratory alone.

5.1.2 immunological (cd4) staging of hiv infection

Immunological staging of HIV infection uses the CD4 count, a laboratory measure of a specific
type of immune cell progressively depleted by HIV, discussed in an earlier related course, to
objectively quantify the degree of immune suppression, with progressively lower CD4 counts
indicating more advanced immunosuppression and correspondingly greater risk of opportunistic
infection.

Immunological staging complements the clinical staging discussed in the ptevious sub-Part,
providing an objective, laboratory-based measure that can detect significant immune suppression
even before corresponding clinical features become apparent, supporting earlier identification of
patients requiring close monitoring or prompt treatment initiation.

Fill in the blank: Immunological staging uses the CD4 count to objectively quantify the degree
of immune caused by HIV.

5.1.3 clinical significance of hiv staging

HIV staging carries substantial clinical significance, guiding decisions regarding the urgency of
antiretroviral therapy initiation, discussed further in the next Part of this Series, and the
appropriate level of monitoring and specific prophylactic measures required against opportunistic
infections, discussed further later in this Series.

Accurate staging additionally supports appropriate patient counselling, allowing the family
physician to provide realistic, accurate information regarding a patient's current disease severity
and expected prognosis with appropriate treatment, information essential to supporting genuine,
informed patient engagement with their own ongoing care.

Fill in the blank: Accurate HIV staging supports appropriate patient counselling, allowing the
family physician to provide realistic information regarding disease severity and expected
prognosis with appropriate

Table 5.1: Comparing WHO clinical staging and CD4 immunological staging.

Feature WHO clinical staging CD4 immunological staging
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Clinical features and defining

Basis .
illnesses

Laboratory CD4 cell count

Requires laboratory
access

No Yes

Usable where laboratory testing is Objective, detects suppression

Main advantage unavailable before symptoms appear

Pilot questions 5.1

e Describe the WHO clinical staging system for HIV infection. (Linked to SLO 5.1)

o Explain why clinical staging is particularly valuable where laboratory testing is
unavailable. (Linked to SLO 5.1)

e Define immunological staging and describe the role of the CD4 count. (Linked to SLO
5.1)

e Explain how clinical and immunological staging complement one another. (Linked to
SLO 5.1)

o Describe the clinical significance of HIV staging for treatment and counselling decisions.
(Linked to SLO 5.2)

5.2 Commencement of ART.and Opportunistic Infections
5.2.1 criteria and principles for commencing art
Beginning lifelong treatment promptly and appropriately

Current guidance generally recommends commencing ART, or antiretroviral therapy, discussed
in an earlier related course, promptly following confirmed HIV diagneosis, regardless of clinical
stage or CD4 count, reflecting strong evidence that early treatment initiation improves individual
patient outcomes and additionally reduces onward transmission risk.

Before commencing ART, the family physician must confirm genuine patient readiness and
understanding, including appreciation of the need for lifelong, consistent treatment adherence,
discussed in an earlier related course, since ART, once appropriately commenced, generally
requires sustained, uninterrupted use to remain effective and to avoid development of drug
resistance.

-
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Fill in the blank: Current guidance generally recommends commencing ART promptly
following confirmed HIV diagnosis, regardless of clinical stage or CD4

5.2.2 common opportunistic infections in hiv

Opportunistic infections are infections that take advantage of the weakened immune system
characteristic of advanced, untreated HIV infection, discussed earlier in this Series, including
tuberculosis, discussed in an earlier related course, particularly common and significant among
people living with HIV in Nigeria, and specific fungal, viral, and parasitic infections rarely seen
in individuals with normal immune function.

The specific pattern of opportunistic infections a given patient faces generally correlates closely
with their degree of immune suppression, discussed earlier in this Series, with certain infections
typically occurring only once CD4 counts have fallen to particularly low levels, providing further
practical clinical value to accurate HIV staging discussed earlier in this Series.

Fill in the blank: The specific pattern of opportunistic infections.a given patient faces generally
correlates closely with their degree of immune

5.2.3 prevention and management of opportunistic infections

Prevention of opportunistic infections rests principally on prompt, effective ART, discussed
earlier in this Series, which restores immune function and substantially reduces opportunistic
infection risk, together with specific prephylactic medication, such as preventive antibiotics, for
patients with particularly advanced immunosuppression.

