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ALBANIA

Dr. Llukan Rrumbullaku
Rr. Durresit, P. 85, Sh. 7, N. 57
Tirana

The preliminary work for setting up the departmehfamily medicine started in 1994. On January
1995 two of the lecturers were sent for trainingng8nths) in University of Utah, Salt Lake City,
USA. On October 1995 with the support of PHARE €¢bj 3 lecturers were trained for 9 months in
the Royal Free Hospital School of Medicine, Uniitgref London and one in Brussels, Belgium.
Actually the department of family medicine is onetloe departments of Faculty of Medicine and
provides postgraduate training in family medicifibere are four full-time lecturers and several part
time lecturers in this department.

The postgraduate training in family medicine in &dia started on January 1997 (duration two years).
Until now 45 physicians have completed the traiim@amily medicine. The department plans in the
near future to increase the number of physicianscgzating the training and to extend the training
three years (one year will be spent completelydmmunity under the tutorial of already trained
physicians). The department will try also to intnod family medicine as an academic discipline & th
curricula of medical students.

Short term training (3 months) for general physisiavas supported by PHARE project and was
carried out by 4 groups of doctors (4 doctors pacfTirana, Shkodra, Korca and Vlora. The trainers
were trained for 6 months in Glasgow, Scotland.rlyeane third of the physicians in primary care
(more than 500) were trained through this programme

AUSTRIA

Dr. Gertraud Rothe
Sternwartestr. 6/23
A-1180 Wien

Pregraduate education

The new medical curriculum will start in autumn 200 he preparations at all 3 universities (Vienna,
Graz and Innsbruck) are still going on. The firsaywill be an entrance phase for the students avit
summative examination at the end.

Family medicine / General Practice will be partiag orientation phase. The number of students who
will start studying medicine in Vienna will be alidld00 (in Graz and Innsbruck about 500 students
each university).

The examination at the end of the first year shawitldown the students number to about 600 in
Vienna and those students should have the changetta good medical education with a problem-
oriented curriculum within a shorter study time gared to now.

From autumn 2001 all students have to pay 800 Bergear for their studies.

Within the universities big changes are going od big discussions are opened (shorter contracts for
assistants and professors, more women for top,post® money for research, better teaching for the
students...etc.)

Postgraduate education

From January 2001 G.P. Training practices are @iedrior the trainees from the Ministry of Health at
any time. So that trainees can come to the G.BniaPractices right after graduation (while wagi
for the Vocational training post in hospital).

There is still no payment for the trainer of thaihing practice for teaching.

Training courses for trainees have started all dwestria.
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The Austrian Society of General Practice (OGAM) ahd Doctor's Chamber are offering and
developing the final exams of the V.T.(written ghanswer questions) in a very good and well
accepted way.

Within the Doctor’'s Chamber a discussion for bettaining in hospital for the G.P. trainees has
started. The head of the departments want to knbat the needs of hospital training are for the
future G.P.s

CME

Quality circles are working and in development.

Besides the traditional form of all sorts of CMBbjects the so-called ,bedside teaching” was a new
success. It brings the G.P.s in better contact sp#cialists in hospital (CME in the ambulatory and

bedside care of the hospitals).

Training courses for better communication with dedjpom other countries are in development in

Vienna.

Politics

The vote in the town of Vienna made the Social Denaws the leading party again.

The loss of the Freedom Party brings discussioradldavels.

Many changes have to be accepted everywhere &mklwe get used to it.

The confusion with the payments for the patientemthey need ambulatory care in hospital does not
make medical treatment easier.

BELGIUM

Prof. Jan Heyrman
Catholic University Leuven
Kapucijnenvoer 33/Blok J
B-3000 Leuven

Basic Medical Education

The curriculum reform proceeds at all Flemish ursitees: blocks and lines means integration of
related topics into blocks of a limited number afeks, and lines all over the different years in a
concept of growing experience. In our universitye &re very much involved in the « person,

community and environment » line. We organise ih& patient and practice contact in the second
year, community health care organisation in thedtiiear, primary and secondary care cooperation in
the 4" year and prevention and environment in they&ar. Parallel with this, we are involved in the

communication training over the same 4 years.\ery new and promising.

Our department is asked by the faculty to proposetaork structure for a new style « epidemiology
department » that relates as well to the commueipydemiology, clinical epidemiology and
biomedical statistics. A new challenge.

Postgraduate specialist training

New « primary health care network » training progralearn to see your practice not merely as an
individual caregiving place, but as a part of phienary care level in the health care organisatite.
spent a complete month of out fear training program on this. It was a succestsidents where
enthusiast, our 15 academic teaching practiceseabap their action fields, and the local networks
showed the best of their cooperation. The minisegself came to the final congress day that ended
the new training program.
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In the Flemish interuniversity specialist trainipgbgram, a new educational model is discussed: the
selfdirected learning program, based on the « koeigstructivistic learning theory ». There is add

IT support related to this, with students dispera#idover the country in their teaching practices.
Introduction of a rather fundamental change mealas af discussion at all levels: human resources,
individual expectations, finances and power balance

CONTINUING MEDICAL EDUCATION

From CME to CPD: | introduced successfully the @apts of our EQUIP/EURACT preliminary
document in an invitational conference by the «aargation of medical scientific societies ». Thisre
a lot of enthusiasm for it. Next year a nationaémpgonference on this topic is envisaged.

In parallel the government proceeds (slowly) witdfuadamental change in the re-accreditation
procedures. The accreditation board will be plaseder a national board for the quality promotion,
bringing CME (and the credit system based on samirmad lectures) more close to quality
improvement (by peer review, competence and pedno@ review)

HEALTH CARE

The wealth of ministries for health at the differ@elgian levels also has some advantages: they all
ask universities to make decision preparing stutbegshem. Suddenly our department is asked to
deliver conceptual plans on territoriality of caliefegrated care management planning, health
indicators in primary care, health status and cegeds instruments etc. We became a very busy
department.

BOSNIA & HERZEGOVINA

Prof. Muharem Zildzic
Dept of Family Medicine
University of Tuzla
Univerzitska Broj 1
75000 Tuzla

Introduction

Since of the end of the war Bosnia and Herzegoisnengaged in process of health care system
reform. This is based on the development of famgdicine as a foundation of reformed primary care
system. All process started with partnership vilitd Department of family medicine of Queen’s

University Canada. Project Queen’s Family mediaiegelopment program in Bosnia Herzegovina
(director prof. dr. J. Hodgetts) funded by SIDAaradian government and international community
(Word Bank Basic Health Project).

