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ABSTRACT

A	primary	care	physician,	Dr	David	Loxterkamp	practicing	in	Belfast,	Maine,	United	States	
has	recently	published	a	book	titled	‘What	matters	in	medicine:	Lessons	from	a	life	in	primary	
care’.	In	the	book	the	author	describes	the	role	models	who	influenced	him	to	be	a	primary	care	
physician,	and	also	reflects	on	his	three	decades	of	practice	as	a	rural	physician.	His	description	
of	his	father	Dr	Edward	Loxterkamp	and	his	early	death	is	particularly	poignant	and	moving.	
The	author	mentions	how	primary	care	may	be	the	most	cost-effective	option	of	providing	af-
fordable,	good	quality	care	for	all.	He	also	explores	possible	modifications	to	primary	care	for	
fulfilling	this	mission.	In	the	later	part	of	the	manuscript	I	put	forward	certain	observations	and	
recommendations	for	undergraduate	medical	education	with	special	emphasis	on	South	Asia	
and	other	developing	regions	of	the	world	to	more	effectively	educate	primary	care	doctors	for	
rural	areas	and	for	deprived	urban	populations.	Among	the	recommendations	are	increasing	the	
proportion	of	learning	taking	place	in	the	community,	involving	local	practitioners	as	preceptors,	
selecting	more	students	from	rural	areas,	and	developing	closer	links	between	medical	schools	
and	the	country’s	public	health	system.	Most	of	the	role-modeling	should	be	done	by	primary	
care	practitioners	are	not	by	specialists	as	is	presently	the	case.
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The Foundation for International Medical Education and Research (FAIMER) has 
the objective of improving world health through education. Having completed a 
FAIMER fellowship in health professions education I have a keen interest in medi-
cal education, primary care and strengthening the link between medical education 
and the health system.

I recently read an interesting book titled ’What matters in medicine: Lessons 
from a life in primary care’ by Dr David Loxterkamp who has been a primary care 
physician in Belfast, Maine, United States (US) for nearly three decades. In his 
book, Dr Loxterkamp reflects on the heroes and role models who attracted him to 
a life in primary care, his many years of practice as a primary care practitioner in 
rural Maine, and also reflects on possible changes in the way patients and doctors 
approach their shared contract for good health and a happy life.

The author has structured the book into three sections titled, ‘Staging: a moral 
capital’, ‘Departure: a sense of place’ and ‘Arrival: the fall and rise of primary 
care’. In the preface, the author describes how he arrived at the title of his book. 
He mentions how he was inspired by Paul Goldberger’s book ‘Why architecture 
matters’ in which he describes how architecture can have a significant influence 
on the lives of residents.

In the first section he describes three leading family physicians of a previous 
generation; Dr Ceriani practiced in Kremmling, Colorado, US, while Dr John 
Eskell practiced in St. Briavels, Wales, United Kingdom. His third hero was his 
father, Dr. Edward Loxterkamp, a family physician in the small town of Rolfe, 
Iowa, US. Dr Loxterkamp has an effective way with words and succeeds in painting 
vivid pictures of life in the years immediately following the Second World War. 
Dr Ceriani was one of the famous personalities in US medicine and in 1948 his 
face had graced the pages of ‘Life’ magazine. The picture essay titled ‘Country 
doctor’ was immensely popular and has influenced many generations of doctors 
and medical students. Dr Eskell’s life was intertwined with the beginnings of and 
the consolidation phase of the National Health Service (NHS) in the United King-
dom. Regarding his father, Dr Loxterkamp mentions how most of his memories of 
time spent with his father were of waiting. He would take his son along on trips 
to the hospital, and while his father saw patients, the author would patiently wait 
for him to finish. I enjoyed his description of how his father was involved in the 
formation of the Pocahontas County Medical Society in Iowa which organized 
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medical meetings and gatherings for about three decades. The society was founded 
with the dual objectives of social companionship and also provides a forum to 
share medical knowledge and skill.

The author describes the courage, skill and dedication of the general practi-
tioners and also their failings. Being used to independent practice they often had 
difficulty adjusting to group practice, managed care, and the changes brought 
about by modern medicine. He skillfully describes the effects of work pressures 
and stress on the doctors’ personal lives and the toll it took on their family. His 
description of his father’s premature death is very poignant.

In the second section of the book, ‘Departure’, the author mentions how towards 
the latter part of his practice he realized most of medicine has a strong behavioral 
foundation. In many small towns and rural areas people have a strong sense of 
place. The description of how the author first came to Belfast and slowly developed 
a sense of place and strong ties to the small town has been powerfully described.