Management of an established opportunistic infection generally requires specific treatment
targeted at that particular infection, discussed in relation to specific diseases in earlier related
courses, alongside continued or newly commenced ART, since effectively treating an
opportunistic infection while leaving underlying immune suppression unaddressed provides only
temporary, incomplete benefit.

Fill in the blank: Management of an established opportunistic infection generally requires
specific treatment targeted at that infection, alongside continued or newly commenced
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Figure 5.2: A family physician reviewing HIV staging and treatment plans with a patient at a

general outpatient clinic.

Pilot questions 5.2

1.

Describe current guidance on the timing of ART commencement following HIV
diagnosis. (Linked to SLO 5.3)

Explain why confirming patient readiness is important before commencing ART. (Linked
to SLO 5.3)

Define opportunistic infection and give an example relevant to HIV in Nigeria. (Linked
to SLO'5.4)

Explain how the pattern of opportunistic infections relates to a patient's degree of
immune suppression. (Linked to SLO 5.4)

Describe the principles of preventing and managing opportunistic infections. (Linked to
SLO 5.4)

5.3Applied Medical Sciences Clinical Attachment at GOPD

5.3.1 concept and purpose of gopd clinical attachment
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Consolidating learning in the busy general outpatient setting

The General Outpatient Department, or GOPD, is the busy, high-volume clinical setting
where patients with a wide, largely undifferentiated range of presenting complaints, discussed in
relation to patterns of illness in an earlier Series of this course, first present for assessment and
initial management.

The purpose of clinical attachment at GOPD is to provide students direct, practical exposure to
the genuinely comprehensive, generalist nature of family medicine practice discussed throughout
this course, consolidating theoretical learning through observation of, and supervised
participation in, real patient care across an extremely broad range of presenting conditions.

Fill in the blank: The General Outpatient Department, or GOPD, is the setting where patients
with a wide, largely undifferentiated range of presenting complaints first present for assessment
and initial

5.3.2 learning activities during gopd attachment

During GOPD attachment, students are generally expected to observe, and, under appropriate
supervision, participate in patient history taking and clinical examination across a broad range
of presenting complaints, applying the patient-centred, comprehensive approach discussed
throughout this course.

Students should additionally observe the practical application of family medicine tools discussed
in the previous Series of this course; appropriate use of ICPC coding discussed in that same
Series, and, where relevant, direct clinical management of conditions such as HIV staging and
ART initiation, discussed earlier in this Series, within this genuinely comprehensive clinical
setting.

Fill in the blank: Students should observe the practical application of family medicine tools and
appropriate use of [CPC during GOPD attachment.

5.3.3 integrating family medicine principles during gopd attachment

Effective GOPD attachment requires students to actively integrate the family medicine
principles examined throughout this course, including continuity of care, the bio-psychosocial
model, and family-oriented practice, discussed in earlier Series of this course, into their direct
observation of, and participation in, real clinical encounters.

This integration provides students an essential opportunity to connect the theoretical family
medicine concepts studied throughout this course with genuine clinical practice, consolidating a
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comprehensive, practically grounded understanding of family medicine as it is actually
practised, rather than solely as an abstract theoretical framework.

Fill in the blank: Effective GOPD attachment provides students an essential opportunity to
connect theoretical family medicine concepts with genuine clinical

Figure 5.3: A student observing a family physician conducting a consultation at a busy general
outpatient department.

Pilot questions 5.3

1. Defing the General Outpatient Department and describe its typical patient presentations.
(Linked to'SLO 5.5)

2. <Describe the putpose of clinical attachment at GOPD. (Linked to SLO 5.5)

3. List two learning activities students undertake during GOPD attachment. (Linked to SLO
5.5)

4. Explain what it means to integrate family medicine principles during GOPD attachment.
(Linked to SLO 5.6)

5./ Explain the value of connecting theoretical family medicine concepts with genuine
clinical practice at GOPD. (Linked to SLO 5.6)
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Series Summary

This final Series examined HIV staging, ART, opportunistic infections, and clinical
attachment at GOPD, beginning with HIV staging, the WHO clinical staging system,
immunological CD4 staging, and the clinical significance of accurate staging for treatment and
counselling decisions, before turning to the commencement of ART and opportunistic
infections, current guidance favouring prompt treatment initiation, common opportunistic
infections, and their prevention and management.