Undergraduate Medical Education

The academic department of family medicine (DFMalelished in four University centres in Bosnia
Herzegovina (Sarajevo,Tuzla, Banja Luka, Mostaryzld DFM got from the beginning full
departmental status and responsibilities withinEheulty of Medicine what gradually happened and
with the other centres. DFM introduces and develgpscial undergraduate program in Family
medicine for medical students. This new curriculamd equipment in teaching centres (part of FMD)
provides students: access to the most recent niditiicature, an evidence—based medicine approach
to problem solving and decision making, improvihgit clinical skills, communication skills, criit
appraisal skills and motivation for independemtrhing. New methods of evaluation specially OSCE
-(Objective, Structured Clinical Examination) andcreased exposure to positive primary care
experiences help to students to think about famidgicine like first choice in their future careers.
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Postgraduate specialist training

A specialisation programme in Family medicine st@ron Sept.1 199 under the leadership of the
Queen’s University Family medicine development pang A project funded by the Canadian
government. Duration of specialisation lasts 2 ge&rs depending on past work experience specialty
or re training qualifications and individual neddseducation.

The plan and program was officially accepted and itouns all over Bosnia and Herzegovina. Over
150 residents in Family medicine in 11 Family madicTeaching Sites work under standardized
didactic program which is oriented on getting daiiand problem management skills. Evaluation and
certification board established from four Unbigr with international participation. New
evaluation’s methods measure not only knowledgeappropriate communication skills, professional
and ethical attitudes towards patients and otheltineare workers. FMD in four University now is
preparing now examination methods which will congi§ two parts: SAMEQs (short answer
modified essay questions) and OSCE.

Postgraduate study in family medicine

The established working group is running for a mrawriculum in postgraduate study in Family
medicine that can be accepted by official organsawh faculty. This very important plan and other
activities is going to start this academic yeahwintention that this activities and final cédation

in getting master’s and PhD degree will be recseph beyond the borders of Bosnia Herzegovina.
Project: Development of an International Family mee Master of Science Programme by distance
Learning interFaMM) would be very useful for thduture of Family medicine in Bosnia
Herzegovina. Family medicine doctors, participantshis study will be future leaders in education,
practice and research so those activities preeseential part of the overall reform process.

Continuing medical education:

Large numbers of physicians and other health psideals are participating in peer group and other
community development activities aimed at impngvithe level of primary care. EU PHARE
Program and MSF Family Medicine Training ProgranBosnia Herzegovina lasted until 200l .

CROATIA

Dr. Mladenka Vrcic-Keglevic

School of Public Health “A. Stampar”
University of Zagreb

Rockefeller 4

10000 Zagreb

General Practice within Health Care System

Health Care in Croatia is undergoing transitionatigd. Healt Centres have been the only one
organization for provision of Primary Health Car@eneral Practitioner have been the most
responsible for PHC besides pediatritioners, schuedicine specialist and gynecologists. Now, all of
them are becoming to be independent contractor Méith Insurance, almost 80%, and responsible
for provision of PHC for the patients on the dottists. The big debate is going on concerninggGP
the only one discipline in PHC. We will see theutesof debate?

Undergraduate medical education

GP/Family Medicine subject is tought during basiedimcal education in Croatia. It is placed within
the sixth year (XI semestar) and lasts 4 week8.3001 a meeting of representatives of departments
of GP/FM from 4 Medical was held. A interdepartnantooperation was the main objective of
meeting. We decided that the main areas of codpareell be: definition of core curriculum in GP, a
selection and introduction of the most appropriaiethods of curricula's evaluation and student's
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assessment, teachers exange and futher proffesiewalopment, writing a handbook and other
teaching materials.

Postgraduate education (Vocational Training - speeition)

In Croatia VT started in 1961, but it was and stils allowed that basicly educated doctor cankwor
within GP. In some periods it has been about 60%®$ vocational trained. During the last 10 years
the situation has been dramatically changed. Voratitraining has almost been stopped. The main
reasons is lack of awarenes for public benefitybfgeneral practitioners, coming from new health
politicians and organisers of health care. Thes@ceason is lack of financial resources. It setrat
situation will change in near future thanks to ploditical movement toward European integrations.

Continuing Medical Education (CME)

CME activities are expanding very fastly due to @fes obligation for relicencing (collection of CME
credit points during period of 6 years). Duringtlgsar, over 600 GPs have participate in different
CME courses organised by the Association of TeachmeGP. Here are the list of subjects: The new
technologies in GP, Care of elderly people, Cardeominally ill and communication with such
patients, Acute respiratory diseases and the usatddiotics, Making a consensus (gidelines) in the
care for hpertonics, diabetics, and COPD, A cartheffamily, The most frequent sexual problems in
GP. Although the intention for active participatits present the majority of the courses are still
lectures based.

CZECH REPUBLIC

No report received.

DENMARK

Dr Ivar @stergaard
Sgndergade 18
DK-8464 Galten

Summary
BME to be shortened ¥z year and in consequence @ maduction of general practice BME.

PST is undergoing change, training time in genprattice enhanced to at total of 1% years (from 1
year) and maybe we will get a total training peradd*2 years with 3 years in general practice.
CME/CPD is popular. The pharmaceutical industrg@mnsor of CME is cause of concern and debate.

Pregraduate education (BME)
At the three universities reduction of study timenfi 6% to 6 years are in progress. General practice
BME has been reduced with some 10% of the theaiqigrt, but exams uphold.

Postgraduate specific training (PST)

An overall revision of specialist training has résd in a “revised training scheme for general
practicé enhancing training time in the practices fromolat total of 1% years. A realistic vision is
that - what we call — an ideal training schemeeriaral practic€in Danish context) will be reality in
2-3 years, consisting of 1% years of internshipy@éar general practice) followed by a specific
training period of 5 years (2Y2 years in generatiica).

At the same time shortage of doctors in almostspécialities is apparent. General practice so far
seems to obtain a sufficient number of applicants.
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Continuous Medical Education (CME)

The pharmaceutical industry as sponsor of CME useaf great concern and heated debate in many
places. The independence of doctors of any spici{ak prescribers) is considered at risk/undeatr
and (more) strict rules of conduct for both doctmsd industry are supposed to appear.

Still GP CME is a story of success. More than 90%Bs utilise their money in the CME fund and
98% of all GPs are included in at least one (losaipll group, defined by geography, interest, theme
etc. The small groups are foci of change with fedidrs (sponsored by the quality assurance fund)
workshopping with the groups to implement guidedieéc.

