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A holistic approach means that 

we can employ many allies in 

the effort to bring better health 

to people. The tradition of 

social medicine, of physicians 

who help to demonstrate how 

social conditions can impact 

health and work to ameliorate 

them, is an excellent example. 
 

The EURACT European Defi-

nition (3), at point k, stipulates 

that family medicine treats 

health problems in their physi-

cal, social, cultural and existen-

tial dimension. 
 

The discipline of family medi-

cine has to recognise all these 

dimensions at the same time 

and has to be able to give the 

right weight to them. Illness 

and pathologies are modified 

by these dimensions and inter-

ventions not able to solve the 

core problem, may cause a lot 

of suffering. 
 

In chapter 6 of the Educational 

Agenda by EURACT (3) Ho-

listic Modelling is clarified. 
 

Holistic thinking has been ap-

plied to various levels of medi-

cal care, and the challenge is 

not whether to apply holism, but 

which holism (4). 
 

The definition of holism that is 

widely accepted for medical 

care, implies “caring for the whole 

person in the context of the person’s 

values, his family beliefs, their family 

system, and their culture in the 

larger community, and considering a 

range of therapies based on the 

evidence of their benefits and cost”.  
 

Holism, as Pietroni states, in-

volves a “willingness to use a 

wide range of interventions… 

an emphasis on a more par-

ticipatory relationship be-

tween doctor and patient; and 

an awareness of the impact of 

the `health’ of the practitioner 

on the patient” (5).  
 

Further holistic care can only 

be interpreted in relation to an 

individual’s perception of ho-

lism. If we accept that holism 

will always be individualistic, 

then even therapies or inter- 

 

ventions offered to the patient 

will have a different meaning 

to different people. This is the 

reason why it relates so closely 

to family medicine. 
 

From a medical point of view 

it incorporates systemic ho-

lism, and as a person-centred 

discipline it gives a central 

role to whole-person holism. 

The holistic view acknow-

ledges objective scientific ex-

planations of physiology, but 

also admits that people have 

inner experiences that are 

subjective, mystical and for 

some religious, which may 

affect their health and health 

beliefs (6).  
 

Development of the  

biopsychosocial model  
 

The recognition that all ill-

nesses have both mental and 

physical components and that 

there is a dynamic relationship 

between components of sys-

tems (general systems theory) 

led to criticisms of the biome-

dical model and to the devel-

opment of the biopsychoso-

cial model of modern medi-

cine (7). The position of the 

biopsychosocial model was 

spelt out most clearly by 

George L. Engel (3,4) who 

argued that for psychiatry to 

generate a fully scientific and 

inclusive account of mental 

disorder, bio-reductionist 

accounts should be super-

seded. 
 

Understanding the illness (not 

disease) as a process, which 

gives equal importance to bio

-logical, psychological and so-

cial determinants for patho-

genesis, diagnosis and ther-

apy, forms the holistic ap-

proach with its consequent 

implementation into practical 

measures. 
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influence that can be handled by one per-

son in a therapeutic environment.  Exam-

ples of factors may be:  

• natural disposition, including elements of 
gender, genetic constitution and typol-
ogy. 

• micro-social environment such as the 
family and the macro-social environ-
ment, including the local community and 
the wider community with all its  cultural 
elements.  

• health beliefs and life experiences that 
make a person the entity that it is at a 
given moment. 

• health-maintaining factors in a person, 
like the understanding of events, the 
acceptance of meaning, the autonomy 
that leads to the conviction that life is 
manageable.  

• personal experiences including past ill-
nesses, medical and social contacts.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

As the list of factors could grow unlimited, 

it is also important to stress that a basic 

awareness and understanding of one’s own 

limitations as a doctor are crucial. Keeping 

in mind the fundamental autonomy of the 

patient, there is a limited opportunity for 

the family doctor to intervene occasionally 

and rather “tangentially”, with an interest-

ing but very scarce knowledge of the per-

son’s history, feelings and priorities. At the 

same time, the integration of influencing 

factors is crucial and constitutes the added 

value. This refers to system approach, 

where the whole is considered more than 

the sum of the parts.  
 

Consequences for educational methods 

A wide variety of methods can be used for 

teaching a holistic approach, starting with 

theoretical considerations of and discus-

sions about the holistic understanding 

and different levels of holism. Clarifica-

tion of the biopsychosocial model, based 

on reading, lectures and seminars, should 

form the basis for the use of other meth-

ods. To be able to handle a large variety 

of fields in an integrative way, further 

teaching and learning should be largely 

based on case studies, narratives and pa-

tients’ histories, the global context that 

can be taught and learned in the practice 

context.  
 

Specific methods to achieve this include: 

• case studies, single case descriptions 
and presentations, 

• videotaped interviews, video analysis of 
clinical encounters, simulated patients, 

• group discussion, one to one discus-
sion,  

• field visits, observation in practice, 
supervision in tutor practices.   

 

Consequences for the assessment of 

holistic modelling  
 

Central to the assessment of this chapter’s 

competences are case presentations, di-

rect observation of consultations, video 

recording analysis and the evaluation 

through long-term tutor assessment, ob-

servation in teaching practice, and peer 

assessment .The conceptual parts can be 

assessed by case simulation in an oral 

examination, and even by MCQ.  Written 

reports, essays on specific focuses and 

aspects may also be considered very use-

ful for the evaluation of the learner’s abil-

ity to take into consideration various fac-

tors and integrate them into the health 

care process.  
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Family Medicine in Israel: A 
National Overview and Ex-
amples from Ben-Gurion Uni-
versity in the Negev  
 
By Howard Tandeter  
 

Physicians’Statistics 

 

Israel is a small country with a population 

that almost doubled itself in the last 30 

years (3.5 to over 7 million people), 

mainly due to immigration. It has a large 

number of physicians/ population 

(460/100.000), and only 45% of them are 

board certified as a specialist in any disci-

pline (data from 2004, with the propor-

tion of board certified growing every 

year.). One third of the physicians em-

ployed in 2004 immigrated to Israel after 

1989. Almost 60% of all the physicians in 

the country are employed in hospitals and 

the rest in the community. At present, 

training (a formal residency program or 

postgraduate course) is not a prerequisite 

to become a primary care physician 

(although the trend is changing).  

 

The System 
 

Israel has a well-developed primary care 

system with clinics located in the commu-

nity, all around the country (urban, subur-

ban, and rural). About 97 per cent of the 

population has medical coverage through 

a National Health Insurance, and they can 

choose one of four Health Maintenance 

Organizations as their health services' 

provider. 

 

Family Medicine in Israel 
 

The last 30 years have witnessed a process 

of renaissance of primary care in Israel, 

which developed on two main tracks: 

medical education throughout all its 

stages, and the organization of medical 

care in its various aspects. FM developed 

as a new discipline in Israel in the seven-

ties, achieving independence from other 

disciplines. The first official residency 

training program was initiated in 1977, 

and today there are 11 departments 

around the country; each affiliated aca-

demically with one of the four universi-

ties' with medical schools, offering resi-

dency programs in Family Medicine 

(Ben-Gurion University, Tel-Aviv Uni-

versity, and the Technion in Haifa and 

the Hebrew University in Jerusalem). A 

fifth medical school in the city of Zefat 

is expected to begin its activities in 2012. 

