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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. 

Jonathan E. Rodnick, MD
Feature Editor

International Family Medicine Education

Malaysia

Reducing No-shows With 
Text Message Reminders
(Leong KC, Chen WS, Leong KW, 
et al. The use of text messaging 
to improve attendance in primary 
care: a randomized controlled trial. 
Fam Pract 2006;23:699-705.)

Patient no-shows or nonattendance 
is a universal problem. A variety of 
patient interventions to reduce no-
shows have been tested with vary-
ing success, including telephone 
prompts, reminder postcards, and 
formal agreements to attend future 
appointments. Text messaging 
allows one person with a mobile 
phone to send a message to an-
other mobile phone. Although the 
messages are delivered instantly, 
the recipient can read them when-
ever convenient. Text messages 
are cheap and less intrusive than a 
voice mail.

The authors wanted to determine 
if text-messaging appointment re-
minders would be effective. They 
recruited patients from five private 
and two public primary care clinics. 
Participants were patients or patient 
caregivers at these clinics who had 
a mobile phone and a follow-up 

appointment in the next 3 months. 
The intervention was either a text 
message reminder sent 24 to 48 
hours before their appointment or 
a telephone contact—patients or 
caregivers were called up to three 
times on their mobile phone to give 
a similar verbal message (no voice 
mail was left). There was a third 
control group. Neither text nor 
voice messages were generated by 
a computer. 

The authors enrolled 993 par-
ticipants. About one quarter were 
caregivers of the patients. There 
were no demographic differences 
among the three groups.

The attendance rate (the partici-
pants could turn up any time during 
clinic hours on the appointed day 
to be counted as having made the 
appointment) was 48.1% for the 
controls, 59.0% in the text messag-
ing group, and 50.6% in the phone 
reminder group. The differences be-
tween the voice and text messaging 
groups and the control group were 
significant. In an economic analy-
sis, they calculated that it cost about 
75 cents (US) for each attendance 
gained by text messages compared 
to $1.35 for a voice reminder. The 
costs were greater because the 
number of calls it took to reach 

people and phone conversations 
lasted longer.

The authors conclude that text 
messaging reminders to mobile 
phones were effective and likely to 
be less costly than a voice reminder 
or a landline to landline reminder. 
Interestingly, the authors chose not 
to leave a voice message reminder 
since they were of the opinion that 
most people do not check voice 
mail.

Comment: A no-show rate of 
50% is pretty high, and I suspect 
there may be a Hawthorne effect 
(almost any intervention will im-
prove the outcome). The authors 
point out that most clinics in Ma-
laysia do not have appointment 
systems so many individuals are not 
familiar with them. However, this 
sounds like a great idea in countries 
with high mobile phone penetration 
rates. A text-messaging reminder 
system might work well where a 
computerized appointment system 
can be linked to an automated sys-
tem to generate and send prepared 
messages (as long as they are not 
ads).
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South Africa

Suggestions for Improving 
Rural Physicians 
Recruitment and Retention
(Kotzee T, Couper ID. What inter-
ventions do South African qualified 
doctors think will retain them in ru-
ral hospitals of the Limpopo prov-
ince of South Africa? Rural and Re-
mote Health 2006;6:581. Available 
at http://rrh.deakin.edu.au/articles/
subviewnew.asp?ArticleID=581.)

Rural health workers, particu-
larly doctors, are scarce the world 
around. For example, rural Lim-
popo province of South Africa, 
where this study was conducted, has 
11.7% of the population of South 
Africa but only 2.6% of the medical 
practitioners. Many strategies have 
been implemented in South Africa 
to try to correct this imbalance, 
including the creation of a District 
Health System with an emphasis 
on primary care, the development 
of mid-level workers, and the in-
troduction of 1 year of compulsory 
community service for medical 
school graduates.

The authors wanted to iden-
tify what factors that rural doctors 
would recommend to improve 
their recruitment and retention. 
They recruited and interviewed 
10 physicians who had completed 
their 1 year of compulsory service 
in Limpopo province and continued 
in rural hospital-based practice. 
They audiotaped, transcribed, and 
analyzed the interviews to identify 
major and minor themes.

The interviews included six male 
and four female physicians ranging 
in age from 25 to 40. Eight were 
black and two white. Eight had had 
a rural upbringing. All had gone to 
medical school in South Africa and 
had completed an internship.