ESTONIA

Dr. Margus Lember
Dept. of Family Medicine
University of Tartu
Puusepa 1A

EE-2400 Tartu

Family doctors are nowadays widely accepted irB$tenian health care system- good news. On the
other hand, more and more tasks without appropfietding is tried to put into our contract- not so
good news. After big changes in primary care in0E98ow government is planning a radical reform
of specialist care diminishing number of hospitati. It can be effective only with development of
long-term care and social support but the latter gfethe reform is not so well planned yet.

In coming three years our undergraduate teachiggiigg to change: one-year postgraduate internship
will be changed into 6-month undergraduate intamsh means the model of medical education
6+1+residency (3-5 years) will change into 6+resiye(3-5years). There are threats that general
practical training before specialist training Wik too short, therefore all programs for residesaii

be reviewed in order to increase common trunk itngiat the beginning of residency.

Funding of residencies in family medicine seemgegéavourable in coming years. The retraining
programs for previous district doctors to becommiliadoctors are coming closer to the end: in 2003
the last groups will finish and thereafter residemall be the only way to specialize in family
medicine.

FINLAND

Prof. Paula Vainiomaki
Dept. of General Practice
University of Turku
Lemminkaisenkatu 1
FIN-20520 Turku

Health Care

Finnish health care, which for years has been aehfdgood organisation is in trouble today. Many
of our health authorities did not believe their@y@hen WHO reported last summer Finland to be in a
quite low position compared to many other westenmtries. It was felt bitter, but is felt even bitr
today, when the physicians have started theirestiitions. The Finnish Medical Association and the
Commission for Local Authority Employers were uret) negotiate any agreement for the salaries of
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the publicly paid doctors nor for the improvementie working conditions and long working hours.
The strike actions are taken stepwise within mogecklties, e.g. during one week the
anesthesiologists and during the next week theesmsy were on strike. Also public general
practitioners in big cities are on strike for fiteto weeks, then get back to work for two weeks etc
The private sector is working all the time, andagidition, on the public sector the urgent cases are
taken care of. What a mess! Many of the doctorsrtahey are striking to get resources for the jgubl
health care, not only for their salary. It takelomg time to recover from this strike if it will $& for
months as has been suggested.

Basic medical education

There is a shortage of publicly paid doctors evefinland has more doctors than ever before. The
educational authorities are willing to try to solbe problem by increasing the annual student étak
Anyhow, our five faculties are not willing to aceédpe higher admission rate, because they are not
getting any more resources. The debate will gobam, most experts believe we have 10 % more
students next fall with a little bit better rescesc The medical faculty of Turku is piloting a new
system of student selection next June. Also thegmed attributes of the students are assessedand t
will have a minor influence on the selection. Othise, no big changes are going to happen. Tampere
and Helsinki go on with their PBL-curricula, but l@uKuopio and Turku are more traditional. Once
again, the authorities are planning changes ifi¢dbasing system.

Specialist education

No big changes. The specialist training in genprattice will take six years. The specialty tragia
very popular, including supervised service in gah@ractice and in hospitals, theoretical courses,
assessment, and a written, national final exangnathccording to the law, the trainees have tossse
their edcuation and educational environment as. well

CME

Planning of the big WONCA conference is in good goess. We are expecting 1000 - 1500
participants, and most of them have already maei thgistrations. The amount of early bird rates
was very high as well, so financing has meant quiig of work for the Host Organising Committee.
There are going to be 15-18 parallel sessiondheltime. And we have planned an inspiring social
program! So, please, you are welcome to Tampenéarkd for WONCA Europe 2001!

FRANCE

Dr Bernard Gay
9, Domaine des Salins
33410 Rions

Basic Medical Education

Numerous clausus after the first year raises td4tQdents: it was necessary to compensate for the
decreasing number of doctors. A new program wélitdh October for the 3 last years of BME (4°, 5°
and 6°): it is a big change because the certificatespecialities will disappear. Transverse moslule
about physio-pathologic mechanisms, anatomic systpoblic health problems, are proposed and GP
teachers are involved in the teaching processtiPahtraining in general practice is also planniat,
unfortunately, there is no money for it. After 6ayg the “Internat” examination will be open for
general practice.

Specialist Training

The curriculum of specialised education in genprattice (like for the others specialities) is piad
for 2004 and the 3 years of specialist traininggémeral practice will begin in November 2001. The
discussions with ministries for health and for eation are very hard to obtain twice 6 months in
general practice. There is an agreement aboutoa Wwho will follow the student during his entire
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specialist training; a status of assistant durirgglast 6 months in general practice is proposéchiu
yet accepted.

Nevertheless, it's really a revolution: each studeitl have a specialist training and will become a
specialist in his discipline, including general giree.

There are now 68 GPs associated teachers in tinet-téniversities: 24 professors and 44 lecturers.
All the universities have now one or two associdézthers but none of them a full teacher !

Continuing medical education :

The obligation is still not applied. A new way fGME starts now: Professional Education within the
context of convention between National Insurancg &rade unions. But there is only a convention
for GPs and only GPs can participate: they getnftred compensation for each day of education.
National Insurance gives money for the organisagioth the compensation. The educational topics are
definite by the convention.

Health Care System

The situation is the same: no change for the dpeciinvention between GPs and National Health
Insurance, but no convention with specialists.

There are some projects for a real change of tladttheare system and many contacts between
medical and other trade unions, but, near the maltielection, it's not the good time to propose a
reform !

French National College: CNGE

The CNGE school organises 10 sessions for 200G Rotrainers and teachers. The annual workshop
with EURACT is planned for November 10-11, abddbtv to teach research”.

The College prepares its second National Congmestgad his annual meeting, in November 2001, in
Rouen, about Quality in care, in connection with thgular EQUIP meeting.

The College started work on a big research pr@jeotit chronic pain with 200 GPs.

The journal EXERCER has some difficulties with gmnsor and the future is not yet clear.

GREECE

Dr. Athanasios Simeonidis
37, Kerasountos
55131 Thessaloniki

General

It seems that we are going to experience anotl@mneof the health system. As it was reported 8t la
council meeting the negotiations (government-hegtbfessionals-insurance companies) on the
reform of the health system were to end in last édalver. In January, the first law was voted
according to which the decentralisation of the tiesérvices of the Ministry was realised. There are
now 17 regional-mini- Ministries. The rest parttbé reform concerning the funding system and the
Primary Health Care is still article of negotiation

BME

As it was reported many times, no one of the 7 oadschools (except that one of Crete) have
included in their programme any lesson, coursesporigar in general practice. It is very importand an
worth mentioning the fact that a group of medid¢atlents of the University of loannina, sent a fette
to ELEGEIA (Greek Association of GPs), requestingren information about our discipline;
ELEGEIA responding to this demand is going to organa series of meetings, round-table
discussions to meet students’ needs.