FM is a well-acknowledged discipline in 

this country and it is now recognized by 

the National Scientific Council as base 

for sub-specialization in geriatrics, infec-

tious diseases, and emergency medicine. 

 

The Residency Program 
 

After 1 year of internship, residents en-

ter a national 4-year’s program com-

posed of hospital and community rota-

tions. Hospital rotations include a year 

in internal medicine, 6 months in pediat-

rics, 3 in psychiatry, and 6 in elective 

rotations (two 3-month rotations chosen 

from a list of sub-specialties such as 

ENT, dermatology, ophthalmology, gyne-

cology, surgery, orthopedics, and emer-

gency medicine). Community rotations are 

performed in approved teaching practices, 

with 9 months under direct supervision of 

an instructor (1: 1 teaching/ stage 1), fol-

lowed by 12 months of independent work 

(not under direct supervision/ stage 2). 

The clinic in which stage 2  is performed 

is expected to become the definitive prac-

tice of this doctor after certification. Last 

year, the Syllabus committee of the spe-

cialty decided to change the proportion of 

time spent in each stage, expanding stage 

1 from 9 to 15 month while reducing hos-

pital rotations. In addition, residents par-

ticipate in a weekly course over six semes-

ters in which they discuss the theoretical 

background of their work and learn com-

munication skills. Evaluation consists of 

two examinations: a multiple-choice ex-

amination 24 months into their residency, 

and a final oral examination -for the 

Board of Family Medicine mandatory 

examinations- about different areas of 

knowledge (clinical cases, family presenta-

tion, and practice organization). These 

programs produce about 60 board certi-

fied physicians per year.  

 

A Flower in the Desert (Depart-ment 

of FM at Ben Gurion University) 
 

The Negev is the desert region of south-

ern Israel covering a surface of over 

13,000km2. It covers 60 percent of Israel's 

landmass and is inhabited by only 13 per-

cent of its population. 
 

Family physicians throughout the Negev 

provide integrated curative and preventive 

care to all the inhabitants of the area, in-

cluding urban, rural and semi-nomadic 

Bedouin tribes. Neighborhood and rural 

clinics are spread all over the Negev, so 

that patients can get to a clinic within 

walking distance from their homes. Each 

family physician has about 1500 listed 

patients, which are 250-350 families, un-

der his or her care. The clinics are well 

equipped with modem facilities and use a  
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in the third year the course uses "simulated 

patient" techniques, whereby role playing of 

doctor-patient encounters are analyzed and 

discussed. In the last year, each resident is 

videotaped in his or her practice; the video-

tape is presented to the group for analysis 

and discussion with the tutors. All these 

classes are taught in small groups of 10 to 

12 residents by a family physician and a 

social worker, modeling the importance of 

team work. 
 

Additional topics in the program provide 

insight into medical problem solving and 

the decision making process and stress 

frontiers in clinical issues. Also included are 

updates in epidemiology, pharmacology, 

psychiatry, medical ethics and law, preven-

tive medicine, and women's health as they 

apply to family practice. The fourth year 

residents have an additional individual pro-

gram tailored to their needs, which may 

include practice organization, analysis of 

videotaped encounters, Balint groups, and 

preparation for the final specialty examina-

tion. 

 

Research 
 

The Department of FM  has developed into 

the most productive and successful among 

all the departments of family medicine in 

Israel in terms of publications and attracting 

research funds. All residents are required to 

perform a mandatory research project dur-

ing their residency training. This require-

ment was first introduced in Beer-Sheva 

and was later adopted in other family medi-

cine departments in Israel. Research in-

structors are members of the  Department 

who supervise the residents through all the 

phases of their research projects. Some of 

these projects have been presented in na-

tional and international conferences, and 

published in peer reviewed journals. There 

has also been an increase in funding resi-

dents' projects. Sial Research Center pro-

vides the support for residents and faculty 

in their research projects. Conducting re-

search in the community setting is an ongo-

ing challenge. Physicians face many difficult 

barriers such as very broad spectrum of 

medical problems, personal involvement 

with patient and families, high practice de-

mands, high sense of ongoing responsibil-

ity, low professional status and lack of 

research culture. The Sial Research Cen-

ter for Family Medicine and Primary 

Care was established to remedy this defi-

ciency and provide the needed support 

and assistance for research. 
 

Undergraduate training  

(The FM Clerkship) 
 

In order to improve the level of primary 

care in Israel, it is important to increase 

the number of medical graduates who 

choose primary care specialties. The 

decision to choose or not primary care 

as a career is greatly influenced by insti-

tutional, legislative, and market pres-

sures. At an institutional level, the four 

medical schools in Israel differ greatly in 

their attitude toward primary care 

(regarding the length of primary care 

exposure in each of them). 
 

While BGU presents community-

oriented care as a key component of its 

undergraduate training, and has a de-

fined 6 week clerkship during the sixth 

year of studies, in other institutions, 

there are only between 2-4 weeks' rota-

tions in family medicine in the sixth year 

of their programs. Students may acquire 

distorted images of the primary care 

specialties as they learn in academic set-

tings that are essentially hospital-based. 

For a country in which 20% of its physi-

cians are expected to work in the com-

munity, even the good example of BGU 

–dedicating only 10% of the clinical 

years to teach primary care specialties - 

shows to be insufficient.  
 

In 1974, the Ben-Gurion University of 

the Negev in Beer-Sheva, established a 

new medical school, with a primary ob-

jective of emphasizing community medi-

cine and primary care 13. Today, stu-

dents at the Joyce and Irving Goldman 

Medical School at Ben-Gurion Univer-

sity, have a six year program, with a six-

week clerkship in Family Medicine that 

moved lately from its fifth to its sixth 

year. Following is a description of the 

Family Medicine clerkship at our univer-

sity, with special emphasis on the devel-

opments that took place during the last 

10 years of the program. Every year,  

common computerized file communicat-

ing with the Soroka University Medical 

Center, central laboratories, and other 

resources. 
 

The major responsibility of the Depart-

ment of FM is a four-year residency pro-

gram which, at the moment, numbers 

about 50 residents. This program was 

initiated in 1980.  

 

The palliative care service and  

a pain clinic 
 

The palliative care system in the Negev 

consists of a home palliative care service 

(HPCS), a mobile palliative care unit, an 

ambulatory and inpatient consultation 

service and Ma'agan – a community sup-

port center for cancer patients and their 

families. The HPCS was established in 

1990, and currently employs nine family 

physicians, nine nurses, and one social 

worker. The Home Hospice is on call for 

24-hours a day all year. Serving in the 

HPSC is an integral and required part of 

the residency training at BGU. Residents 

must spend at least six months at the 

HPCS in Beer-Sheva, in addition to their 

regular responsibilities at the primary care 

clinic. They have full responsibility for at 

least one terminally ill patient along the 

entire 6-months period, including an on-

call duty for the HPCS. However, for the 

time being, this unique experience has 

become a part of the residency training 

only in BGU. The main objectives of this 

experience are to provide the residents 

with an opportunity to accompany a fam-

ily in crisis and to learn end-of-life care. 

