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The goal of the International Family Medicine Education column is to bring our readers information 
about developments in family medicine education in countries outside the United States. We will abstract  
literature from journals published throughout the world that address issues relevant to medical student 
education and graduate training in family medicine and general practice. The issues may relate to changes 
in medical education or in medical care organization or delivery. Topics may also address health and 
illness issues relevant to family physicians throughout the world. If you have seen something published 
in the non-US literature about the development of family medicine education and research that could be 
shared with your colleagues, please contact me at 415-597-9370. E-mail: jrodnick@psg.ucsf.edu. Uni-
versity of California, San Francisco, Department of Family and Community Medicine, UCSF Box 0886, 
San Francisco, CA 94143. Your comments regarding this column are welcome. 
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Australia

How to Develop a Regional 
or Rural Medical Campus
(Hays RB. Guiding principles for 
successful innovation in regional 
medical education development. 
Rural and Remote Health 2006; 
6:516. Available online at http://
rrh.deakin.edu.au/articles/sub-
viewnew.asp?ArticleID=516)

Fortunately, medical education 
is expanding in many countries. 
With urban medical schools having 
limited ability to grow their student 
capacity and with an urgent need 
for rural physicians, new schools or 
regional campuses are often started 
in more semi-rural or rural areas. 
In this paper, the author shares 10 
principles for developing regional 
medical school campuses:

(1) Ensure strong local com-
munity, professional, and political 
support for a relevant and achiev-
able mission.

(2) Develop an appropriate struc-
ture (usually either an outreach 
campus of an urban school, empha-
sizing training for medical students 
in their clinical years, or a more 
independent, true regional/rural 
medical school).

(3) Design a curriculum that 
matches the mission and addresses 
regional or rural issues.

(4) Recruit faculty who are posi-
tive role models for regional/rural 
practice.

(5) Select students who have 
the best potential to achieve the 
mission.

(6) Ensure high-quality learning, 
often based off campus and in the 
community. Faculty development 
must be a high priority.

(7) Ensure a smooth transition to 
postgraduate training and to con-
tinuing professional development 
in the regional area.

(8) Facilitate research devel-
opment in areas relevant to the 
mission (such as health services, 
population health, workforce, and 
education research).

(9) Build in sustainability through 
succession planning, maintenance 
of mission, and managing expec-
tations.

(10) Evaluate the process and 
outcomes of the school.

The author concludes that the 
natural history of many pioneer-
ing regional campuses has been 
to slowly transform themselves 
into a traditional medical school. 
However, there is a place for the de-
velopment of centers of expertise in 
medical education innovation that 
operate in a different environment 
than traditional medical schools. 

Comment: Hopefully, these guid-
ing principles have been followed 
by developing regional campuses 
in the United States, such as the 
University of California San Fran-
cisco-Fresno medical education 
program. It is important for regional 
campuses not to imitate an urban 
academic medical center and lose 
or dilute their focus on meeting 
the workforce needs of their com-
munities.

Europe

A Way to Evaluate Primary 
Care Practice Management 
(Engels Y, Dautzenberg M, Camp-
bell S, et al. Testing a European 
set of indicators for the evaluation 
of the management of primary 
care practices. Fam Pract 2006; 
23:137-47.)

The effective organization and 
management of a practice is a pre-
requisite for offering good quality 
clinical care. Patients want access 
and time with the physicians, as 
well as convenient, clean, and safe 
surroundings. Europe is moving 
toward a borderless society, yet 
there is no valid and reliable method 
of assessing and characterizing the 
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structure and management of gen-
eral/family practices in different 
countries.

The authors represent six Eu-
ropean countries—Belgium, Ger-
many, France, The Netherlands, 
Switzerland, and the United King-
dom. They used a Delphi process 
to narrow down 171 quality and 
practice parameters to 62 indica-
tors that had face validity with 
expert panels in each country. The 
indicators covered five domains: 
practice infrastructure, information 
handling, personnel, finance qual-
ity, and safety.