We hope that very soon every medical school willeha general practice department.
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Specific training

No changes concerning the curriculum and the cowifetihe specific training. The main problems are:
a) the specific training is mostly hospital centrbjl the trainees are trained by specialists-wlih t
exception of 10 months in Health Center-, c) th¢onitg of tutors is specialists.

CME

Since CME is under the responsibility of ELEGEIAings are much better than in BME and ST. So,
concerning CME activities it would be interestirgglie reported that the following activities have
already been planned:

» Teaching the teachers course (30 hours); annual

* Management of hypertension in PHC; two series afurses (6 hours), every three months
* Management of hypelipidemia in PHC; two series obdrses (6 hours) every three months.
* Management of depression in PHC; a series of 18sesy4 hours) all over Greece.

» Teaching management of health services (30 haamg)jal planning.

* Teaching assessment methods (30 hours); anglaaining.

» Establishment of credit system; unofficial initisgiof ELEGEIA.

HUNGARY

No report received.

IRELAND

No report received.

ISRAEL

Dr. Yonah Yaphe
Kibbutz Harel
Israel 99740

In the past 6 months we have seen continued gramdhdevelopment in family medicine in Israel. In
Tel Aviv we are pleased to announce the promotibEwact member Michael Weingarten to full
professor. Eli Kitai is a hew professor in familyedicine heading the undergraduate department and
Simon Zalewski is a new lecturer.

In BME Shmuel Reiss reports from Haifa on a new courseufalergraduate students on the
Holocaust and medicine. This is tied to a multiioradl research grant together with schools in
Germany and Austria. In Tel Aviv the integrated graon of behavioral sciences in medicine
continues to grow.

In vocational training Haifa has completed curricular reform to makeidesscy education more
relevant to everyday general practice. The progsacalled “Connecting Wednesday (the day for day
release courses) to Thursday (an ordinary workday)”
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A workshop was held in February to help set théonat multiple choice exams for vocational
training in family medicine. As | wrote in my columior the EJGP, 30 teachers were locked in a hotel
for two days until they produced a 150-questiomexa

We just completed a cycle of national oral exaniames for family medicine specialization in March
with 50 candidates sitting the exam. There was(&#a Buccess rate at the exam centre in Tel Aviv.

In CME we have just completed a pilot project on distale@@ning. Over 50 gp’s in 4 locations
(Nazareth, Haifa, Ashkelon and Tel Aviv) particigatin a workshop on the management of patients
with heart failure. A lecture was broadcast frotelavision studio at the university to the rematess

via Internet allowing for interaction with the paipants in real time. Initial feedback has been
favorable and we plan to develop a full year cofwselistance learning.

Howard Tandeter of Beer Sheva has been busy pngpidng national faculty development program in
family medicine. We have a sponsor and hope tonbégi program in the next academic year.

In Researcmews: Today in Tel Aviv we participated in the @ed annual research fair of the medical
school with a record 23 posters from family medicin

The national conference of the family medicine aesle network Rambam was held in Tel Aviv in
March. Aya Biderman of Beer Sheva was elected pkeson. The scientific debate at the meeting
focussed on the ability of gp’s to do randomizedtoaled drug trials in practice.

Preparations are underway for the national familgditine research conference to be held in
Jerusalem in May. Scientific presentations frong& have been accepted for presentation.

ITALY

Dr. Francesco Carelli
Via Ariberto 15
20123 Milan

Basic Medical Education

No basic medical education is yet organised byitaitaly. Now, in 2001, we have some experimental
courses taken in Udine, in Monza and in Modenasfodents in their sixth year of curriculum. These
courses are managed as local agreements betwagrsgbdoctors and local University. No payment
is there. There are few seminars, and a tutor systie Milan, I'm organising a tutor system with a

University’s Chair for students at their final ¢écation level (sixth year end, before exams befor

thesis discussion ).

Postgraduate specialist training

We have a postgraduate specialist training sin@4.1%9his is a two year long training, managed in
hospitals for one year, in district services for ionths, in tutor GPs’ practices for six month$soA
half of seminars are managed by GPs’ teachers.

Now, we are preparing to change this training emahspecialist certificate, with a three year seur
one year in the practices. Teachers are paidefoirars, tutors are paid monthly, coursists ard pai
at lowest level for hospital doctors, obliged téuse by law every contemporary other work.

Continuing medical education
It was obligatory for National Contract with NHS, take 32 hours of CME, (16 with Health Local
Authorities, 16 with Scientific Societies or in ethplaces of choice).




Annex 1 35

Now , we are managing to arrive to a national CMEtesn , with an accreditation of

events , by credits and points attributed to events

There is a six month period of prove between Janaad June 2001. Meanwhile, we are studying

how it's working to arrive at a system accreditelgo curricula, active participation at congresses,

and distance learning systems (more difficult tgamise and value).

Also, there is a fighting about “who” has to acdtae@ “whom”: Government, General Medical

Council, Local Medical Councils, Scientific Socesj a National College or Academy, Trust Doctors’
Organisations.

Health Care

New input in this field is coming from agreementstvieen Local Health Authorities and GPs’
organisations with health programmes finalised tjectives of result: breast cancer screening,
smoking cessation campaign (we bring two work alibig topic at WONCA Europe Congress in
Tampere). Also, Scientific Societies of GPs redlise common political and scientific document
stopping a specialist initiative about prostatesning, also managed taking out GPs.

LITHUANIA

Prof. Egle Zebiene
Staneviciaus 33-6
2029 Vilnius

Development of Family Medicine in Lithuania is caesed to be a stable process, even if it is going
slower than expected. Private GPs are expandingabtvities, but the time until now is too shaot
make any decisions about their success. Finanouillgms of government are also influencing in a
negative way the status of health care systemthétsame time due to problems in the health care
organisation and patient dissatisfaction with delyv of health care services, the idea about
privatisation of primary health care services seemasonable. The main problem with the
implementation of health care strategies is chanpfgaders of the MoH. We have had 4 Health Care
Ministers during the previous 4 years.