 

The didactic course 
 

In 1988, a year after the Family Medicine 

Department was founded it commenced a 

unique annual course for the residents, a-

day per week. This course emphasizes the 

patient-centered medical model and the 

family-oriented primary care. During the 

first year of the residency, the emphasis is 

placed on doctor-patient relations and 

communication skills and a family-

oriented care concept; in the second year 

the family-oriented care course is based 

upon case presentations and discussions; 



  

 

Once a week, students assist in lectures and 

seminars at the medical school. Some of 

these meetings serve for self- prepared pres-

entations, mostly of the approach to a com-

mon medical problem or a prevention strat-

egy. In preparation of their final oral exam 

(patient presentations), students also per-

form home visits in order to meet the pa-

tient's family, and to assess their home envi-

ronment. 
 

Conclusions 
 

FM developed and grew for the last 30 

years in Israel making a great impact in the 

delivery of primary, community-oriented 

care. During this time family medicine 

developed as a separated discipline who 

took responsibility for the health in the 

community, separating from the hospi-

tal. Today, FM in Israel has advanced to 

be one the most developed systems of 

primary care in the world thanks to its 

academic development and the adoption 

of the National Health Insurance, which 

ensures equity in health delivery. And in 

this process, the Department at BGU 

plays an important part.  

after completing their clerkships in Pediat-

rics, Internal Medicine and Psychiatry, 

students arrive to the family medicine 

clerkship, and are divided into three 

groups of about 20 students each. Differ-

ent to what happens in hospital based 

rotations each student is assigned to one 

family physician in a community clinic, on 

a one-to-one teaching format. During the 

first two weeks of the clerkship, students 

regularly see patients with their preceptor. 

Later on, they start working more inde-

pendently, involving the preceptor in the 

decision-making process at the end of 

each patient's encounter with the student. 
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“One  of  the solutions to the 

problem frailty directed 

teaching could be the  

introduction  in  the  

vocational  training  of  all  

GPs/FDs  of  a  3-6 months  

rotation  in  geriatric  

establishments  of  different  

kinds ” 

A description of  training of  GP trainers in Flanders, Belgium 

practice of established GPs further refer-red 

to as GP trainers. Since increasing atten-

tion has been paid during the past decades 

to providing training to these GP trainers in 

order for them to become “teachers“ and 

not only “physicians”, this article describes 

the training of the GP trainers in Flanders, 

Belgium, as organized by the ICHO and 

ISHO, in terms of the competences to be 

attained and the educational curriculum. 
Currently (academic year 2010-2011), 312 

GP trainees follow the Advanced Master of 

General Practice, and they are trained by 

301 GP trainers in approximately 209 prac-

tices in Flanders.  

 
 

 

 

 

 

 

 

 

 

Competences of GP trainers  

to be attained  

In order for a GP trainer to become a com-

petent GP trainer, a number of skills, per-

sonal traits and knowledge characteristics 

have been identified in previous research (1

-5). Across the different projects, differ-

ent themes and categories have been 

described to categorize these compe-

tences. In Flanders, a core set of 40 key 

competences to be attained by the GP 

trainers is used in the organization of the 

training of the GP trainers, categorized 

into 4 separate domains (6). This frame-

work can be summarized as follows: 
 

Domain 1: general practice compe-

tences – based primarily on the Can-

Meds Roles Fra-mework (7): medical 

expert, communicator, manager, health 

advocate, scholar, and professional. 
Next to being a competent physician, 

the GP trainer is expected to be a com-

petent teacher, coach or trainer for the 

GP trainee, as described in the following 

3 domains. 
 

Domain 2: organization of the GP prac-

tice as an educational practice – the GP 

trainer organizes his or her GP practice 

in such a way that the GP trainee can 

work and learn effectively, having a se-

parate consultation room and the neces-

sary equipment and access, using a fle-

xible “work and educational planning” 

that organizes when and how GP train-

ees can work and learn. The GP trainer 

is working as a GP for minimally 5 years, 

is acquainted with the rules and expecta-

tions of the program, and knows how to 

By Lieve Van den Block, Carl Stubbe, 

Guy Gielis 
 

Introduction 
 

To become a general practitioner (GP) in 

Flanders, Belgium, 3 years of training are 

required after graduating as a medical doc-

tor. More specifically, the fourth year of 

the master in medicine is currently also 

the first year of the Master-after-Master or 

Advanced Master of Family Medicine. In 

Flanders, the Catholic University of Leu-

ven, Ghent University, Antwerp Univer-

sity and the Vrije Universiteit Brussels are 

closely collaborating to organize the final 

two years of training of these GP trainees 

i.e. to obtain their Advanced Master of 

Family Medicine. These four universities 

have founded the ISHO – Interuniversi-

tair Samenwerkingsverband voor Huisart-

senopleiding – or interuniversity collabo-

ration for training in general practice – 

and outsource the daily organization of 

the Advanced master to the ICHO – Inter

-universitair  Centrum voor Huisartseno-

pleiding – or interuniversity center for 

training in general practice.  

The most essential part of the training of 

the GP trainees in this Advanced Master 

concerns their two years on-the-job train-

ing – employment contract with a weekly 

time schedule of 38h to 48h (including 

work and study activities) – within the 

“In order for a GP trainer 
to become a competent GP 
trainer, a number of skills, 
personal traits and 

knowledge characteristics 
have been identified in 
previous research ” 
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tional issues of the GP trainees’  and GP 

trainers’ training, on minimal criteria, on 

relevant medical and educational/didactic 

models used throughout� the curriculum, 

and  on preparing the candidate GP 

trainers for the next concrete steps be-

fore becoming a registered GP trainer. 

• After the introductory sessions, candidate 

GP trainers are visited by a staff member 

of the ICHO staff group of GP trainers 

– consisting of GPs and psychologists 

who are charged with the task of 

“training the GP trainers”, coaching and 

supporting them – who assist them in 

attaining the core competences of com-

petent GP trainers. During this first visit, 

the GP trainers are coached to reflect 

upon their own practice in terms of core 

competences and to identify crucial 

strengths and also weaknesses to enhance 

in the future. A limited number of GPs is 

refused to enter the GP trainers’ program 

on the basis of stipulated exclusion crite-

ria such as performing alternative medi-

cine. 

• After being officially recognised as a GP 

trainer by the ICHO and by the Federal 

Ministry of Health, the GP trainers are 

appointed for 2 years. During these first 

years, 5 days of 4 hours training are or-

ganized focusing on acquiring basic edu-

cational skills. These trainings are pro-

vided by psychologists and GPs of the 

ICHO staff group, organized in group 

sessions of approximately 20 GP trainers. 