The most common themes or in-
terventions were (roughly in order 
of importance):

(1) Improve the remuneration of 
rural doctors (for example, supple-
mental rural living allowances).

(2) Improve the housing pro-
vided by rural hospitals for staff 
(frequently no housing is available 
in the community).

(3) Improve the physical hospital 
infrastructure (facilities and equip-
ment).

(4) Improve rural hospital man-
agement and staffing.

(5) Improve medical education 
in rural hospitals (and link it with 
further postgraduate training).

(6) Ensure career progression for 
rural doctors (in South Africa they 
are employed by the hospital).

(7) Grant more annual leave, 
study leave, and unpaid leave.

Other themes included facilitat-
ing better working relationships 
with colleagues and staff, improv-
ing specialty consultation and/or 
referral, supporting rural doctors’ 
families and their children’s school-
ing, creating higher-level posts for 
doctors committed to rural practice, 
and reducing the workload (espe-
cially after-hours emergency call).

The authors note that improv-
ing one individual factor, such as 
salaries, is unlikely to lead to sig-
nificant improvements in retention; 
the challenge is to develop a multi-
factor approach with the resources 
available.

Comment: This study addressed 
the question “Once in rural practice, 
what does it take to get you to stay 
there?” The key themes—better 
salaries and housing, better hos-
pital and clinic facilities and man-
agement, and systems to support 
vacations, continuing education, 
coverage, and consultation would 
likely emerge from interviews of 
rural doctors throughout the world. 
With the difficulties in physician 
recruitment, high turnover, low mo-
rale, and poor retention in so many 
countries, why is this situation so 
difficult to improve?

The Netherlands

Barriers to 
Collaborative Care
(Berendsen AJ, Benneker WHGM, 
Schuling J, Rijkers-Koorn N, Slaets 
JPJ, Jong BM. Collaboration with 
general practitioners: preferences 
of medical specialists—a qualita-
tive study. BMC Health Services 
Research 2006;6:155. Available 
at www.biomedcentral.com/1472-
6963/6/155.)

Collaboration between general 
practitioners (GPs) and specialists 
(consultants) seems an important 
way to improve medical care, espe-
cially in countries where GPs con-
trol patient access to specialty care 
(gatekeeping). Collaboration may 
improve efficiency of care, reduce 
duplicated tests, and decrease costs. 
However, there are many barriers to 
collaboration, including structure 
and finances of the system and 
professional self-interest, values, 
and autonomy. Perhaps because of 
these barriers, many collaborative 
projects have failed. The authors 
were interested in addressing the 
question: What motivates special-
ists to initiate new forms of working 
collaboratively with GPs, and will 
these motivational factors last?

The authors designed a qualita-
tive study with semi-structured in-
terviews and selected 18 specialists 
chosen to represent different spe-
cialties (such as pediatricians, psy-
chiatrists, and surgeons), physician 
ages, and working situations (aca-
demic, large and small hospitals). 
Each interview focused on their 
experiences with collaboration. 
They were audiotaped, transcribed, 
and analyzed by three researchers 
based on “grounded theory.”

They found that specialists are 
interested in collaboration primar-
ily because GPs are the gatekeepers 
and can help regulate their patient 
flow—decreasing waiting times and 
the pressure on outpatient clinics. 
Specialists do not feel they have 
much to learn from the GP. How-
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ever, they enjoy teaching the GP, 
so that the GP can handle certain 
problems or that when they do refer 
a patient, the patient’s work-up will 
be better. The authors note that this 
attitude reflects an underlying dif-
ference in status and is an important 
barrier to collaborative practice. 
Specialists also noted a lack of time 
and no financial compensation for 
becoming involved in a collabora-
tive practice. Most specialists did 

want to personally know their refer-
ring GPs, but once the relationship 
was established they felt it could 
be maintained through occasional 
professional contact.

The authors concluded that barri-
ers seem to outweigh motivation for 
successful collaborative practices in 
The Netherlands.

Comment: One doesn’t see many 
truly collaborative practices in-

volving primary care and special-
ists. However, multidisciplinary 
practices are sprouting up every-
where—for example, for wound 
care, palliative care, and chronic 
disease management. This paper 
makes one wonder how long they 
will last if power and financial is-
sues are not addressed.