Teaching of Family medicine is undergoing some geantoo. The decision to introduce a Family
medicine as a discipline as early as on te/&ar of studies, is already made in Vilnius Unsitgt
Also program of family medicine teaching is chamgtowards a patient-centred approach, including
longer time for studies of psychology during herseu

Continuing Medical Education requires major orgatimal changes too. The future of the CME is
under intensive discussions now- what organisatidti$e responsible for CME in Family Medicine,
which ones will be allowed to organise the courss) professional organisations of specialists
organise the CME for family

NETHERLANDS

Prof. Harry Crebolder
Maastricht University
Dept. of General Practice
P.O. Box 616

6200 MD Maastricht
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Basic Medical Education

All 8 medical schools are reorganizing BME. Mangmeénts of PBL are integrated in the new
curricula. Other features are: early contacts itients, growth of responsibility for the studeratsd
growing involvement of primary care/general pragtic

Postgraduate training

The GP-training is a national programme, but exegtiny the 8 departments of general practice. Each
department has its own ‘couleur locale'.

Also in this area a lot of innovation is planned! &am preparation. New is the emphasis on learrtieg t
practice and a more individual (tailor made) curten for the trainees. For the assessment uséwill
made of a portfolio system. Another new elemerdifferentiation’ (sports medicine, ophthalmology,
managenent, research, education etc.). In due ecursonnection with the Higher Professional
Training programme will be established.

Many more GPs are needed than are in trainingifteeest in GP-training is not encouraging.

CME/HPT

A lot of debate about the involvement of pharmacaliindustries in

the CME-programmes ! Each GP has to show thatitid0dhrs of CME, for reimbursement.

The Higher Professional training Programme (HPT)sggradually on a structural and national
position. Recently a training programme in paliaticare started with the participation of 50 GPs.
Other programmes will follow soon.

Health care

The national association of GPs is organising afradtrike to put pressure on the minister, to mievi
more funds for practice management and to makpribfession more attractive.

The establishement of regional GP-call centresgenooiless related to hospitals, is in full swingisT
movement is supported by the government and thkhhesurance companies. It is clear that the
workload of being on call is reduced by these &mntr

NORWAY

Dr Dag H. Sgvik
Kringsjavn. 33
N-5163 Laksevag

Basic medical education:

- Last autumn at the University of Bergen, we stamgith voluntary discussion groups on “self
development” and also “thematic self developmentioag the students. This is an offer to
students two years before finishing their study gfoups are conducted either by psychiatrists or
by a general practitioners (as myself). 1 Y2 how time a week and 20 times during this year of
studying.

- A major subject is also how to communicate with plagient. The model developed in Bergen, in
contact with the Leuven University, is rather pgoul

Postgraduate specialist training:

- The (postgraduate) specialist training is as befAréot of younger colleagues are starting their
training, and a lot of guided groups (as | am legdat the moment) are active all over the
country.

Continuing medical education:
- The Norwegian Medical Association and all localugs of this, are making and arranging a lot
of courses all through the year.
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Health care:

- Still the most important subject in Norway novdays, is the plans to work out the patient-list-
system. It seems that all plans will be finished ¢he new system in our health care starts from
the ' of June this year. A lot of details has been dised and from the GP’s point of view, the
new system seems to be rather good on a lot of pwaits.

- But the lack of GP/FP seems to be about 800, béfitsageform can be a good reality all over the
country.

- This is a major problem that a lot of districts drehlth centres all over the country does not have
enough GP’'s/FP’s.

- The new reform will be named something as a “firatignt-doctor-reform”, or a “firm doctor
reform”.

POLAND

Dr Adam Windak

Department of Family Medicine

Collegium Medicum of the Jagiellonian University
Bochenska 4

31-061 Krakéw

Undergraduate education:

Some progress in negotiations about the minimunufatergraduate teaching in family medicine. The
Board of Higher Education — an independent bodysisting of representatives of universities and
attached to the Ministry of Education proposes BOvwhours. We are still fighting for 100 hours. Ressu
however are uncertain at the moment.

Postgraduate education:

There is shortage of training places for family gbians. The Ministry of Health wants to stimulate
vocational training in this discipline and allocatet at least 1000 places a year. Incentivesgossible
solutions are sought. New law about medical prajass in parliament. Some articles (accreditatibn
the courses, clear rules for financing) can stiteuilarther development of the training. We haveséit.

Continuous Professional Development:

The School of Tutors started by the College of Bafhysicians in Poland was big success. Graduates
started their peer-review groups and some of theveldped even quite good QA projects. New editfon o
the school is planed. The application for finanésgubmitted to the Ministry.

RUMANIA

Dr luliana Popa
Str. Soficu 22
6600 lasi

National items
Romania is experiencing the early stages of head¢heform. The previous hospital oriented system
is changing into a primary care focused one. Tloeeethe position and status of family doctor is
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strengthening. Nowadays the family doctors fullie gate keeping function, have their own lists of
patients, and are no more employed, being paidlynan capitation. Furthermore the addressability
to primary care significantly increased. As a rethk specialty became interesting and the nuraber
family doctors increased. Untrained doctors atkadtowed to practice as family doctors.

Basic Medical Education

In the last years there were set up DepartmentEanfiily Medicine in the accredited Medical
Universities. Some of them occurred by the tramsédion of formerly Ambulatory Care Departments
(Internal Medicine) and their Heads are not famdgctors, but newly employed staffs are.
Unfortunately there are not too many changes iretheeational curriculum, the main focus being also
in internal medicine.

Postgraduate specialist training

The postgraduate training in Family Medicine wasoduced in early 90s. The entrance into the
Residentship Program is based on a national coatesthe number of positions is regulated by the
Government (approximately 500 per year). Unfortalyathis is not mandatory for practicing Family

Medicine. The Residentship Program last 3 yearsnbhths is in primary care facilities, under the
supervision of trainers in Family Medicine. In thest 10 years the educational curriculum was
significantly improved accordingly with the primacgre domain.

Continuing Medical Education

The CME became compulsory for all medical praatigis since 1999. There is also an accreditation
system for CME events. The CME system is linkedhwlite accreditation and revalidation of medical
practitioners. This task is fulfilled by the RomamiCollege of Physicians. The accreditation of
doctors is based on the accumulation of 200 cpaditts in 4 years. There is not qualitative asstgan
of CME events.

Until 1998, different Departments of the Medicalilnrsities organized educational events for GPs.
Since 1998 there were organized programs for trgittie trainers in Family Medicine, some of them
in cooperation with external programs (Matra, N&aand The Ministry of Health established a new
position in medical postgraduate training for Fgndibctors: the trainer in Family Medicine. Now the
trainers in family medicine are involved in the CMizents for family doctors.