The content of the basic educational 

training focuses on:  

∗ Having a flexible and transparent “work 

and educational planning” 

∗ Organizing daily and weekly meetings 

and educational encounters with GP 

trainees 

∗ Daily reporting of all patients seen by the 

GP trainee: training the GP trainer to 

perform a time and output-efficient daily 

reporting of all consultations 
∗ Clinical decision-making in GP practice: 

an overview of recent conceptual frame-

works and concepts such as sensitivity 

and specificity, diagnostic landscapes, 

probability diagnoses, dealing with un-

certainty and ascending to certainty, di-

agnostic thresholds etc 

∗ Case discussions concerning the 

trainee’s clinical decision-making skills 

– using general coaching skills and 

basic communication skills aimed at 

facilitating the GP trainees in finding 

their own solutions and attaining goals 

themselves 
∗ Case discussions concerning socio-

emotional, developmental or ethically 

charging consultations – using a prob-

lem-solving oriented approach 
∗ Coaching the GP trainee’s “learning 

agenda”, which is a combination of 

different learning objectives identified 

by the GP trainee and trainer, and how 

these objectives are best tackled and 

planned; how to coach the trainee’s  

portfolio  
 

 

 

 

 

 

The educational methods used throughout these 

basic training sessions focus on interactive teach-

ing and role-playing  

• After these first two years, the progress 

of the GP trainers is evaluated and 

their appointment can be extended for 

4 additional years. At the end of the 

first two years, GP trainers formulate 

specific personal learning aims for 

themselves as a trainer/coach.  
 

Continuous GP trainer curriculum  

While the basic curriculum has been set 

up for new GP trainers, experienced GP 

trainers are expected to attend 3 half day 

trainings each year as part of their con-

tinuous curriculum. These educational 

meetings are organized in different re-

gions in Flanders and are facilitated by 

the ICHO staff members who are called 

“coaches” for the GP trainers. GPs are 

organized in regional groups, attended by 

15 to 30 GP trainers. The objectives of 

these meetings are:  

effectively disperse educational expertise 

within his own group practice or network. 

Domain 3: educational, didactic compe-

tences – the GP trainer has teaching 

knowledge, teaching skills, and a teaching 

attitude. He is aware of being a role 

model, is able to maintain a professional 

relationship with the GP trainees, is apt in 

verbal and nonverbal communication 

skills knowing how to stimulate learning 

and self reflection of the trainee, can ob-

serve and evaluate skills, competences and 

knowledge of GP trainees and is doing 

this on a regular basis. He reports daily 

concerning all the GP trainee’s work and 

he organizes weekly more in depth case 

discussions or other coaching conversa-

tions e.g. focusing on evaluating progress 

in the trainee’s ‘learning agen-da’ and pro-

fessional functioning. He also coaches the 

master’s thesis and works together with 

other professionals involved in the train-

ing of the GP trainees. 
 

Domain 4: personal functioning and per-

sonal development – the GP trainer is 

prepared to make critical reflections on 

and introspections of his personal compe-

tences, he is open minded concerning 

feedback and self-development, and he is 

aware of his personal strengths and limita-

tions. The GP trainer aims to enhance his 

teaching and coaching competences on a 

regular basis, shows respect for the GP 

trainee and incorporates the different roles 

(educator, GP, colleague, employer) in a 

flexible manner.  

 

Curriculum of GP trainers  
 

To attain these competences, the ICHO 

organizes several different educational and 

coaching encounters for GP trainers.  
 

Basic GP trainer curriculum  

The basic curriculum of all GP trainers 

aims to inform new GP trainers and train 

them in attaining basic educational skills 

as a teacher and coach of a GP trainee and 

encompasses: 

• Minimally 2 introductory sessions of 3 

hours each for interested GP trainers, 

focusing on the practical and organiza-

A limited number of GPs is 
refused to enter the GP 
trainers’ program on the 
basis of stipulated exclusion 
criteria such as performing 
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The aim of our program is to build, in the 

long run, an online library for the GP train-

ers that can be used individually but also 

during joint training sessions to respond to 

the bottom-up needs of the GP trainers.  

 

 

 

 

 

 

 

 

 

Additional training options for  

GP trainers 
 

Firstly, all the GP trainers, GP trainees and 

staff members have online access to specific 

materials supporting all training activities 

via the ICHO website www.icho.be. Using 

this website, network learning is facilitated 

via the possibility of exchanging texts, case 

descriptions, presentations, master’s thesis, 

reflections etc. 
 

Specifically with regard to the personal de-

velopment as a teacher (domain 4) the 

ICHO has created an online portfolio for 

the GP trainers which they can use freely to 

follow-up their own progress as a teacher or 

coach. GPs can make an online inventory 

of their training needs, write reflections 

about educational encounters, access spe-

cific tools to evaluate their own behaviour 

and competences on a regular basis, and ask 

for feedback of their personal ICHO coach. 

However, these tools are not obligatory for 

all GP trainers and are only used by a lim-

ited number of experienced GP trainers. 
 

The ICHO also organizes several ad hoc 

workshops each year. These workshops are 

optional for all GP trainers and concern 

themes that GPs have indicated to be of 

interest for them. They are provided by the 

ICHO coaches and by other external faculty 

members, in groups of about 15 GPs. 

Themes of these trainings can be related to 

the functioning of GP practices (e.g. the use 

of electronic medical files) but can also fo-

cus on case discussions, daily reporting, self

-evaluation or other competences. These 

workshops are supplemented with spe-

cific e-learning packages that can be 

used for distance learning. 
 

GP trainers can also register to follow the 

training sessions that are specifically de-

veloped for GP trainees concerning spe-

cific skills or competences related to the 

GP profession (competence domain 1). 

They can also be directly involved in the 

final examination of the GP trainees, 

organized by the ICHO, via observation 

and evaluation of trainees’ skills and com-

petences during simulations and role 

plays. 
 

With regard to personal coaching, the 

GP trainers are supported by the ICHO 

staff in case they have specific questions, 

training or coaching needs, or in case 

they need help in coaching their GP 

trainee or in conflict management. Fi-

nally, the academic promoter of the mas-

ter’s thesis of the GP trainee will indi-

rectly facilitate the GP trainer, in case the 

trainee’s master thesis concerns a quality 

improvement project in the GP’s practice 

– which is often the case.  
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1. to educate and train the GP trainers in 

terms of the identified competences 

described above 

2. to inform GPs about recent develop-

ments in the GP training and the train-

ing of GP trainees 

3. peer review, to provide consultation 

and advice on specific problems where 

needed 

4. to provide a forum for GP trainers to 

come into contact with other profes-

sionals involved in the training of the 

GP trainees. 

The first objective consumes the largest 

part of these trainings and concerns the 

training of advanced competences cover-

ing all 4 competence domains, primarily 

focusing on the educational and personal 

development domain.  Training is usually 

organized over a whole year encompassing 

a specific theme. For example, during one 

year, the GP trainers might receive train-

ing about their own consultation skills, 

learning how to observe the skills of their 

trainees by using video-taping on–the-job, 

providing feedback to GP trainees on 

their communication and consultation 

style, and making evaluations at the prac-

tice; these video tapes are also used during 

the training sessions as input for the com-

petence training. For each meeting, a spe-

cific scenario is developed in consensus 

with all ICHO staff members. 
 

The aim of our program is to build, in the 

long run, an online library for the GP 

trainers that can be used individually but 

also during joint training sessions to re-

spond to the bottom-up needs of the GP 

trainers.  
 

The educational methods used throughout 

these training sessions also focus on inter-

active teaching and role-playing. Addition-

ally, GP trainers are visited by their ICHO 

coach, educational dialogues between the 

GP trainer and trainee are videotaped and 

analysed in the GP’s practice; these video 

tapes are also used during the training 

sessions as input for the competence 

training. For each meeting, a specific sce-

nario is developed in consensus with all 

ICHO staff members. 
 

