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The training of family medicine specialists and
training in general practice

Aile hekimligi uzmanlarinin egitimi ve birinci basamak aile hekimligi uygulamasinda egitim

Niels Kristian Kjaer

Summary

This article contains thoughts and reflections about training in gen-
eral practice and the use of learning goals. It is based on experi-
ences from Scandinavia and findings in literature. It describes the
complexity of a medical competence, it suggests a structure for
training in family medicine and it gives advice about how to write
and how to use learning goals in vocational training.

Key words: Learning, vocational education, general practice/ fam-
ily practice.

Family Medicine As Part of Basic
Postgraduate Training

The transition from university to clinical practice can
be a challenge." Many countries therefore have basic
postgraduate programmes for newly educated doctors as
preparation before they enter specialist training. The
Foundation Programme in the United Kingdom (UK) is
an example of such an introductory programme.” In the
UK and several Scandinavian countries, family medicine is
part of this basic postgraduate medical training pro-
gramme. A Danish study has compared basic postgraduate
training in internal medicine departments, in surgical
departments and in general practice.”™”

The study showed that general practice provided bet-
ter supervision and better learning support than hospital
departments.” It also showed that the inclusion of family
medicine in basic training was beneficial for all young doc-
tors, especially for doctors aiming at hospital careers."”

Progressive countries that aim for a comprehensive
healthcare system should consider introducing general

Ozet

Bu makale aile hekimliginde egitim ve 6grenme hedeflerinin kullani-
mi Gzerine goris ve yansitmalar icermektedir. iskandinavya’daki de-
neyimlere ve literattrdeki bulgulara dayanmaktadir. Makale tibbi ye-
terlikteki karmagikliklari tanimlamaktadir, aile hekimligi egitimi icin bir
yap! 6nermekte ve uzmanlik egitiminde 6égrenme hedeflerinin nasil
yazilacagi ve nasll kullanilacagr hakkinda tavsiyede bulunmaktadir.

Anahtar sézciikler: Ogrenme, uzmanlik egitimi, aile hekimligi.

practice as a mandatory part of basic postgraduate training
programme for all their new graduates, no matter what
specialism they are aiming for."

Family Medicine Programmes
Throughout Europe

The specialist training programmes for family medi-
cine vary throughout Europe, probably due to differ-
ences in traditions and in tasks. The majority of coun-
tries have three year programmes, some have fewer and
a growing number have more.

There has been a tendency to shift from training pri-
marily in hospitals towards more and more training
based in general practice surgeries, most evident in
Norway. This development, however, makes it impor-
tant to develop and to ensure the quality of training in
general practice. Without proper learning facilities and
skilled General Practitioner (GP) trainers, we cannot
expect benefits from expanding the training into general
practice.”

) Research Unit of General Practice, Institute of Public Health, University of Southern Denmark, Odense, Denmark



The optimal length of a family medicine program
and the most beneficial distribution between training in
hospitals and general practice are not known. The inten-
siveness of the training and the quality of supervision
affects the amount of training needed.

Several European countries have successful three
year programmes, from which competent family medi-
cine specialists seem to graduate. It is my personal
impression, though, that a significant number of the
newly educated family physicians from the three year
programmes, feel neither proficient nor confident.
These GPs often request some kind of support or specif-
ic continious professional development activities during
their first years of practice. In my view, since proficient
and confident doctors are presumed to be a good invest-
ment for the society, this indicates that an extension of
the programmes could be beneficial.

Why Are Proficiency and

Confidence Needed?

In a country like Denmark, 90% of primary patient
encounters are solved completely in general practice. If
Danish GPs started to refer just 1% more patients to the
hospitals, it would raise the padent flow through the
Danish hospitals by 10%. Even a slight impact on the
competence level in general practice, therefore, would
have a significant impact on the hospital sector. If a coun-
try were to decide to use the same amount of time and
energy on educating their specialists in family medicine as
it does on educating its other specialists, it would probably
make one of the strongest and most cost effective invest-
ments possible in its health care system."

I would therefore suggest a family medicine pro-
gramme lasting 4 or 5 years, depending on national ambi-
tions and expectations of the role of family medicine with-
in the national health care organization.

High quality demands more than length of pro-
gramme. Experiences from the Nordic countries and UK
show it is also necessary to have an organization which
defines the framework for the family medicine training,
ensures the quality of the training, sets the professional
standards, develops ‘train the trainer’ programmes and so
forth. It is clear that this organization requires a profound
and comprehensive insight into the professional context of
family medicine.

"This could be a national family medicine college such
as the Royal College of General Practitioners in the UK"”
or the Danish College of Family Medicine in Denmark.
An alternative approach could be to allow university
departments in family medicine to be responsible for set-

ting the standards for training. If this road is followed,
these university departments would have to run their own
family medicine clinics in order to keep in touch with real
patients and the core content of family medicine as a clin-
ical speciality. Family medicine should not, however,
choose a model very different from the other specialities if
the intended aim is confident and proficient family physi-
cians. I would recommend that the authorities consider
how hospital specialities are run in their country, and how
the quality and professional standards are ensured, and
then select similar procedures for family medicine.