Belfast had to face many challenges during the four centuries of its existence 
and had to reinvent itself periodically. The main occupation of the inhabitants had 
changed from lumbering, ship building, shoe manufacturing, and poultry farming to 
telemarketing with the advent of the era of information technology and consumer-
ism. He describes how in a small town the patient-doctor relationship is intimate 
and personal. An interesting point he mentions is that the patient-doctor relation-
ship is bidirectional and doctors gain much from their patients. The traditional 
emphasis has always been on how patients are benefited by their doctors. As a 
medical educator I am able to draw close parallels with how much I have gained 
from my students. He draws affectionate word pictures of some of his patients 
and the effects their illness had on their daily lives and on the relationship with 
their physician. Dr Loxterkamp emphasizes the importance of doing things you 
like and which make you come alive. The world has a vital need of persons who 
have come alive in a philosophical and metaphorical sense of the word.

With the emphasis on technology and infrastructure, the author feels that ‘the 
doctor’ may receive less attention than he deserves. Equipping doctors with new 
knowledge and skills and reducing their anxiety about change is important. The 
old black and white photographs in the book bring to life a bygone era. In the 
olden days, having one’s picture taken was an important occasion and photographs 
were something to be cherished as compared to today’s era of disposable photos 
taken using digital cameras, tablets, and even mobile phone cameras. The effort 
and planning that went into the taking of a picture in that era made it a momentous 
occasion, an event to remember and reminisce about.

In the last section of the book, ‘Arrival’, the author looks back at primary care 
from the period immediately after World War II to the present day, and mentions 
how primary care, in the future, may have to change and adapt itself to be able to 
provide affordable quality health care to all and promote health rather than cure 
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sickness. The major contributing factor to the decline of the general practitioner 
in post war America was the significant difference in pay and status between a 
generalist and a specialist, the long hours of work in general practice, and being 
on-call most of the time in a rural area. The author’s description of how primary 
care might be the most cost-effective option of providing affordable, good quality 
care for all has been supported by a number of studies (Gofin et al., 2014; Riesel-
bach et al., 2013; Vasan et al., 2014). In the third section of the book, the author 
cites many studies from published scholarly literature to support his assertions. 
The author critically examines primary care and how it requires greater patience, 
long term commitment, a greater level of tolerance for ambiguity, and investment 
of time and resources on building relationships. Most of us want to live long and 
productive lives. Dr Loxterkamp mentions how certain regions of the world are 
well known for having a large percentage of centenarians in the population. Regular 
physical activity, a diet limiting total calories, purposeful living and strong social 
networks have been shown to be associated with longevity.

Dr Loxterkamp mentions how childhood emotional trauma can influence the 
development of the brain and predispose to destructive methods of coping with 
stress. Childhood emotional abuse predisposes to drug addiction, smoking and 
alcoholism in later life. He draws on recent research which explores how chronic 
diseases, unhealthy behavior, and even happiness can spread through social net-
works. Doctors, teachers, and professionals with large networks can influence large 
numbers of people. This underscores the importance of healthy behavior among 
healthcare practitioners and also why doctors should be happy. As a pharmacologist 
I have always been interested in the placebo response. Placebo, from ‘I please’, is 
where a medicine or a pill works not because of its active principles but because 
the patient believes that it will. The color, shape, taste of the medicine can all 
influence the placebo response. Belief in the doctor and a strong patient-doctor 
relationship is an important factor influencing the response. A recent systematic 
review of the literature mentions that the placebo response may be influenced by 
expectations of how symptoms might change after treatment, or by expectations of 
how a repetition of symptoms can be dealt with (Horing et al., 2014). Goal seek-
ing behavior, self-esteem, locus of control, optimism, desire for control, gender, 
personality variables, and a single nucleotide polymorphism related to dopamine 
metabolism can all affect the placebo response. A strong patient-doctor relationship 
can foster a strong placebo response and mitigate any nocebo (negative response 
or adverse effect to a placebo) response (Olshansky, 2007).

The author examines the challenge of change: how change is often inevitable, 
but most persons are uncomfortable when change actually does happen. He exhorts 
doctors to make informed and shared decisions about treatment, get involved in 
the community, treat patients where they find them, let patients shape the agenda 
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of their practice, and he ends by highlighting once again the importance of com-
ing alive.