The aim of our program is 
to build, in the long run, an 
online library for the GP 
trainers that can be used 
individually but also during 
joint training sessions to 
respond to the bottom-up 
needs of the GP trainers.  
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ney. No one will object no matter how long 

the wait lasts and when the door opens and 

the village doctor appears, a sense of deep 

respect as if for royalty invades the scene. 

As the doctor passes through the narrow 

corridor towards his office, tough highland-

ers used to all kinds of hardship, stand up 

and greet him as if he were their savior, 

teacher and adviser. They have heard of the 

great city doctors but the opinion of these 

specialists is never convincing enough if 

opposed by the village doctor’s opinion - 

no matter how inexperienced he is. After 

all, the city doctors are far away. The doctor 

that saves is nearby, equipped only with 

basic diagnostic tools, guided by his heart, 

by a love and devotion as only the young 

can show. It is in these craggy areas that the 

golden pages of medicine are written that 

are later woven in tradition and retold 

among patients and colleagues. These are 

the days that a doctor holds dearest in 

memory and no matter how far he pro-

gresses in his career later, he will never 

reach these heights again. 

 

 

 

 

 

 

 

 

 

As time goes by, such a doctor will be 

transferred for specialization to one of the 

city stations so that after passing the spe-

cialist’s exam he can get a position in the 

central building and no longer spends his 

time on the road. Serbia has several large 

health centers. Apart from the general prac-

tice department, the health center in Niš for 

example has a pediatric department, a de-

partment of dentistry with dental surgery, 

a mouth disease department and numer-

ous specialist departments equipped for 

diagnostic and minor interventions: oph-

thalmology, gynecology, otorhinolaryn-

gology, dermatovenerology cosmetic stu-

dio included, internal medicine depart-

ment, the majority of surgery branches, 

etc.  A radiology diagnostics department 

is available as well as a laboratory with a 

separate section for pregnant women and 

for diabetics and a section specialized in 

cases of epidemics. A department for 

physical medicine and therapy, sports 

medicine with recreation, neurology, psy-

chiatry, and psychology are also part of 

the health center. Additionally numerous 

counseling offices – for newborn infants, 

for pre-school and school children, for 

dietary advice for healthy and ill persons, 

for diabetics, for contraception, and for 

young people and pregnant women - can 

be consulted. There is a preventive center 

for patients’ education, for advice on 

giving up smoking and for risk factor 

estimation. Visiting nurses offer their 

services in the field by visiting young 

parents and educating them how to nurse 

their children or by visiting patients with 

diabetes and chronic diseases so that 

regularity of therapy and risk factor cor-

rections can be checked. 
 

The service of home care and treatment 

is in charge of handicapped and blind 

persons and other serious cases and these 

patients are visited according to previ-

ously devised schedules or, if necessary, 

on call. Within this service, a region doc-

tor with a nurse is available. If needed a 

specialist of a particular department can 

be consulted or gerontology nurses who 

help the households to function doing 

minor domestic works can be put at 

work. 

By Snezana Djordjevic   

 

After World War II, the formation of 

community health centers throughout 

Serbia started on a big scale. The idea of 

bringing doctors and pharmacists closer to 

patients had been given form earlier 

through the - so called - health coopera-

tives but these were largely insufficient on 

a personal and technical level and espe-

cially in numbers. 
 

Community health centers really put a 

doctor at a patient’s disposal in the closest 

possible way. Apart from the main, central 

building that is located in a community or 

a town center, there are numerous 

branches: health stations and outpatient 

departments. According to the number of 

inhabitants that use the services of these 

stations, an adequate number of doctors 

will be at work there. In some cases, only 

one doctor working only a couple of days 

a week is necessary while on other days an 

educated nurse with a lot of experience 

and who cares for the patients, gives first 

aid, and consults with the doctor on the 

phone when needed. Usually a pharmacy 

will be open in the same building when 

the doctor is available. 
 

Anyone who has not worked in such a 

station has not experienced the true charm 

of general practice. After climbing snow-

covered village roads, cleared through 

remote areas that seem still visited by for-

est fairies, one reaches the warm health 

station where a steaming cup of coffee 

awaits you and a spot next to the furnace, 

reserved especially for the doctor. As the 

fire is crackling, the patients start to arrive. 

They are quiet because, in these areas, it is 

considered very rude to interrupt the doc-

tor and the staff as they are drinking cof-

fee and having a short rest after the jour-

Health Centers in Serbia in Transition: a personal reflection  

6. Van den Block L., also on behalf of the 
ICHO staff group for GP trainers. Compe-
tences of GP trainers in general medicine: core 
set of 40 competences [Eindtermen prakti-
jkopleiders in de huisartsgeneeskunde: core set 
can 40 eindtermen].  ICHO; 2010.  

7. Frank JR, Jabbour M et al (eds). Report of 
the CanMeds Phase IV Working Groups: 
2005 Framework. Ottawa: The Royal Col-
lege of Physicians and Surgeons of Canada; 
2005.  

Community health centers 
really put a doctor at a 
patient’s disposal in the 
closest possible way 
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plaints of patients as a result. In the mean-

time, voluminous administration has been 

imposed on doctors. The completion of 

these plans is getting nearer including an 

expectation that patients will give doctors 

simple answers to model questions with 

little space left for warm, human talk. Pa-

tients’ rights protector posters are smiling 

from waiting room walls. 
 

While writing this report, scenes from sea-

sons long ago flash through my memory. I 

remember cold winter days, how we used to 

push through blizzards and worked from 

the heart and how we used to treat the pa-

tients then.  Summer brings the noise from 

the quarry in Sićevo gorge - near Niš -, the 

sun, the dust and the refreshingly cold smell 

of the geranium flower. I see myself on the 

bus home when half way on my way back a 

bewil-dered woman asked for help from a 

doctor. So the bus stopped for me to get 

off and help her and waited with all other 

passen-gers on board for me to finish this 

unexpec-ted home visit - that was never 

charged and up till now was never 

documented in any way - before 

continuing my way home. I remember a 

spring and me thinking about our city 

station, the end of my shift and my new 

dress. Then, a moment later, my col-

league and I kneeled over a patient, giving 

her CPR and heart massage in turns. We 

fought for a human’s life and nobody had 

to give us a reminder of any sort. Au-

tumn brings back memories of a home 

visit long ago, a late sunbeam over the 

bed of a patient without hope of healing 

and a dry hand caressing the brim of my 

white coat. If these are only a few of my 

personal memories, they can be supple-

mented by a lot of other doctors’ experi-

ences that are being told and retold. And 

then I fear not the transition but that I 

will start believing that being a doctor is 

just a job, the same as any other job. And 

I fear for the fairies, the good fairies in-

side us.  

 

In a health center organized in such way, a 

patient is completely examined on short 

notice and at only one location. The doc-

tors’ work is significantly simplified and 

diagnostics and consultations are beyond 

comparison more accessible than in the 

field. 
 