The Use of Learning Goals in Family
Medicine Training

Almost all family medicine training programmes have
a curriculum with a set of learning goals. The documen-
tation for the benefits of learning goals in clinical educa-
tion is sparse. We do not know whether the missing evi-
dence is due the quality of the goals used, due to the con-
ditions for clinical training or simply because it is diffi-
cult to show proper educational effect in general.

We know that learning goals can be formulated both
too broadly/generally, or focused too narrowly.” If a
broad goal such as “handle patients with acute medical
problems” is used, it remains up to the individual trainer
to define the specific outcome, based on his own experi-
ence and understanding. If the trainer is a hospital con-
sultant, this understanding might be different from that
of a GP trainer. Even between family physicians at uni-
versity clinics and local working GPs, there can be differ-
ence in the conceptualizing of a goal. Very different
training outcomes might be achieved when using very
broadly formulated goals, despite the trainees are using
the same learning goals in principle,” unless the learning
frames are defined very precisely.

If narrow goals are used, several hundreds, maybe
thousands, of goals would have to be formulated in order
to cover all the issues a family physician might handle.
This could easily lead to a loss of not only the overview
but also the complexity of family medicine. Training
would become a tick box exercise instead of the develop-
ment of medical expertise.

Another challenge for authors of curriculums is the
educational dilemma of opportunistic vs. goal-oriented
education.” Opportunistic learning is learning from the
‘coincidental’, from the patients of the day, while goal-ori-
ented education focuses on obtaining the pre-defined
learning outcomes. If the training is “to0” goal-oriented,
there is a risk of losing good learning opportunities,
because the trainee has to focus on the next goal on the list
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instead of on the patient in front of him. In training with-
out any goal however, there is a risk of missing important
parts of the necessary learning, missing incentives for spe-
cific feedback and missing a framework for assessment.
Clinical training relies on opportunistic learning and
learning from all patient encounters. The “patient cen-
tered approach” should always be defended in family med-
icine. In general practice it is the patient’s perception of
the problem, which is the starting point for the consulta-
tion. Learning goals in family medicine should support
this perspective and not harm or disturb it by setting its
own agenda. It is therefore important to achieve the right
balance between goal-oriented and opportunistic learn-
ing. It is also necessary to understand that it is not possi-
ble to define all the necessary competences because of the
unpredictable nature of a GP’s working life.

These conditions provide a real challenge for cur-
riculum authors, since good learning goals are neverthe-
less necessary. We need them as necessary arguments, in
order to define and argue for proper learning frame-
works. Trainers need them in order to provide efficient
feedback and trainees need them as “a pair of glasses”, to
make it possible to see the family medicine perspective in
the sea of incalculable learning opportunities.”
Furthermore, a set of authentic learning goals would
show the world what a GP is capable of, which is often
more than hospital doctors and society expect.

How to Write a Good Learning Goal

When you write a learning goal, the verb used, is of
crucial importance because there is a taxonomy in learn-
ing objectives. If you phrase the objective as: “need to
know .....” you ask for knowledge. If you use “can apply an
intra uterine device....” you ask for skills. If, however, you
use “be able to handle patients with stomach complaints”
you ask for performance. In the request for performance,
knowledge, skills and attitudes will be embedded. Further,
a request for knowledge cannot ensure that that knowl-
edge will be properly applied in a clinical situation.
Curriculum authors therefore always have to consider
carefully their choice of verb in writing learning goals.

There has been a tendency to move away from noso-
logical (diagnosis-oriented) and procedure-oriented
goals towards speciality-oriented and outcome-based
goals. This seems rational because neither a diagnosis-
oriented nor a procedure-oriented curriculum takes full
account of the complexity of general practice.

Furthermore, a very important part of the general prac-
titioner’s competence is the ability to detect and define
the problems of unselected patients. The GP must, so to
speak, be able to navigate in the pre-diagnostic phase.
The diagnosis-oriented curriculum, with goals such as
“be able to treat patients with pneumonia”, does not
therefore fully acknowledge the GP’s competence. If you
instead formulate the goal as: “be able to diagnose, treat
or (if needed) refer patients with a cough”, then the goal
indicates that the GP has to be able make diagnostic dis-
tinctions between asthma, cold, congestive heart disease,
gastro-intestinal reflux, cancer, psychological conditions,
tuberculosis, pneumonia and other possible causes of the
cough. He or she has to show that the diagnostic activi-
ties are relevant and cost efficient for the specific patient
he or she encounters.

I am reluctant to recommend a specialty-oriented cur-
riculum using goals such as “be able to treat patients with
urological complaints or gynecological complaints”, since
these hospital-oriented specialties define the competen-
cies on selected patients, and the clinical experiences from
hospitals cannot uncritically be transferred to the unse-
lected patients in general practices. Furthermore, many
entrance symptoms to general practice cannot be classified
according to a hospital specialism. In which specialism
would you, for example, place the patient who says: “I am
so tired doctor”?

Outcome based learning goals describe the capacities
or competences, which are needed when the trainee has
entered the role of a family medicine specialist.