We concluded with the applied medical sciences clinical attachment at GOPD, its concept and
purpose, the specific learning activities students undertake, and the essential integration of family
medicine principles into genuine clinical practice. Having worked through this Series, and indeed
this entire course, you should now possess a comprehensive foundation in family medicine, from
its basic principles and family dynamics introduced in Series 1-through patterns of illness, family
models, practical tools, and, finally, HIV care and clinical attachment addressed throughout
FAM 501.

Glossary of Terms

1. WHO clinical staging: a system classifying HIV infection into four progressive clinical
stages based on clinical features.

2. CD4 count: a laboratory measure of a specific immune cell type progressively depleted
by HIV.

3. Immunological staging: classification of HIV infection severity based on the CD4
count.

4. ART: antiretroviral therapy, the lifelong treatment used to manage HIV infection.

5. Treatment adherence: consistent, sustained use of prescribed treatment, essential for
effective ART.

6. Opportunistic infection: an infection that takes advantage of the weakened immune
system in advanced HIV infection.

7. Prophylactic medication: preventive medication given to reduce the risk of a specific
infection.

8. General Outpatient Department (GOPD): the busy clinical setting where patients with
undifferentiated complaints first present.

9. Clinical attachment: a period of supervised practical clinical exposure within a specific
department or setting.

10. Patient-centred approach: an approach considering the individual patient's own values,
preferences, and context.
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11. Comprehensive care: care addressing the full range of a patient's health needs rather
than a single complaint.

12. Drug resistance: reduced effectiveness of a medication resulting from inconsistent or
inadequate treatment adherence.

Concept Check Questions [Series 5]

Objective questions

1. The WHO clinical staging system classifies HIV infection into four stages based on
clinical features rather than laboratory alone.
2. Immunological staging uses the CD4 count to objectively quantify the degree of immune

3. Current guidance recommends commencing ART promptly following confirmed HIV
diagnosis, regardless of clinical stage or CD4

4. The pattern of opportunistic infections correlates closely with the patient's degree of
immune .

5. The General Outpatient Department is the setting where patients with undifferentiated
complaints first present for assessment.and initial

Short-answer questions

o Explain why clinical staging is particularly valuable where laboratory testing is
unavailable.

o Explain why confirming patient readiness is important before commencing ART.

o Define opportunistic infection and give an example relevant to HIV in Nigeria.

o Describe the purpose of clinical attachment at GOPD.

o Explain what it means to integrate family medicine principles during GOPD attachment.

Long-answer questions

1. "Discuss the WHO clinical staging and immunological (CD4) staging of HIV infection
and their clinical significance. (Linked to SLO 5.1, SLO 5.2)

2.  Discuss the criteria and principles for commencing ART. (Linked to SLO 5.3)

3./ Discuss common opportunistic infections in HIV and their prevention and management.
(Linked to SLO 5.4)

4. Discuss the concept, purpose, and learning activities of the GOPD clinical attachment.
(Linked to SLO 5.5)

5. Discuss how family medicine principles are integrated during GOPD attachment. (Linked
to SLO 5.6)
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Answers to Concept Check Questions [Series 5]

Objective questions

6. Testing.

7. Suppression.
8. Count.

9. Suppression.

10. Management.
Short-answer questions

11. It allows meaningful assessment of disease severity using clinical history and
examination alone, without requiring laboratory access.

12. Because ART requires lifelong, consistent adherence, and inadequate readiness risks poor
adherence and drug resistance.

13. An infection exploiting the weakened immune system in advanced HIV; tuberculosis is a
common example in Nigeria.

14. To provide direct, practical exposure to the comprehensive, generalist nature of family
medicine practice.

15. Actively applying principles such as continuity of care, the bio-psychosocial model, and
family-oriented practice to real clinical encounters.