But time brings about change, including 

changes in the organization of primary 

healthcare. Plans are made to suspend 

these large systems, to make the transition 

to the capitation formula and to abolish 

the majority of the specialists’ services 

within the health centers in the aim to 

bring the system closer to European stan-

dards. The decision to implement the sys-

tem of one chosen doctor for each patient 

is now being implemented. Although the 

majority of people always preferred to 

visit one and the same physician, in the 

last few years, this system has been aggres-

sively insisted on, with numerous com-

Two different aspects are dis-
cerned:  

1. do we regard knowledge as 
‘absolute’; the ultimate answer 
to questions about reality or 
can we accept that all knowl-
edge is fallible?  

2. how do we justify our know-
ing “I have read this, thus, it is 
true”, or can we again take a 
certain ‘doubt’ for granted?  

 

The difficulty begins with the 
operationalization of epistemo-
logical beliefs.  A questionnaire 
was designed reflecting the two 
aspects. With factor analysis an 
attempt to identify traits for as-
pect 1 and 2 was made.  
 

Only for aspect 2 a typical an-
swer pattern was identified.  On 
the basis of the questionnaire one 
could make out that there were 
GP trainees who were quite ab-
solute in their statements about 
‘the truth’ and others who al-
lowed a certain doubt.  
 

Medical trainees ’beliefs about 
knowledge and knowing   
 

Reviewer Yvonne van  

Leeuwen 
 

Rarely one encounters a thesis 

that is crucial to the development 

of a domain. This is one of them. 

Not in its outcome but in its hy-

potheses: a brilliant and coura-

geous work concerning the ques-

tion: is the performance of doc-

tors – in its broadest sense - in-

fluenced by their appreciation of 

knowledge. The overview of the 

literature is valuable in itself: a 

good account of the development 

of expertise and a.o. the differ-

ence between an experienced 

clinician and an excellent (superb 

performing) physician.  It is 

shown that there are many fac-

tors influencing medical exper-

tise. Beliefs about knowledge, 

epistemological beliefs, could be 

one of them. 

Furthermore, as they emerged 
from the questionnaire, the dif-
ferent groups were linked to a.o. 
their background variables, their 
‘culture’ (French and Flemish 
speaking), their scores on the 
knowledge test, their self-
assessment.  
 

No striking correlation has been 
found.  On first sight this is dis-
appointing, but the discussion 
section shows how many more 
specified questions and hypothe-
ses come up in view of the 
(negative) results. Apparently, it 
is even more complex than we 
thought. But every experienced -
and surely the superb perform-
ing medical teacher- will assure 
you that the attitudes of students 
towards knowledge and knowing 
make all the difference!  

 

Contact: 

ann.roex@med.kuleuven.be  

 

Literature Reviews 



  

 

Literature Reviews 

A combination of the CPST 

and SJT represents the most 

effective and efficient battery 

of instruments as, unlike 

AFQs, these tests are machine-

marked. Importantly, this is the 

first study to evaluate a 

machine-marked SJT to assess 

non-clinical domains for 

postgraduate selection. Future 

research should explore links 

with work-based assessment 

once trainees are in post to 

address long-term predictive 

validity.  
 

Comment 

The study has several strengths.  

It is well designed and put into 

the proper contextual frame-

work.  The research questions 

are clear and the methods used 

are appropriate to answer these 

questions.  The results as well 

as the discussion are clearly and 

understandably presented.  The 

limitations of the study are also 

specified. 
 

But, besides limitations 

mentioned in the study, several 

others should be taken into 

account.  For readers outside 

the UK, even outside the field 

of selection practices, what 

looks like phase 1 of selection, 

is unclear.  Why are these 

applicants not included in the 

sample? Stage 3 of the 

selections (work-relevant 

simulations) is also not clear.  

Which performance was used 

as an outcome measure? 

„Results demonstrate that the 

strongest predictor of the 

Selection Centre – stage 3 

performance is a combination 

of all three measures“.  It is 

well documented that the 

combination of several 

assessment methods will have 

added value and reliability.  

Evaluation of three short-
listing methodologies for 
selection into postgraduate 
training in general practice  
 

Reviewer Mladenka  

Vrcic-Keglevic  

Patterson F, Baron H, Carr V, Plint S, 

Lane P. Evaluation of three short-listing 

methodologies for selection into postgradu-

ate training in general practice. Med 

Educ. 2009 Jan;43(1):50-7. 
 

Summary  

This study aims to evaluate the 

effectiveness and efficiency of 

three short-listing methodolo-

gies used in selecting trainees 

for postgraduate training in 

general practice in the UK. 
 

The study is exploratory, de-

signed to compare three short-

listing methodologies. Two 

methodologies – a clinical prob-

lem-solving test (CPST) and 

structured application form 

questions (AFQs) – are already 

in use for selection purposes. 

The third, a new situational 

judgment test (SJT), is evaluated 

together with the live selection 

process. The evaluation was 

conducted on a sample of 463 

applicants for training posts in 

general practice in the UK. Ap-

plicants completed all three 

assessments and went to a se-

lection centre that uses work-

related simulations at the final 

stage selection. Applicants' 

scores on each short-listing 

methodology were compared 

with scores at the selection cen-

tre. 
 

The results indicate that the 

structured AFQs, CPST and 

SJT are all valid short-listing 

methodologies. The SJT was 

the most effective independent 

predictor. Both the structured 

AFQs and the SJT add incre-

Implications for training 
 

The main concern relating to 

this study remains how far we 

are to go into psychometrics. 

Does using complicated 

statistical formulas add new 

values to something which 

could be called 'common 

sense’?  Is it still readable for 

an ordinary reader?  Another 

concern is the predictive value 

of the described assessment/

selection procedure on the 

outcomes of a training 

process (success, length, drop 

out...) or the outcome of real 

work as a general practitioner, 

the quality of care?  
 

 

Narrative reflective practice 
as small group learning in 
family medicine residents  
 

Reviewer Monica Lindh  

Clandinin DJ, Cave M-T. Creative 

pedagogical spaces for developing doctor 

professional identity. Medical Educa-

tion 2008; 42:765-770. 
 

Summary  
 

The paper reports on a Cana-

dian study of residents that 

used a reflective practice ap-

proach to develop their identi-

ties.  During 10 weeks 4 medi-

cal residents wrote 10 parallel 

charts that were discussed at 

bi-weekly meetings with 2 

researchers. Residents’ experi-

ences include “learned to be a 

doctor in one cultural setting, 

into another cultural setting”, 

“affirms a relational way of 

practicing medicine”, “begins 

to see the complexity of at-

tending to patients’ experi-

ence”. The process shows the 

importance of creating peda-

gogical spaces that give doc-

tors opportunity to individu-

ally develop their own stories.  
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EURACT Council Members, 

to read a story of success due 

to faculty development, to 

know how to support young 

researchers and future teach-

ers, the corner stone in the 

academic development of gen-

eral practitioners. 
 

Very briefly: the several facts 

important for the success:  

1. Well designed and struc-

tured curriculum - three 

parts: intensive research 

training, career development 

and clinical practice and 

practical experience as 

medical educator – lasting 2 

(3) years – 55% full time 

equivalent for program co-

ordination. 

2. Small numbers of fellows – 

2 or 3 per year. 

3. Reserved, protected time for 

mentors – 70% full time 

equivalent – divided be-

tween 5 mentors. 