The learning goals are often arranged in frameworks,
which describe different “areas of competence”.
EURACT* has made one type of framework,"” another
example is the CanMEDS** roles."! The CanMEDS
framework defines a number of doctors’ roles, such as
medical expert, health advocate, communicator, academic,
collaborator etc.

The specific learning goals are allocated within one of
these “roles”. In the daily training, frameworks are often
criticized by the GP trainer. They find these frameworks
artificial compared with real life. However, the use of
frameworks can easily be defended. In the case of a prob-
lematic trainee, the framework and the learning goal can
give a specific understanding of the nature of the problem.
It can provide a language, which can be used in the feed-
back. GP trainers’ “gut reactions” are probably a relative-
ly reliable way of making judgements, but they provide lit-

*EURACT: European Academy of Teachers in General Practice/Family Medicine
**CanMEDS: Physician Competency Framework of Canada
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tle aid to a trainee who needs constructive and specific
feedback in order to improve.

Besides supporting the detection of learner problems,
outcome- or competency-based education has additional
advantages. In the attempt to define and describe the com-
petencies of a GP, it becomes apparent which learning
opportunities and feedback you need to train, obtain and
develop the defined competences.

Looking at the competencies of an experienced GP
and turning these competencies into the learning goals for
future family physicians is, in theory, the perfect solution.
In reality it is a great challenge and it is far from uncom-
plicated. First of all, it requires that we can define all the
competencies a GP posseses, which is very difficult. It is
also very complicated, if not impossible, to assess these
broadly defined competences in a valid and reliable way.
Problems quickly arise in attempting to define the compe-
tencies. It requires a mutual understanding of the concept
“competence”.

What is a Medical Competence

As previously stated, it is a challenge to define the
right outcome or competences in an operational sense.

In the literature, a competence is often defined as a
combination of knowledge, skills and attitudes. This
understanding is inspired by Aristoteles”” but does not,
in my opinion, provide an operational understanding
suitable for educational planning.

I prefer another definition, which considers compe-
tence as a combination of evidence-based knowledge,
experience-based knowledge, a motivation and ability to
assess and improve oneself, and an ability to perform the
relevant skills in a given context.

In other words, a competence is more than to know
and to know how to, it is also to know when, to know
why, to know how it works and to know without con-
scious knowledge.

To know “when”, is the ability to initiate your knowl-
edge and skills in the relevant situations, and to be able
to transfer knowledge obtained in one context and use it
in another context (transferable ability).

It is important not to regard “evidence” and “experience” as
conflicting factors.
_______________________________________________________________|

Best pratice will always be:

Evidence based medicine; Performed by experienced minds; In a clinical set-
ting which allows academic reflections, commitment to continuous develop-
ment and is relevant for the patients."

To know “why” is the moral and meta-cognitive
capacity required to ensure performance as a scholar. It
is also the ability to place oneself, and the organization’s
qualifications, into perspective.

To know “how it works” is the ability to monitor
one’s own performance, which is a prerequisite for con-
tinuous development and deliberate practice.

To know “without conscious knowledge” implies that
an important part of experience skills is based on tacit
knowledge"” and if tacit knowledge is eliminated from
competence there will be a reduction in the quality in
health care."”

In order to educate the best qualified future specialist
doctors in family medicine, consideration must be given
to strengthening and including:

1. The way in which evidence-based knowledge is
updated,

2. The development of personal experience-based
knowledge,

3. The support of deliberate practice,

4. The importance of context.

The Importance for Learning in Context

It has long been known that context is relevant for
learning,"” and there is a growing literature describing
contextual learning."? In family medicine, Kramer et al.
have shown that family medicine is best learned within
general practice."” We have similar findings from Danish
training evaluations."” In medicine there seems to be a
hierarchy of medical specialisms, some doctors seeming to
believe that a cardiologist is superior to a family physician,
and some believe it is more challenging to work at a uni-
versity than in a village family medicine clinic. I have a
very deep respect for university professors but it is also
very important that both the professor in cardiology and
the family physician are competent if we want a high qual-
ity health care system."” They require competencies in
different areas for different professional tasks, and there-
fore they require training in different settings.

You can’t learn to play folk music on a violin exclu-
sively by sweeping the floor in a famous concert hall, nor
by playing the triangle in a symphony orchestra. You also
need to train together with skilled folk music violinists.
Learning goals only make sense if they are trained for in
a realistic setting with relevant learning opportunities.”

It seems quite straightforward, but the hierarchy-
based understanding seems to distract logical considera-
tions. This understanding suggests that there is a direct
correlation between professional esteem and best learn-
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ing outcome, unfortunately ignoring the type of the
specifically needed skills.

In my opinion a proper family medicine programme
should contain both training in general practice and/or
family medicine at university clinics and at hospital
departments. The common health problems are easily
learned in family medicine clinics but there are also some
less common though significant conditions relevant for
all future family physicians. These conditions are best
seen at specialised departments. The clinical pre-gradu-
ate training during university training is variable in inten-
sity and clinical decision-making is best learned after
graduation.” Therefore postgraduate clinical exposure to
patients with relevant and significant illnesses or compli-
cations is beneficial. Furthermore, it is an advantage if
hospital doctors and family physicians have a substantial
understanding of each others’ working conditions. This
would provide better collaboration between the sectors of
health care and strengthen the information given to
patients.”) Mutual understanding is also expected to opti-
mize the quality in referrals.””