Conclusions
- The Development of Family Medicine is alreadyality but it seems to be a difficult process.
- The main issues in Family Doctors’ educationdgomain orientation and quality assurance.

SLOVAKIA

Dr Eva Jurgova
Stefanikova 111
92101 Piestany

Undergraduate education

At two, out of four Medical schools in Slovakiagtle are still no Departments of General practick an
Family medicine, although teaching of General pcacand Family medicine is a compulsory part of
undergraduate educational at all Slovak MedicaloSth At those Medical schools, where none
Department of GP/FM is established, teaching of IGP provided by the Internal medicine
Departments. General practitioners are involvethepractical part of teaching - medical students
are obliged to spend at least one week at an atamigatimary care teaching practice.

New Document on Medical Educationhas been recently prepared by the Ministry of Hiealid
submitted for ratification to the government, takim considerataion thEU Directive 93/16 - to
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facilitate the free movement of doctor$n accordance with the mentioned document allv&do
Medical schools will need to put more stress olF&Pteaching.

Postgraduate education

The duration of the Vocational trainig for GenePabhctice is 3 years. Future GP must spend two
years on various hospital and polyclinic deparits (1 year Internal medicine, 3-4 months Syrger
and Traumatology, 1-2 months ENT, Emergency,mi2éology, Neurology, Urology, Psychiatry or
Gynecology, etc.), and there is a request fending 6 months in a Teaching practice. There i
still lack of teaching practices, so the last nmm@d condition is in many cases not fulfilled in
practice. The process of accreditation of techprgctices is in progress, so finaly also the stay
teaching practice is more and more often beconaimgality.

Continuous Medical Education

Recent system of obligatory continuous medicalcatan: ,CREDIT POINT SYSTEM CME IN
GENERAL PRACTICE" wasntroduced in January 1998 as an inniciativeS¥¢vak Association

of Private Physicians. Later on it was acceptedl supported by the SPAM (Slovak Postgraduate
Academy of Medicine), responsible for whole postigidte medical education in Slovakia and by the
MOH. This model of CME is now accepted with reakpect.

The principle is that different courses anduees, organised by Slovak Postgraduate Academy of
Medicine in Bratislava, Regional medical educatlobodies or Pharmaceutical companies are
bonused with certain number of credit poits. Gitesobliged to prove the attendance of educational
activities by collecting certain number of creditimts (200 points per year). The evaluation ithia
competence of elected representatives of the Rabidedical Chamber and is provided every 5
years as recertification” . Recertification is one of the conditions for ogation of GP’s contract
with the Health insurance companies, every 5syear

Courses organised for CME are mainly focused oRrattice management, 2/ Health financing, 3/
Cost effective drug prescription, 4/ Primary caevelopment, 5/ Introduction of new diagnostic and
treatment guidelines and 6/ Clinical practice.

Health care
Total lack of money is the main and chronical peoblof our health care. The explanation would need
another separate sheet of paper.

SLOVENIA

Dr. Igor Svab

Institute of Public Health
Trubarjeva 2

61000 Ljubljana

Undergraduate education

A new reform of undergraduate program is underwaheafaculty. The changes are towards problem
based learning. | was especially proud to be appdias one of the people to prepare the changes in
the programme. The department is slowly gaininggedion: after almost ten years without anyone
defending a PhD on family medicine, we have got twa GPs with PhD since the last meeting.

Vocational training

There are big problems in negotiationg the vocalidraining programme with the medical chamber.
They are clearly having problems with logisticsd @ome of the young GPs are still witing to enter
the vocational training scheme. The arrangememtghétutors’ payment are still unclear, and nobody
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gets paid for the training at this point. We aii# developing different modules for trainees whe a
already working in practice and it takes a lot efjatiations.

On the other hand, we have succcessfully startéd the new end exams for the trainees. It is a
general feeling that the exam is a very good oherd are still some problems in criteria for the @C
and OSCE, but we are planning this year to be fitnoductory year”.

CME

We are busy planning this year's Bled which is goio be the 10in a row. The theme has beed
agreed to be “out of office medicine” and one of tasks here is also to prepare the first drafhef t
final programme together with Yonah. The Bled ceumenouncement is already on the web, linked to
the EURACT website. There is quite a lot of intergs it and | hope we gat a good mix of
participants.

OTHER

| have received a reply from the European Jourfigb@eneral Practice that they are interested in
publishing the paper on basic medical educatioBurope which was prepared by the BME group. |
only need to shorten it by 20-25%.

SPAIN

Dr. Dolores Forés

Avda Bartomeu 37

Bellaterra

08193 Cerdanyola (Barcelona)

Undergraduate Education

There are still no Departments of General Praciog Family Medicine at all our Medical Schools,
but teaching of Family Medicine is increasing.

The situation in Spain nowadays is reflected infitpare.

Postgraduate Education

All over the country is a big discussion to work mador formative assessment that for summative
assessment during the vocational training proghm.are exploring different methods (self audit,

feed back interviews, video recording,..) and wpehim a short time we can offer the Health ministry
a good proposal that allow us to change the curegatuation system. Semfyc has started with a
course for tutors, and in different regions teagtdntivities oriented to them are available.

Continuing medical Education

The introduction of clinical evidence based guides is the most important event of the last few
months. The summer school of semfyc is a natiomahte also since two years an update meeting in
primary care, based on workshops with a little nemiif participants has been very successful. The
attendance to that kind of activities provides rpdints, but we still don’t know the utility ohat
credit point system.

Others

The workload of the GP’s is very high. A campaigrricrease the time to be expended in each visit is
running all over the country: we claim on at led8tminutes for each patient, actually the average
time spent for each visit is only of 5 minutes.
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University Resources Teaching activity
Medical Health Assistant | Lecturers | In Heath Centres | Seminairs | Lectures
School Centres | professors (practical) Workshops
Alicante 10 2 1 Comyulsory yes optiona
6 th year: 1 month
Cadiz 4 15 - Compulsor yes nao
6 th year: 32 hours
Tenerife 3 3 1 Compulsory yes no
6 th year: 32 hours
Las Palmas 4 4 - Compulsory yes no
6 th year: 3 weeks
Madrid 15 23 1 Compulsor yes optiona
(Autbnoma) 6 th year: 1 month
Murcia 5 6 - Optiona yes nao
6 th year: 5 weeks
Navarra 1 0 - Compulsory yes no
6 th year: 32 hours
Oviedo 14 3 - Compulsory no no
6 th year: 3 weeks
Salamanc 4 4 - Compulsor nao nao
6 th year
Santiag 1 2 - nao yes na
Seuvilla 15 15 - Campulsory yes Compu
6 th year: 1 month sory
6 th year
Valencia 4 10 - Compulsory no no
5 th year: 2 weeks
Valladolid 5 8 - Compulsor yes optiona
6 th year: 1 month
Zaragoz 10 1C - Compulsor nao optiona
6 th year
Lleida 5 8 - Compulsory yes no
6 th year: 1 month
Tarragona 7 7 - Compulsory no no
6 th year: 1 month
Barceloni 25 18 - Compulsor na Compu
5 th year: 1 month sory
6 th year|