They then tested the instru-
ment in a convenience sample of 
30 primary care practices in nine 
European countries (the six pre-
viously mentioned plus Austria, 
Israel, and Slovenia). Each practice 
was visited three to six times by a 
trained general practitioner (GP) 
interviewer as well as completed 
questionnaires given to the practice 
managers, staff, the individual GPs, 
and 30–70 patients. These were 
used to fill out the practice assess-
ment instrument.

The instrument is included in the 
article, and the 62 items included 
such things as the practice has toi-
lets for patients, the practice is ac-
cessible for wheelchairs, staff have 
job descriptions, the medical record 
has a problem list and medication 
list, every GP has access to e-mail, 
the staff and GPs have positive 
work satisfaction, and the practice 
has an annual financial plan.

The results highlighted certain 
items that had a wide variation. For 
example, the surveyors found that 
the percentage of practices with a 
functioning refrigerator with a ther-
mometer varied between 13% and 
88% in different countries. Privacy 
in the exam rooms for undressing 
and physical exams varied from 
13% to 97%. The percentage of 
practices recording smoking status 
varied from 53% to 100%, and 
those keeping controlled drugs in a 
locked cupboard varied by country 
from 11% to 90%.

The authors found that 53 items 
showed significant differences 
among countries. They also noted 
differences between solo and mul-
tiple doctor practices—the latter 
being better organized, the former 
having higher patient satisfaction. 
The authors conclude that the in-
strument is able to assess practices 
across Europe and will help in cre-
ating international standards and 
benchmarks.

Comment: This was a big study. 
The large variation by country in 
some parameters is surprising. It 
would be interesting to see how 
practices in different parts of the 
United States compared. Perhaps 
the instrument will become the ba-
sis of an international accreditation 
of practices, or it could be the basis 
of a multi-country pay-for-perfor-
mance initiative.

South Africa

A Short History of Family 
Medicine in South Africa
(Hellenberg DA, Gibbs T, Megennis 
S, Ogunbanjo GA. Family medicine 
in South Africa: where are we now 
and where do we want to be? Eur J 
Gen Pract 2005;11:127-30.)

Family medicine is slowly re-
emerging as a specialty in South 
Africa (and is also emerging in 
other countries in Africa such as 
Nigeria, Egypt, Kenya, Uganda, 
and Tanzania).

General practice/family medi-
cine has a relatively long history 
in South Africa that in many ways 
parallels the United States. The 
South African College of General 
Practitioners was started in 1969, 
the first department of family 
medicine founded in 1977, and the 
South African Academy of Family 
Practice/Primary Care (SAAFP), 
the examining body for the disci-
pline, was created in 1980.

Vocational (postgraduate) train-
ing began in 1985. The training con-
sists of appointing young doctors, 
who have completed an internship, 

to rural service positions. The train-
ees meet periodically and engage in 
off-site, part-time training and study 
that leads to a master’s degree, the 
equivalent of board certification. In 
2001, training was upgraded with 
defined care competencies, as well 
as guidelines for accreditation of 
training sites and supervision of and 
length of training.

In 2005, all interns (which con-
sists of 2 years of training in South 
Africa) were required to have a 
compulsory 2-month rotation in 
family medicine, and the family 
medicine postgraduate training be-
came a formal 4-year experience.

There has been a parallel devel-
opment of departments of family 
medicine. Now, all eight medical 
schools have departments as well 
as undergraduate training time in 
family medicine.

The authors note that there are 
flaws with the current situation. The 
government has not fully bought in 
to the plan, current GPs feel the 4-
year training is too long before be-
ing allowed to go into independent 
practice, and the public feels that 
family medicine primarily benefits 
middle-class communities. There 
are also poor working conditions 
in many hospitals and an alarming 
emigration of doctors.

The authors conclude that the 
strong partnerships between private 
practicing GPs, academics, com-
munity health centers and clinics, 
hospitals, and the government are 
needed. They look to their col-
leagues in other countries—particu-
larly the United Kingdom, Canada, 
and Australia—for support.

Comment: There are not many 
good models of how to do GP/fam-
ily medicine postgraduate training 
in resource-poor countries. A for-
mally organized but service-ori-
ented program has been developed 
in South Africa that seems a bit like 
a cross between a National Health 
Service Corps position and a faculty 
development fellowship. 