4. Well founded, multiple 

sources. 

5. Free choice of the research 

topics and mentors. 

6. Active methods of educa-

tion: a) mentorship-regular 

one to one meeting with 

immediate feedback, b) re-

search seminars – every 

other week, focused on aca-

demic productivity. 

7. Last but not least – a clear 

vision and enthusiasm of 

the founders of the pro-

gram. 

 

 

 

 

Comments 
 

This is an interesting study 

concerned with an important 

topic. The study group is small: 

4 residents. A bigger group 

might have resulted in richer 

results. 

Both researchers were educa-

tors which might influence the 

results differently as compared 

to the case where one of them 

had been a family practitioner/

medical doctor. 
 

Results could partly have been 

presented in another format, 

making it more readable and 

accessible. The conclusion is 

far too long.  
 

 

Implications for training 
 

Reflection on one’s patients/

consultations is a good learning 

tool for small groups. It may 

also be used at trainer – trainee 

sessions. If computerized files 

are used, it is easy to make cop-

ies and less time-consuming. 

The model used in this study is 

probably far too expensive for 

most countries.  

 

 

Methodology and Outcomes of 
a Family Medicine Research 
Fellowship; experience of the 
Department of Family Medi-
cine and Community Health, 
University of Pennsylvania  
 
Reviewer Mladenka  

Vrcic-Keglevic  
 

Cronholm PF, Straton JB, Bowman 

MA. Methodology and outcomes of a 

family medicine research fellowship. Acad 

Med. 2009 Aug;84(8):1111-7. 

 
Summary 
 

There has not been a strong 

tradition of training researchers 

to provide the great amount of 

new evidence needed for the 

practice of family medicine.  

Few models for creating suc- 

cessful family medicine re-

searchers have been presented 

in the literature.  
 

The authors report on the 

methodology and outcomes of 

a faculty development research 

fellowship in the University of 

Pennsylvania's Department of 

Family Medicine and Commu-

nity Health. The fellowship 

focuses on the two domains -  

intensive research training and 

academic career development 

- and frames them with course

-work in a content-appropriate 

master's degree program and 

clinical practice in an under-

served community. Fifteen 

fellows have comple-ted the 

program, which began in 

1997. Most fellows' re-search 

work has been related to pri-

mary care and health dis-

parities. Program com-pleters 

have been the principal inves-

tigators on 39 funded studies 

and coinvestigators on 24 

funded studies. They have, at 

the time this article was 

written, described their work 

in 236 publications, 114 of 

them peer reviewed. All but 

one program completer hold 

academic faculty positions, 

and 12 practice in under-

served areas. In a research-

intense institution, the fellow-

ship program successfully trai-

ned family physicians to be 

independent clinical resear-

chers and leaders who have 

substantially contributed to 

the national effort to mitigate 

health disparities through 

practice and research. The 

authors suggest that the out-

comes strongly support the 

development of similar 

training opportunities in 

family medicine departments 

in other resource- and 

research-rich institutions. 

 

Comments 
 

The article is very valuable.  It 

is very important for all  
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Self-assessment of 
communication skills – a 
learning tool for surgical & 
non-surgical residents  
 
Reviewer Monica Lindh  

Symons AB, Swanson A, McGuigan D, 

Orrange S, Akl E A. A tool for self-

assessment of communication skills and 

professionalism in residents. BMC Medi-

cal Education 2009,9:1. 
 

Summary  
 

The article comprises a study to 

evaluate residents’ self-assess-

ment of their communication 

skills and professionalism in 

dealing with patients, and to 

evaluate the psychometric prop-

erties of a self-assessment ques-

tionnaire. 130 residents in 23 

surgical and non-surgical train-

ing programs were involved. 

Two groups of items relating to 

developing interpersonal rela-

tionships and to conveying 

medical information to patients 

were used.  As far as explaining 

things is concerned, males and 

surgical residents rated them-

selves higher. For listening to 

patients, graduates of medical 

schools outside U.S. rated 

themselves higher. To conclude, 

this article presents an internally 

consistent and reliable tool for 

residents’ self-assessment. Some 

demographic differences are 

clear. 
 

Comments 
 

This is an interesting study 

which “promotes” a patient-

centered consultation model. 

When looking at the results it is 

important to note that the study 

includes both surgical and non-

surgical students, and that 55% 

are in year 1-2. Only 22% are 

doing year 4 or more. That is – 

most residents are not very ex-

perienced. 

1It would have been useful if at 

least some of the questions used 

had been included in the article.  



  

 

Some of the figures and statis-

tics could have been excluded. 
 

Implications for training 
 

The tool for self-assessment of 

communication skills and 

professionalism seems to be a 

good learning tool but is not 

made for evaluation purposes. 

 

 

Medical students' opinions of 
psychiatric illness in primary 
care  
 

Reviewer Mladenka  

Vrcic-Keglevic  
 

Summary  
 

Previous research has shown 

that general practitioners 

(GPs) hold negative attitudes 

towards patients with 

schizophrenia, which do not 

simply reflect the nature or 

chronic aspects of the illness. 

This study aims to describe the 

attitudes and predicted beha-

viour of medical students to-

wards patients with mental ill-

ness in a primary care setting 

and to investigate whether 

these are affected by the stu-

dents' level of training. 

A sample of 1239 students 

from the University of Birmin-

gham Medical School were 

each given one of four case 

vignettes, all of which were 

identical except that the pa-

tient involved was described as 

having a previous diagnosis of, 

respectively, schizophrenia, 

depression, diabetes or no ill-

ness. Stu-dents rated their level 

of agreement with 12 attitu-

dinal statements relating to the 

vignette. 

A total of 1081 (88%) stu-

dents responded to the ques-

tionnaire. Students were ge-

nerally less favourable in  
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their responses to patients 

with either schizophrenia or 

depression. They would not 

be as happy to have them on 

their list, believed these pa-

tients would consume more 

time and considered they 

would be less likely to comply 

with advice and treatment. 

The students expressed more 

concern about the risk of vio-

lence, the potential welfare of 

children and the possibility of 

illegal drug and excessive alco-

hol use. General clinical and 

psychiatric training had little 

effect on these reactions. 
 

Patients with mental illness 

provoke less favourable 

responses in medical students, 

which are not altered by 

furthering education. Under-

graduate primary-care-based 

mental health education 

should be re-evaluated to 

ensure that students develop 

an empathetic and positive 

approach to mental health 

patients and their treatment. 
 

Comments 
 

This study has several 

strengths. First and foremost, 

the importance of the topic of 

mental illness is highlighted 

and set into a clear conceptual 

framework in the introductory 

paragraph. The way of 

thinking on the topic is clearly 

stated in the study, 

exhaustively enough, with a 

clear description of the “social 

exclusion of  mentally ill 

people, negative attitudes of 

medical profession similar to 

the general population and 

attempts to change this views 

through the medical 

education”. Other strengths 

are the substantial bulk of 

literature on the topic and the 

magnitude of the sample of 

respondents accounted for 

(88% of the students 

responded and 68% of 

undergraduate medical 

students from one school, 

Birmingham Medical School). 
 

However there are several 

limitations to this study. 