As previously stated, the most beneficial distribution
between training in hospitals and general practice is not
known. The distribution of the training should be decid-
ed after a thorough analysis of the required competencies,
the optimal learning frame, and the quality of training and
of the accessibility to skilled trainers. If university clinics
for family medicine are involved, it is important to consid-
er how close this setting is to an ordinary family medicine
clinic and to the type of patients and problems there.

In my experience, 1/2 to 2/3 of the time in general
practice and 1/2 to 1/3 of the time at hospital depart-
ments is the best balance. It would be very difficult to
argue for a training programme which had more training
at hospitals than in general practice.

Focused Learning

We have to accept that the evidence for the benefits
of introducing new learning goals is sparse.” It seems to
be the learning frames and learning opportunities which
determine the learning outcomes and not the goals.™" If
the value of clinical training is to be strengthened, we
have to do more than write a new curriculum. It is evi-
dent that training, in combination with feedback, stimu-
lates the development of medical expertise. A way for-
ward could be to strengthen “focused learning”. In
“focused learning” the goals should primarily be used to
define the most relevant context and proper learning
frames in order to ensure exposure to learning opportu-
nities. The goals should however also be used:

The ideal training for future family physicians:
. __________________________________________________________|

e Is based primarily in general practice with supplementary placements
in relevant hospital departments.

e s carried out in close contact with the GP trainers, who are trained in
giving feedback Includes sufficient time for supervision, discussion and
feedback.

e Defines learning opportunities from an authentic curriculum which
respects the complex nature of a medical competence.

e Includes a feasible assessment strategy which supports the trainee’s
development of awareness of their own level of competence and
which detects trainees with potential problems and provides these
with fair and valid testing.

* To ensure the proper teaching qualities of the train-
ers, in order to provide proper feedback
* To ensure time and space for supervision and feed-
back in the daily training
* As a guide for the trainers’ feedback and as a frame-
work for educational discussions
Feedback is of major importance for the development
of medical expertise and the more specific and construc-
tive it is the better. Some trainers miss having a language
and framework to support proper feedback™ and this
could be provided within a proper curriculum. Focused
learning would benefit from a clinically authentic cur-
riculum whilst curriculum authors should be careful not
to write a traditional “university like” curriculum. Instead
they should try to describe the core areas of family med-
icine, in order to define frameworks for focused learning
and feedback in a relevant context.

Meeting the Trainee

Proper training should also focus on how to meet the
trainee in the most feasible way, when he or she enters
the training programme.”’ When trainees start their
postgraduate specialist training they already have a signif-
icant amount of evidence-based textbook knowledge and
a strong ambition to improve. The training should focus
on how to maintain both this knowledge and their moti-
vation. But the training should also focus on how to build
up their personal experience-based knowledge and skills,
and how to make their knowledge and skills operational
in the context of general practice. The training should
recognise that trainees need close support when they
enter the programme, but at the same time ensure that
the trainees become independent learners during the pro-
gramme. The trainees have to be capable of working on
their own as FP/GPs when they leave the programme.
Therefore every programme should have inbuilt the
development of the learner’s responsibility.””
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Assessment

In all learning some kind of assessment is needed.
However, the issue is complex and mis-used assessment
may harm learning. The role of assessment in clinical
training is not part of this article, but it requires signifi-
cant consideration in connection with curriculum
design.
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Aile hekimligi uzmanlarinin egitimi ve birinci
basamak aile hekimligi uygulamasinda egitim

The training of family medicine specialists and training in general practice

Niels Kristian Kjaer"

Mezuniyet Sonrasi Temel Egitimin

Bir Parcasi Olarak Aile Hekimligi

Universiteden klinik pratife gecis zorlayicr olabilir."
Bu nedenle bircok iilkenin yeni mezunlar1 icin uzmanlik
egitimine baglamadan 6nce mezuniyet sonrasi temel egi-
tim programlart vardir. Birlesik Krallik’taki temel egitim
programu boyle bir giris programma 6rnektir.” Birlesik
Krallik ve bircok Iskandinav iilkesinde aile hekimligi, me-
zuniyet sonrasi temel tp egitimi programnin bir parcasi-
dir. Danimarka’da yapilan bir ¢calisma i¢ hastaliklari ve cer-
rahi boliimleriyle birinci basamakta aile hekimligi uygula-
masinda verilen mezuniyet sonrasi temel egitimi karsilag-
trmustir™”

Mezuniyet Sonrasi Temel Egitimin

Bir Parcasi Olarak Aile Hekimligi

Universiteden klinik pratige gegis zorlayici olabilir.”
Bu nedenle bir¢ok iilkenin yeni mezunlar1 i¢in uzmanlik
egitimine baglamadan 6nce mezuniyet sonrasi temel egi-
tim programlart vardir. Birlesik Krallik’taki temel egitim
programu boyle bir giris programma 6rnektir.” Birlesik
Krallik ve bircok Iskandinav iilkesinde aile hekimligi, me-
zuniyet sonrasi temel tip egitimi programinin bir parcasi-
dir. Danimarka’da yapilan bir calisma i¢ hastaliklar1 ve cer-
rahi bolimleriyle birinci basamakta aile hekimligi uygula-
masinda verilen mezuniyet sonrasi temel egitimi kargilag-
trmustir.?