Long-answer questions

16. Basic response: WHO clinical staging classifies HIV based on clinical features, useful
where laboratory testing is unavailable, while CD4 immunological staging provides an
objective laboratory-based measure detecting suppression before symptoms appear.

Value-added response: Together these complementary approaches guide treatment urgency,
monitoring intensity, and prophylaxis decisions, and support accurate, informed patient
counselling regarding disease severity and prognosis.

17. Basic response: Current guidance recommends prompt ART commencement regardless
of clinical stage or CD4 count, given strong evidence for improved outcomes and reduced
transmission risk.

Value-added response: Before commencing ART, the physician must confirm genuine patient
readiness and understanding of the need for lifelong, consistent adherence to avoid drug
resistance.
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18. Basic response: Opportunistic infections, including tuberculosis, exploit the weakened
immune system of advanced HIV, with their specific pattern correlating closely with the
degree of immune suppression.

Value-added response: Prevention rests principally on prompt ART and specific prophylactic
medication, while management of an established infection requires targeted treatment alongside
continued or newly commenced ART.

19. Basic response: GOPD is the busy setting where patients present with a wide,
undifferentiated range of complaints, providing students direct exposure to the
comprehensive, generalist nature of family medicine.

Value-added response: Learning activities include supervised history taking and examination,
application of family medicine tools and ICPC coding, and direct observation of conditions such
as HIV management.

20. Basic response: Effective GOPD attachment requires actively applying continuity of
care, the bio-psychosocial model, and family-oriented practice to real clinical encounters.

Value-added response: This integration connects theoretical family medicine concepts with
genuine clinical practice, consolidating a practically grounded understanding of the discipline as
it is actually practised.

Answers to Pilot Questions [Series 5]

Part 51

11. A system classifying HIV infection into four progressive stages based on clinical features
and defining illnesses.

12. It allows meaningful assessment using clinical history and examination alone, without
requiring laboratory access.

13. Classification based on the CD4 count; lower counts indicate more advanced immune
suppression.

14. Clinical staging is usable without laboratory access, while immunological staging can
detect suppression before symptoms appear.
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15. It guides ART urgency and monitoring decisions and supports informed patient
counselling on prognosis.

Part 5.2

1. Prompt commencement following diagnosis, regardless of clinical stage or CD4 count.

2. Because ART requires lifelong, consistent adherence to remain effective and avoid drug
resistance.

3. An infection exploiting a weakened immune system in advanced HIV; tuberculosis is a
common example in Nigeria.

4. Certain infections typically occur only once CD4 counts fall to particularly low levels.

5. Prevention rests on prompt ART and prophylactic medication; management requires
targeted treatment alongside continued ART.

Part 5.3

6. The busy clinical setting where undifferentiated patient presentations first occur;
complaints span a very wide range.

7. To provide direct, practical exposure tothe comprehensive, generalist nature of family
medicine practice.

8. Supervised history taking and examination, and observation of family medicine tools and
ICPC coding.

9. Actively applying continuity of care, the bio-psychosocial model, and family-oriented
practice to real encounters.

10. It consolidates a practically grounded understanding of family medicine as actually
practised, not just theory.
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Figures, Plates, Tables, and Boxes

1. Table 5.1: Comparing WHO clinical staging and CD4 immunological staging. Al-
generated using the prompt: "Create a clean reference table titled Comparing WHO
Clinical Staging and CD4 Immunological Staging, listing feature, WHO clinical staging,
and CD4 immunological staging. Simple clinical reference table style with outside
border."

2. Figure 5.2: A family physician reviewing HIV staging and treatment plans with a patient
at a general outpatient clinic. Al-generated using the prompt: "A single clean, realistic
clinical illustration of a physician reviewing results and a treatment plan with a seated
patient in a calm clinic room, soft natural lighting, no text overlays, no multiple panels,
respectful and accurate depiction, no graphic medical detail."

3. Figure 5.3: A student observing a family physician conducting a consultation at a busy
general outpatient department. Al-generated using the prompt: "A single clean, realistic
clinical illustration of a student observing a physician consulting with a patient at a busy
outpatient clinic, calm professional setting; natural lighting, no text overlays, no multiple
panels, respectful and accurate ‘depiction; no graphic medical detail."
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