Firstly, related to the topic of 

the study, according to the 

psychological literature, this is 

not exactly a question of 

attitude. It is more a question 

of opinions. Nowadays, 

semantic diffe-rentials are the 

most valid and reliable method 

to measure attitudes, not 

simple statements using the 

Likert scale. But this way of 

measuring attitudes is very 

commonly used in medical 

education literature. Secondly, 

related to the cross-sectional 

design of the study : to inves-

tigate the association of the 

level of training with the 

attitudes of medical students a 

longitudinal study would be 

necessary to obtain more 

information on possible chan-

ges. Furthermore, it is not clear 

from the des-cription of the 

procedure whether the 

different groups of students 

were confronted with different 

case vignettes or each group 

with only one. Although the 

groups of students did not 

differ according to the socio-

demographic variables, there 

was no proof that their 

attitudes were not influenced 

by other, co-founding 

variables. It could be more 

appropriate to compare the 

attitudes of a particular student 

toward 4 entities : 

schizophrenia, depression, 

diabetes, and good health and 

then draw conclusions. 

The weakest element of the 

paper is the measurement, the 

Lawrie questionnaire, used  

instrument to investigate the 

attitudes. It is comprised of 10 

statements, 8 of which cannot 

be traced to negative attitudes/

opinions since they express 

realities concerning mental 

illnesses. For instance: the 

students’ perception that 

mentally ill patients will take up 

more time is real, because there 

is evidence that these patients 

have a higher consultation rate. 

The situation is the same with 

statement number 3 (You 

would refer this patient to a 

hospital specialists), with 

number 4 (This patient is more 

likely to be violent then most 

patients), number 5 (She is 

unlikely to comply with advice 

or given treatment) etc. Two 

statements are indifferent, not 

relevant to opinion/attitudes 

f.e. Would you advise her to 

eat more healthy ? Only three 

statements are expected to 

measure opinions/attitudes : 

statement 1 ( You would be 

happy to have this patient on 

your list) and 2. (She arouses 

your sympathy).  In 

conclusion: how can valid 

results be expected if no valid 

method of measurement is 

used ?  
 

Implications for training 

The authors’ suggestion for 

future research (to use another 

educational method : 

autobiographical case studies 

to reduce stigmatization of the 

mentally ill patients by health 

professionals) is doubtful. The 

limitations of any method to 

change attitudes (including 

medical education) are well 

documented.  Attitudes are 

established in early childhood 

due to families’ and societies’ 

attitudes.  There is however 

literature about  changes in 

professional behavior.  More 

concentration on 
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“Careful: work in progress!”  
Experimenting with e-tutorial   
 
Reviewer Yvonne van  

Leeuwen  
 

Deketelaere A, Degryse J , De Munter 

A, De Leyn P . Twelve Tips for Suc-

cessful E-tutoring of Electronic Portfo-

lios. Medical Teacher, 2009. 
 
 

Summary  
 

The authors give 12 tips to 

colleagues who plan e-tutorials 

on the basis of portfolio-

learning. Each tip is soundly 

based on realistic arguments 

and personal c.q. common 

experience. The tips are clear 

and easy to implement. They 

should be part of a handbook 

for e-portfolio learning and 

assessing.  

 

Comments 
 

Real research-evidence on the 

effectivity of e-tutorial is inevi-

tably not abundant, because it 

is still scarcely available. Al-

though the authors are fully 

aware of the danger of the 

portfolio-hype, there may be 

even more fundamental ques-

tions concerning value and 

implementation.  For example: 

Do we have enough evidence 

that portfolio-learning effects/

changes learning in the individ-

ual? Is it not only visualizing 

what was already there?  If so, 

we should regard it and use it 

in another way.  

Some say that women have 

more advantage of the portfo-

lio system than men, because 

of their greater verbal expres-

sion culture. To me that seems 

very plausible. Men normally 

dislike this sort of ‘exercise’.  

Would it be possible to use the 

portfolio only in the atmos-

phere: proud to be assessed? 

So: let the student boast of all 

he/she does well. The variety 

in products may make them 

think. Pass/fail assessment is  

done by other means, in this 

option.  

My personal impression is 

that this medium is very good 

for the very good student, for 

others much less. I would 

very much like to see refined 

research on this subject.  

Nevertheless: the authors 

contribute very much to bet-

ter use of portfolio-learning.  
 

 

Developing medical profes-
sionalism by studying contem-
porary sociological literature?  
 

Reviewer Monica Lindh  

Martimianakis MA, Maniate JM, 

Hodges BD. Sociological interpreta-

tions of professionalism.  Medical 

Education 2009;43:829-837.  
 

Summary  

This paper reviews a range of 

approaches used in sociology, 

from the 1920s and onwards. 

The approaches include pro-

fessionalism “as a list of traits 

and behaviours”, “as a role 

played in society”, “as a social 

construction” and “as means 

and affect of social control”.  

Medical educators primarily 

frame professionalism as a list 

of characteristics or behav-

iours. But a focus on this 

alone is insufficient as a basis 

on which to build further 

understanding of profession-

alism. Sociologists have ar-

gued that focusing on any nor

-mative definitions of profes-

sionalism (trait-based, behav-

iour-based or role-based) 

leads to an over-emphasis on 

codes of behaviour and mis-

ses the influences of context, 

institutions and socio-econo-

mic and political concerns in 

the creation of the definitions. 

Freidson E, for example, 

showed that the culture and  

values of the institutions in 

which a new graduate doctor 

practised were much more 

important determinants of his  

or her professional behaviour 

than the training he or she had 

received in medical school.  

A central question concerns 

whose standards students are 

conforming to. The most sig-

nificant issue concerns not what 

constitutes professionalism, but 

who is able to decide on the 

definition and why. 

 

There is a growing awareness 

that professionalism is too com-

plex to be reduced to a simple 

checklist of characteristics and 

behaviours. Instead we can 

think about professionalism as 

something that is socially con-

structed in interaction.  

Teaching professionalism 

should make clear that the con-

struct of professionalism is cen-

tral to the identity of the doctor; 

that factors constituting profes-

sionalism are not static; it is a 

nexus of power with dimensions 

of gender, race and class; and 

that actions of professionals 

have far-reaching consequences. 

 

A conclusion is that contempo-

rary sociological literature on 

professionalism should have 

greater prominence in medical 

education.  

 

Comments 

 

This is an interesting paper from 

the Wilson Centre for Research 

in Education and Departments 

of Paediatrics, Medicine and 

Psychiatry, University of To-

ronto, Ontario, Canada. The 

paper starts with “a common 

clinical scenario” in which a 

doctor performs a vaginal ex-

amination in an open hallway in 

the emergency department of a 

hospital. The following discus-

sion and the historical review of 

approaches to professionalism 

used in sociology, relate to the 

case-study. Although it de-

scribes a clinical situation far 

from family medicine practice 

and the principles of family 

medicine, this paper is still 

valuable for learning family 

medicine.  

 

Implications for training 

 

In agreement with the authors 

it is clear that contemporary 

sociological literature ought 

to be more emphasized in 

medical education, especially 

in the field of family medi-

cine. This paper could be 

used in discussions/

coursework on issues such as 

development of professional-

ism, both at undergraduate- 

and postgraduate level. 
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