Bu caligma hastanelere kiyasla birinci basamakta goze-
tim ve 6grenme desteginin daha iyi oldugunu gostermis-
tir.”* Caligma aymi zamanda temel egitimde aile hekimli-
ginin yer almasinin, basta hastanelerde kariyer yapmak is-
teyenler olmak tizere tiim geng doktorlar i¢in yararlt oldu-
gunu da gostermistir.”

Kapsamli bir saglik sistemini hedefleyen gelisen tilke-
ler, hangi uzmanlik dalini hedeflerse hedeflesinler, tiim
mezunlari icin aile hekimligini mezuniyet sonras: temel
egitim programi igine almay diisiinmelidirler."

Avrupa’da Aile Hekimligi Programlari

Olasilikla geleneklerdeki ve gorev tanimlarindaki fark-
liliklar nedeniyle, Avrupa genelinde aile hekimligi uzman-
lik egitimi programlar gesitlilik gosterir. Ulkelerin ¢ogun-
da t¢ yillik programlar vardir; bazilarinda siire daha azdir
ve giderek artan sayida iilkede ise daha uzun siireli prog-
ramlar bulunmaktadir.

Norve¢’te en belirgin olmak tizere, esasen hastaneler-
de verilen egitimden gittikce daha cok aile hekimligi bi-
rimlerinde verilen egitime dogru bir egilim gorilmekte-
dir. Ancak bu gelisme, aile hekimliginde egitimin kalitesi-
nin gelistirilmesini 6nemli kilmaktadir. Uygun 6grenme
olanaklar1 ve egitici becerileri edinmis aile hekimligi egiti-
cileri olmadan, egitimin aile hekimligine yayilmasinin ya-

rarlt olmasini bekleyemeyiz."”

Aile hekimligi egitim siiresinin optimum uzunlugu ve
egitimin hastaneler ile aile hekimligi arasinda en yararh
dagihm oram bilinmemektedir. Egitimin yogunlugu ve
egitsel gozetimin kalitesi gereksinim duyulan egitim siire-
sini etkilemektedir.

Bircok Avrupa tilkesinde yeterlik kazanmusg aile hekim-
ligi uzmanlarinin yetistigi ti¢ yillik bagarili programlar var-
dir. Buna karsin, benim kigisel gortigtim, t¢ yillik prog-
ramlardan yeni mezun 6nemli sayida aile hekimligi uzma-
m kendilerini yeterli ve emin hissetmemektedir. Bu aile
hekimleri siklikla meslegin ilk yillarinda bir ¢esit destek ya
da stirekli mesleki gelisim etkinlikleri istemektedir. Benim
gorligime gore, yetkin ve kendinden emin doktorlar top-
lum i¢in iyi bir yatirim oldugundan, egitim programlarinin
uzamast yararlt olabilir.

Yetkinlik ve Kendine Giliven
Neden Gereklidir?

Danimarka’da, belli bir saglik sorunuyla ilk defa bagvu-
ran hastalarin sorunlart %90 oraninda aile hekimliginde
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coziilmektedir. Danimarkali aile hekimleri hastane sevkle-
rini sadece %1 oraninda artirsa, Danimarka hastanelerine
hasta akist %10 oraninda artardi. Dolayistyla aile hekimli-
gindeki yeterlik diizeyine etki edecek kiiciik bir miidahale
bile hastane sektori tizerinde anlamli bir etki yapacakur.
Eger bir iilke diger uzmanlarin yetismesi i¢cin harcadigi za-
man ve enerjiyi aile hekimligi uzmanlarina harcamaya ka-
rar verse, olasilikla saglik sistemine yapabilecegi en giicli
ve maliyet etkili yatirrmi yapmus olurdu.

Bu nedenle, ulusal saglik hizmeti 6rgiitlenmesi iceri-
sinde aile hekimliginin roliine iliskin beklentilere ve istek-
lere bagh olarak 4 yada 5 yil siiren bir aile hekimligi prog-
ramu tavsiye ederim.

Yiiksek kalite i¢in programin uzunlugundan daha faz-
lasina gereksinim vardir. Kuzey tilkeleri ve Birlesik Krallik
deneyimleri, aile hekimligi uzmanhk egitimi icin bir ger-
ceve ¢izen, egitimin kalitesini giivenceye alan, mesleksel
standartlar: olusturan, egiticinin egitimi programlar: gelis-
tiren bir yapilanmanmn gerekliligini ortaya koymaktadur.
Bu yapilanmanimn aile hekimliginin mesleksel baglamina
iliskin derin ve kapsaml bir i¢goriiye sahip olmay: gerek-
tirdigi acikur.