Source: Josep M2 Cots

SWEDEN

Prof. Bengt Mattsson

Dept of Primary Health Care
Vasa Hospital

SE-411 33 Goteborg

Basic medical education
Sweden has 6 universities with medical facultiesn(f north to south: Umed, Uppsala, Stockholm,
Link6éping, Goteborg, Lund/Malmd) and the undergiaediperiod is 5 %2 years (11 semesters).
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The general practice part in BME differs betweeer timiversities, both in content and length.
Link6ping, the youngest university, has by far thest GP content, almost every semester the student
pays a visit to a health centre.

In most universities the GP contribution is durihgee periods of the undergraduate years.

* during the first two years the students visitealth centre, accompanying GPs for a couple of days
and also carrying through minor tasks (about lkvexery semester)

* during the transition period , in the third yebetween the pre-clinical and clinical years thelehts
are attached to a health centre for about two wekthat time the student is often trained by aiGP
consultation techniques, physical examination andl to document.

* during the last year, at the end of the clinipafiod, the student usually is attached for tweéhoee
weeks at a health centre. The GP-teaching is aibjire part of a course in community medicine.
Tutorial sessions, seminars, video recording, tectdten frame these GP-weeks. A verbal and written
exam is often included.

On the whole the GP-part in the BME in the counsryncreasing but in the educational university
bodies there are sometimes hard discussions aeltheance of GP as a teaching subject. The students
are usually in strong favour of more GP attachmamd the political winds are also blowing in
accordance with these opinions.

Postgraduate education

After graduating at the university the doctor hasdb 18 months of internship (6 months internal
medicine, 6 months general practice, 3 months payghand 3 months in a voluntary discipline)
giving a registration/licensing.

The vocational training programme in Sweden is g®ayears but it has no mandatory components,
it has a goal-oriented approach. At the beginnihthe vocational training period a written personal
contract is established between the trainee anersopal trainer/supervisor. The recommendation is
that the trainee spend most of the time at a healtire (about 3 years) while about 2 years aretspe
in hospital (internal medicine, surgical disciplineaediatrics, ENT for example). The choice of
hospital speciality depends on the earlier trairérgeriences and on the direction the trainer want
focus.

The approval of the vocational training is madedfjgiby the trainer and the director of the vocaéb
training scheme.

A voluntary specialist exam is possible to accosipliOnce every year an exam is carried through
(various parts: written, oral, a written presemtatof a small piece of research, a visit to thenées
health centre including sit-ins, talking to stdéfpking at records etc). About 15-20% of the trame
passes this voluntary exam.

Continuing medical education

Small CME groups (FQ-groups F=fortbildning Q=quglihave been widely put into practice in the
last years. In 1998, there were approximately 28@lsCME groups in Sweden, which means that
nearly half of Swedish GPs participated in suchiviigs. This type of group work enhance
knowledge development, enable the assessmentiueiduodl learning needs and facilitate the adoption
of national guidelines and agreements between pyilsuad secondary care. A competent group leader
is crucial.

CME groups are yet less practised than "tradittoGME activities, such as lectures and the teaching
tradition within the well-developed organisationtbé drug companies. These drug-related activities
include symposia and meetings during a couple y¢$ da just shorter evening gatherings.

There is no compulsory CME activity so far — iujs to the individual GP to take care of his/her own
CME.
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Health care

Sweden is a comparatively hospital-oriented courtyout 15-20 % of the doctors is GPs and only
about 12-15 % of the money for the health caressyss given to primary care.

Over the last 20 years many governmental reforme bémed at promoting primary care, but so far
mainly lip service has been given to the reforms.

Last year the Minister of Health presented a plaat 9 billion SEK (about 60 million pounds)
between 2001-2004 will be given to primary careycpgtry and care for he elderly. (Nationella
Handlingsplanen — The National Action Plan).

That is said to be an injection for primary heal#lie and the number of GPs will hopefully increase
with 220 every year and reach the goal of 1 GP0linhabitants in 2008.

Every County Council (there are 13 of them in Swgds responsible for how the money best will be
spent and The National Board of Health is goinddgearly check-ups of all the Counties.

Within the National Handlingsplan a new, independaestitute of Family Medicine is suggested (a
yearly budget of about 1 million pounds) and thgtitnte will support CME, the vocational training,
research and developmental work within generaltpeitamily medicine. The Minister of Health has
appointed Goéran Sjonell, former president of WON@Abe the administrator of the idea and the
Institute will hopefully start in 2002.

SWITZERLAND

Dr. Andreas Rothenbiihler
Fabrikstr. 4
CH-3250 Lyss

Pregraduate education

At all levels new forms of curriculums are goinglie established at all our five medical schools.
Although everyone is convinced that GP’s schoulehaore and more infuence on these curriculums
usually the money is missing. So all the effortsafr collegues are not very succesfull , but wiel ho
on. As the problems within all our medical schamis more or less the same the idea of reducing the
number of schools from 5 to 3 has already showrAffiier the next accrediation in 2003 or 4 we will
see further on as the governement has threatespketud less money if this accrediation would not be
the way they want it. In regard to this situatiograup of private hospitals is planning to operirthe
own medical school. This would be the first privaiedical school in our country since a very long
time.

Postgraduate education

We still have our 5-years VT mostly in hospital {sosith a 6-months training as an assistant dantor
general practice. Unfortunately these 6 monthssélievoluntary, bu we offer a very good 1 to 1
(trainee-theacher) training-situation. This seemsbe so attracive that a lot trainees take the
opportunity, and we do not have enough traininggsa-rom this year on the final exam is obligatory
to get the title of a ispecialist in general preetiEvery year about 120 persons pass the exahes® t
will be no shortage of doctors in the next 5-10rgebut the amount of women is raising every year s
that we think the situation could change withirsttime. Students numbers are constantly high.