Though he does not directly provide insights about medical education, many 
observations of Dr Loxterkamp, during his long career as a primary care physi-
cian, are of importance while considering the education of the next generation of 
physicians. In this, and the next three paragraphs, I will share certain observa-
tions about educating doctors for primary care in South Asia. This is an outline 
which will require elaboration in a future manuscript/s dedicated solely to the 
issue of undergraduate medical education. In most areas of the world, a majority 
of the education of medical students occurs in teaching hospitals and under the 
guidance of specialist tertiary-care physicians. Medical councils, which are also 
the accrediting agencies for medical schools in the South Asia region, require a 
certain number of beds in the teaching hospital per student. The number of hos-
pital beds and the occupancy rate plays a vital role during site visits as a part of 
the accreditation process. Recently, the World Organization of Family Doctors 
(WONCA), has published a rural medical education guidebook, which provides 
important guidelines for medical educators interested in educating doctors for 
rural areas (Reid et al., 2014).

Rural medical practitioners are primarily generalists and require particular 
attributes and special training (Reid et al., 2014). The rural practitioner has to 
deal with ‘any patient, with any problem, anytime, and anywhere’. A recent ar-
ticle mentions that primary care is associated with a more equitable distribution 
of health in populations, ensures better access to health services for relatively 
deprived population groups, provides a better quality of care with a greater em-
phasis on prevention, and early management of health problems (Starfield et al., 
2005). Primary care focuses on the person rather than on particular diseases and 
can have an important role in reducing unnecessary and inappropriate specialist 
care. The United States has a greater proportion of specialists compared to other 
industrialized countries and it has been mentioned specialists practicing in the 
community may overestimate the likelihood of illness in the patients they see with 
consequent inappropriate use of diagnostic and therapeutic modalities (Hashem 
et al., 2003).

A greater proportion of undergraduate medical learning should take place in 
the community, under the guidance of rural general practitioners and other health 
care personnel (Baker et al., 2003; Walters et al., 2003). Many medical schools 
in South Asia have started community postings and community health projects. 
However, at present these postings occupy only a modest percentage of curriculum 
time. If the health needs of the rural community are to be addressed I am of the 
opinion at least around 70% of the curriculum time should be spend in rural com-
munities with local primary care practitioners. This will provide students with a 
good grounding about rural life and the rural practitioners will serve as powerful 
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role-models for a career in primary care. In many rural medical schools in Canada 
and Australia local physicians play an important role as preceptors and are sup-
ported by the medical school (Murdoch, 2014). There is community involvement 
in the education process and students stay with rural communities.

Students from rural communities are more likely to stay and practice in rural 
areas and efforts have been made in most countries to recruit more rural students 
into medical schools (Rabinowitz et al., 2011; Rourke at al., 2005; Somers et al., 
2007). In South Asia with increasing urbanization the proportion of the popula-
tion staying in urban slums is increasing and this population due to its low so-
cioeconomic standards has a low standard of living and may have difficulty in 
accessing health care (Khor, 2008; Mukhopadhyay, 2007). Broad guidelines for 
reforming medical education in South Asia with a greater emphasis on primary 
care to meet the health needs of the rural population and the urban poor could be 
having a greater number of primary healthcare facilities and rural general practi-
tioners and health workers as teaching sites and preceptors, developing closer links 
between the medical school and the community, supporting continuing profes-
sional development of general practitioners in the practice area of the school and 
reducing the amount of teaching time spend in specialized tertiary care teaching 
hospitals. Role modeling should be provided by rural general practitioners and 
doctors practicing in urban slums. Small satellite centers can be developed in 
the school’s community of practice and students can rotate among these centers. 
Online learning resources and platforms can be used to deliver lecture content 
like in medical schools in Australia and Canada so that students may no longer be 
required to stay in a large, centralized campus. Close linkages between medical 
schools and the public health system is required (Donovan, 2014). In many South 
Asian countries strengthening of public health systems is a priority. Developing 
close linkages between public health institutions and medical schools will be 
mutually advantageous to both parties. Educating medical students about health 
systems management and leadership (Stringfellow et al., 2014) and about medical 
humanities and ethics is required (Shankar & Piryani, 2009).

I enjoyed reading the book which flows well in most places. I was inspired 
by the lives of role model family doctors and the author’s description of life and 
medicine in the two decades following the end of the Second World War. His 
deep insights from over three decades spent working as a rural family physician, 
based on keen observation and intense reflection, provide much food for thought 
for policy planners, medical educators, and physicians. Lay persons interested in 
health and primary care will find this book of interest. The author has important 
insights to promote wellness and improve health which can be considered by policy 
makers, doctors, health administrators, economists, and public health specialists. 
In democracies, lay persons aware of important health issues can make better 
informed choices and decisions while electing their politicians.
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