Birlesik Krallik’taki RCGP (Aile Hekimleri Kraliyet
Koleji).” veya Danimarka’daki DCFM (Danimarka Aile
Hekimligi Koleji) gibi ulusal aile hekimligi birlikleri, bu
tip yapilanmalara 6rnek olarak verilebilir. Egitim standart-
larin1 belirleme sorumlulugunun tniversite aile hekimligi
boliimlerine verilmesi alternatif bir yaklagim olabilir. Eger
bu yol secilecek olursa tiniversite boliimleri, klinik bir uz-
manlik olarak aile hekimliginin cekirdek igerigiyle ve ger-
cek hastalarla temas kurmak icin kendi aile hekimligi kli-
niklerini isletmek durumunda kalacaklardir. Bununla bir-
likte aile hekimligi kendine giivenen ve yetkin aile hekim-
leri yetistirmeyi amagliyorsa sectigi modelin diger uzman-
liklardan fazla farkli olmamas: gereklidir. Yetkili makam-
larin tilkelerindeki hastane uzmanliklarinda bu islerin na-
sil yapildigini, kalite ve mesleksel standartlarin nasil sag-
landigin: dikkate almalarini ve aile hekimligi icin de ben-
zer uygulamalari secmelerini 6neririm.

Aile Hekimligi Egitiminde Ogrenme

Hedeflerinin Kullanimi

Hemen hemen tiim aile hekimligi egitim programla-
rinda bir dizi 6grenme hedefini iceren miifredatlar bu-
lunmaktadir. Klinik egitimde 6grenme hedeflerinin ya-
rarlart hakkindaki literatiir stnurlidir. Kanit eksikliginin
nedeninin kullanilan hedeflerin kalitesinden, klinik egi-
tim kosullarindan veya basitce uygun egitsel etkilerin
gosterilmesinin genel zorlugundan kaynaklanip kaynak-
lanmadigini bilmiyoruz.

Ogrenme hedeflerinin ¢ok genis/genel ya da ok dar
ve odakli hazirlanabilecegini biliyoruz.” ‘Akut tibbi so-
runlari olan hastalart yonetebilmek’ gibi genel bir hedef
kullanildiginda, 6zgil ¢iktinin tanimlanmast egiticinin
kendi deneyimi ve anlayisina kalmaktadir. Egitici bir has-
tane konsiiltani ise, bu anlayis aile hekimligi egiticisinin-
kinden farkli olabilir. Universite kliniginde veya bolge-
sinde caligan aile hekimleri arasinda bile hedeflerin kav-
ramsallagtirilmast ac¢isindan fark olabilir. Cok genis olus-
turulan hedefler kullamldiginda, egitim alanlar ilkesel
olarak ayni 6grenme hedeflerini kullansalar bile, 6gren-
me cerceveleri cok kesin olarak tanimlanmadik¢a cok
farkli egitim ¢iktilarina ulagilabilir."

Eger dar hedefler kullanilir ise bir aile hekiminin ele
alabilecegi biitin konular1 kapsayacak sekilde yiizlerce
hatta binlerce 6grenme hedefi olusturulmas: gerekecek-
tir. Bu da kolaylikla aile hekimliginin yalnizca genel ba-
kisinin degil karmagikliginin da kaybolmasina yol agabi-
lir. Egitim tibbi meslek deneyimi yerine bir kontrol liste-
si egzersizine dontisebilir.

Miifredatlart olusturan uzmanlar i¢in diger bir zorluk
da firsatgt egitim ile hedef yonelimli egitim arasindaki
egitsel ikilemdir."” Firsatq1 6grenme giinliik hastalardan
raslantiyla gerceklesen 6grenmedir; buna karsilik hedef
yonelimli 6grenme 6nceden belirlenmis 6grenme ¢ikula-
rint elde etmeye odaklanmaktadir. Eger egitim ¢ok fazla
hedef yonelimli ise, iyi 6grenme firsatlarinin kagirilmasi
riski vardir; ¢linkii 6grenen (uzmanlik 6grencisi) kargisin-
daki hastaya degil listedeki bir sonraki hedefe odaklana-
caktr. Herhangi bir hedefi olmayan egitimde ise, gerek-
li 6grenmenin 6nemli kisimlarint ve 6zgiil geribildirim
tegviklerini kacirma ve degerlendirme icin ¢erceve eksik-
ligi riski vardir. Klinik egitim firsat¢t 6grenme ve tiim
hasta kargilasmalarindan 6grenme temelinde gerceklesir.
Aile hekimliginde her zaman “hasta merkezli yaklagim”
savunulmalidir. Aile hekimliginde hasta goriismesinin
baslangi¢ noktast hastanin kendi problemini nasil algila-
digidir. Ogrenme hedefleri bu bakis agisini desteklemeli
ve aile hekimleri kendi giindemlerini dayatarak engelle-
yici olmamalidir. Bu nedenle hedef yonelimli ve firsatg
ogrenme arasindaki dengenin saglanmasi 6nemlidir. Aile
hekiminin ¢aligma yagsamunin éngérillemeyen dogasin-
dan otiirt gerekli tiim yeterliklerin tanimlanamayacagi-
nin anlagilmas: da gereklidir.