By the end of this year ,as an innovation, evergios teaching institution, has to define theirtgpgoals, and
other possibilities on medical education at alelsyCentralized this will be an information base dar doctors
after medical school to plan their VT.

CME

We try to continue to raise the influence of GRisall CME-activities, mostly based on local section
of the GP’s association .That means , that for gtanocal practitioners work together with the
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regional hospital to organize workshops. When aldbnditions ,the GP’s association has established
are fulfilled the workshop gets the label ,recomuheth by the GP’s association.

Politics

As economics in Switzerland are going better weekojinat political influence on the Health system
might lower.But never the less a flood of new laamsl a raising influence of insurance companies
make GP’s life more and more difficult.

TURKEY

Dr. Okay Basak

Adnan Menderes Univ. School of Medicine
Dept. of Family Practice

09200 Aydin

Basic Medical Education

The number of universities which have a family noetd department has been 27 (out of 39 medical
faculties currently being studied medicine). DoKEmil University in izmir is one of the biggest
universities of Turkey, and there were a strongstasce from public health academicians against
establishment of Family Medicine Department. Bé¢w months ago the department was established
and our sixth associate professor (she is a EUR&@Mber) has been appointing to the head of the
department nowadays.

Although number of teaching hours differs signifitg family medicine is taught at all medical
schools having department of family medicine. Thademic career of family medicine is gaining a
lot of interest for family physicians. New posit®are opened for family medicine in the universitie
As was mentioned before (in my past reports) aatagtaduating medical school can start practising
as a GP without specific training. So the evereaasing contribution of family medicine departments
to the basic medical education is having much rmoportance.

The second medical education congress will be aettie end of this month iizmir. That will be a
broader forum during which all contemporary innéwas$ in medical education including community
based medicine and contribution of FM to BME w# Biscussed. As the departments of FM we will
be there and will participate in discussions inlgr@up studies and with poster presentations.

In spite of this good progress in BME there hasnbaeparadoxical and unwanted development
concerning academic promotion in FM. As | mentioiredny presentation at the joint session before
the last council meeting in Kadasi, the career tracks for becoming professbMrare the same as in
any other medical discipline. The most criticalggtaf this track is the Board exam for promotion to
associate professor. But this year the Turkish Cidbuof Higher Education has proposed new
regulations of this exam. If these regulationsareepted there will be no exam of Board in thedfiel
of FM (The bizarre reason for this is that familgdicine does not have sufficient professor forrsgtt
the Board) . It is difficult to predict what hapem that case. For about one month we have been
trying to change this unexpected situation.

Postgraduate specific training
No changes concerning the curriculum and the comtethe postgraduate specific training. It islstil

exclusively hospital-based (at least in the teaghiospitals of MoH). The draft law for regulatioh o
specialisation in all disciplines including famityedicine is still waiting for being enacted.
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Continuing medical education

No progress concerning the re-training of the meddiicaduates practising in primary health care. The
Turkish Association of Family Physicians are prapga detailed program for proposing to the other
institutions involved in the re-training processe@iical schools, Ministry of Health, Turkish Medical
Chamber and other GP organisations). Thé&tional Congress of Family Medicine will be héthd
Adana at the end of this October. We hope we ale tabpresent and discuss this program at the
congress.

Health care

Nothing changed. Big confusion and uncertainty reigg what should be done. We have still been
experiencing negotiations on the reform of the thegstem.

UNITED KINGDOM

Dr. Justin Allen
Countesthorpe Health Centre
Central Street
Countesthorpe

Leicester LE8 5QJ

We seem beset by disasters at present. Sincestvendd in Kusadasi we have had a winter of heavy
rainfall causing severe flooding in many partshaf tountry, another major rail accident (in whicte o

of our members was seriously injured — fortunatetw recovering), a stock market collapse
(presumably also affecting most countries to atgrear lesser extent) and now the farming crisis
caused by foot and mouth disease. This last prolilas been exacerbated by the pan-European
nature of modern farming, with stock moving lardgstahces both within the UK and also to and from
other countries. Family doctors in affected arages having to deal with the many stress problems
produced in their communities, which have been stiaed by this problem.

In the midst of all these problems there contimubé major changes in the health care system as the
government tries to remedy the deficiencies of yeafr underspending initiated by “efficiency
savings” introduced by Mrs Thatcher. To be faithe government there are now significant amounts
of new investment being provided, but with the asged problem of yet more major reforms to the
health delivery and education system. The lac&tability in the processes of health care delivery
now a major factor in the low morale that is endeimiall staff. We are truly reform weary!

Doctor shortage
It is now accepted that there has been a majorrastimate of medical workforce requirements for

the next few years — by the government’s own catauhs 10,000 more specialists, and a minimum of
2000 extra GPs. The figure for GPs is being dieghugnd the government accepts that this is
probably an underestimate. This is being addressetie short term by attempting to reduce the
numbers retiring by offering financial incentives stay on for 5 years (referred to as “golden
handcuffs”), offering money to new GPs in undertdoed areas and trying to recruit all categories of
health care staff from overseas — both within amgide the EU. Negotiations are going in more than
20 countries to recruit trained doctors, nursed,@her therapists — you have been warned!

In the longer term medical school intake is beimgiediately increased — but this will obviously take
time to have any impact. None of the measurearstaken has had any effect on the retention ¢ff sta
within the NHS, with many leaving to take up othareers, or simply retiring early.
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Basic medical education

Medical schools are being invited to substantimlbrease student numbers very rapidly. When #his i
combined with a major increase in primary care Basducation then the immediate problem is that
general practice has become a victim of its owrtesss, with great pressure on finding placements for
medical students. Maintaining the quality of thecpments is a major issue over the next few years
of expansion.

Vocational training

The standard three year training programme is bstrgfched and changed with the new flexible
funding arrangements. There is a strong move wsvéne development of teaching programmes
based on personal learning plans, and there isjer meview of the junior hospital doctor grade, the
SHO, under way at present. All one can say wittagdy is that a lot of changes are about to happe

but what the final pattern will be is still unclear

CPD

There are strong moves towards multidisciplinan\Ddiing delivered at practice and primary care
trust level (these are the new management orgamsabased round primary care responsible for all
elements of primary care, and with increasing rasjtilities in commissioning secondary care
services). Personal and practice development @emdeing used more and more as the basis for
determining CPD activity.

Annual Appraisal

It has been decreed by the government that evertpdis to have an annual appraisal. There is no
clear understanding of its purpose, its formatwbo is to do it — and no evidence of its value in
improving patient care. However that has nevenlaeimpediment to governments in the past!