Yine de iyi 6grenme hedefleri her zaman gerekli oldu-
gundan, bu durumlar miifredat hazirlayanlar i¢cin 6nemli
bir meydan okuma olugturur. Uygun 6grenme cerceveleri
tanimlamak ve tartigmak i¢in gerekli savlar olarak bu he-
deflere gereksinmemiz vardir. Egiticiler etkili geribildirim
vermek, uzmanlk 6grencileri de engin 6grenme firsatlar:
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denizinde aile hekimligi bakis acisindan bakabilmek icin,
bu hedeflere ‘bir gozliik’ kadar gereksinim duyarlar.” Bu-
nun da 6tesinde bir dizi 6zgiin 6grenme hedefi, bir aile he-
kiminin genellikle hastane doktorlarmmkinden ve toplu-
mun beklentisinden daha fazla olan yapabileceklerini tiim
diinyaya gosterecektir.

lyi Bir Ogrenme Hedefi Nasil Yazilir

Bir 6grenme hedefi yazarken, 6grenme hedeflerinin
bir smiflandirmast oldugundan dolay: fiil se¢imi ¢ok
onemlidir. Eger bir hedefi “...’y1 bilmesi gerekir” olarak
ifade ederseniz bilgiyi sorgularsiniz. Eger “...RIA (rahim
ici arag) uygular” derseniz beceriyi sorgularsiniz. Ancak
eger “mide yakinmalari olan hastalar1 yonetebilmelidir”
derseniz performans: sorgularsimiz. Performans sorgusu-
nun i¢ine bilgi, beceri ve tutumlar girer. Bilgi sorgulamast
bilginin klinik duruma uygun olarak kullanimini icermez.
Bu nedenle miifredat hazirlayanlar 6grenme hedeflerini
yazarken fiilleri dikkatle se¢melidirler.

Tani ve girisim yonelimli hedeflerden uzmanlik y6-
nelimli ve ¢iktiya dayali hedeflere yonelme egilimi var-
dir. Ne tani ne de girisim yonelimli bir mifredat aile he-
kimliginin karmagikligini tam olarak yansitmadigi icin bu
akiler gorinmektedir. Dahasr aile hekiminin yeterliginin
onemli bir boliimiinii, secilmemis hastalarin sorunlarini
saptayabilme ve tanimlayabilme olusturur. Dogrusunu
soylemek gerekirse aile hekimi tani 6ncesi evreyi de arag-
tirabilmelidir. Bu nedenle “pnémonili hastalar1 tedavi
edebilmelidir” gibi bir hedefi olan tani yonelimli egitim
programi, aile hekiminin yeterligini tam olarak acikla-
maz. Bunun yerine hedefi “cksiirtigii olan hastalar1 tani-
yabilir, tedavi ve (gerektiginde) sevk edebilir” seklinde
yapilandirirsaniz, o zaman bu hedef aile hekiminin astim,
soguk alginligi, kalp yetmezligi, gastrointestinal refld,
kanser, psikolojik durumlar, tiiberkiiloz, pnémoni ve 6k-
stirigin diger olast nedenleri arasinda ayirict tani yapa-
bilecegini gosterir. Aile hekmi, istedigi tamsal etkinlikle-
rin karsilagug1 6zgil hasta icin uygun ve maliyet etkili ol-
dugunu gosterebilmelidir.

“Urolojik veya jinekolojik yakinmalari olan hastalart
tedavi edebilir” gibi hedefleri kullanan uzmanlik yonelim-
li bir miifredat 6nerilmesine karstyim; ¢iinkii bu hastane
yonelimli uzmanliklar secilmis hastalar tizerindeki yeter-
likleri tanimlarlar ve hastanelerde edinilen klinik deneyim-
ler aile hekimligi uygulamalarindaki secilmemis hastalara
elestiri siizgecinden gecirilmeden aktarilamaz. Dahasi, ai-

le hekimligine ilk bagvurudaki yakinmalar hastane uzman-
ligma gore smiflandirilamaz. Ornegin “doktor o kadar
yorgunum ki” diyen bir hastay1 hangi uzmanlk dali i¢in
uygun bulursunuz?

Ciktiya dayali 6grenme hedefleri, uzmanlik 6grencisi
aile hekimligi uzman olarak goreve basladiginda gerekli
olacak kapasite ve yeterlikleri tanimlamaktadur.

Ogrenme hedefleri siklikla farkli “yeterlik alanlar1”
tanimlayacak sekilde cercevelendirilmistir. EURACT™
bununla ilgili bir cergeve gelistirmistir,"” diger bir 6rnek
ise CanMEDS’in** tarif ettigi rollerdir.""! CanMEDS
cercevesi tibbi uzman, saglik savunmani, iletisimei, aka-
demisyen, igbirlik¢i vb. birtakim doktor rollerini tanim-
lamaktadir.

Ozgiil 6grenme hedefleri bu "rollerden" biri icin ayri-
lir. Giinliik egitimde bu tip ¢erceveler genellikle aile he-
kimligi egiticisi tarafindan elestirilmektedir. Onlar bu ¢er-
ceveleri gercek yasam ile karsilasturdiklarinda yapay bul-
maktadirlar. Ancak ¢ercevelerin kullanimi kolaylikla savu-
nulabilir. Sorunlu bir uzmanlk 6grencisinin varliginda,
cerceve ve 6grenme hedefi sorunun dogasinin agiklanma-
sinda yararli olabilir. Geribildirimde kullanilabilecek bir
dil olusturulmasmi saglar. Aile hekimligi egiticilerinin
“sezgisel reaksiyonlar1” goreceli giivenilir bir karar verme
yontemi olarak kabul edilebilir, fakat bunlar gelisimi i¢in
yapict ve 6zgil geribildirime gereksinim duyan uzmanlk
ogrencisine cok az yardim saglar.

Ogrenci sorunlarinin saptanmasini desteklemenin yani
sira, ¢ikti veya yeterlige dayali egitimin ek tstiinliikleri de
vardir. Bir aile hekiminin yeterliklerini tanimlama ve acik-
lamaya giristiginizde, bu yeterlikleri gelistirmek icin han-
gi 6grenme firsatlarma ve geribildirime gereksinim duyu-
lacag1 da netlesecektir.

Deneyimli aile hekimlerinin yeterliklerine bakmak ve
bunlar1 gelecegin aile hekimlerinin 6grenme hedefleri-
nin icine katmak kuramsal olarak miitkemmel bir ¢oztiim-
diir. Gergekte bu biiyiik bir meydan okumadir ve olduk-
ca karmagikur. Hergeyden 6nce aile hekiminin yeterlik-
lerinin tamamini tanimlayabilmeyi gerektirir ki bu ol-
dukea zordur. Ayrica bu genis bir sekilde tanimlanmig
yeterliklerin gecerli ve giivenilir bir sekilde degerlendi-
rilmesi olanaksiz degilse bile olduk¢a karmagikur. Yeter-
likleri tamimlama girisimleri esnasinda hemen sorunlar
ortaya ¢ikar. Oncelikle “yeterlik” kavramina iligkin karsi-
likl: bir anlayis gereklidir.

*EURACT: Aile Hekimligi Egiticileri Avrupa Akademisi (European Academy of Teachers in General Practice/Family Medicine)
**CanMEDS: Doktorlar icin Yetkinlik Cercevesi, Kanada (Physician Competency Framework of Canada)
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Tibbi Yeterlik Nedir?

Daha 6nce belirtildigi gibi, dogru ¢ikt1 ve yeterlikleri
kullanilabilir anlamda tanimlamak hi¢ de kolay degildir.

Literatiirde yeterlik genellikle bilgi, beceri ve tutumla-
rin birlesimi olarak tanimlanmaktadir. Aristo’dan esinle-
nen bu anlayis"” bana gére egitim planlamasi icin uygun
bir isleyis saglamaz.

Benim tercihim yeterligi, kanita ve deneyime dayali
bilgiyle kendini gelistirme ve degerlendirme motivasyo-
nu ve yeteneginin ve belli bir baglamda ilgili becerileri
gerceklestirme kabiliyetinin birlesimi olarak tanimla-
makutir.

Diger bir deyisle yeterlik bilgili olmaktan ve nasil oldu-
gunu bilmekten daha fazlasidir; o ayni zamanda ne zaman
ve nasil olacagini, nasil yapildigini bilmek, hatta bilingli
bilgi olmadan bilmektir.

“Ne zaman” oldugunu bilmek, ilgili durumlarda bilgi
ve becerilerinizi kullanmaya baglayabilme ve bir baglamda
elde edilen bilgiyi aktarabilme ve diger bir baglamda kul-
lanabilme becerisidir (aktarma becerisi).

“Neden” oldugunu bilmek, 6grenci olarak perfor-
mans kazanabilmek icin gerekli ahlaki ve meta biligsel ka-
pasitedir. Ayni zamanda kisinin kendisini ve egitim mer-
kezinin 6zelliklerini belli bir perspektife oturtabilme be-
cerisidir.

“Nasil yapildigimi” bilmek, siirekli gelisim ve titiz bir
uygulama i¢in gereken, kisinin kendi performansini izleme
yetenegidir.

“Bilingli bilgi olmadan” bilmek, s6zsiiz aktarilan bil-
giye dayali deneyim becerilerinin 6nemli bir bolimiini
've eger yeterlikten sozsiiz aktarilan bilgi cika-
rilirsa saglik sisteminin kalitesinde bir diisme olacaktir."”

. 3
ima eder”

Aile hekimliginin gelecekteki en nitelikli uzman dok-
torlarini egitmek icin asagidakileri kapsama almaya ve
gliclendirmeye 6nem verilmelidir:
¢ Kanita dayali bilginin hangi yolla giincellendigi
e Kigsisel deneyime dayali bilginin gelisimi
¢ Titiz bir uygulamanin desteklenmesi

* Baglamin 6nemi

Kanit” ve “deneyimin” catisan etkenler olarak gériilmemesi
6nemlidir.
___________________________________________________________|

En iyi uygulama her zaman, kanita dayali olmali; akademik yansitmalara izin
veren, surekli gelismeye acik ve hastalar igin de uygun bir klinik ortamda
deneyimli zihinler tarafindan yapilmalidir.""

Baglaminda Ogrenmenin Onemi

Baglamin 6grenmeyle iligkisi uzun zamandan beri icin-
de bulunulan bilinmektedir"” ve baglamsal 6grenmeyi ta-
nimlayan literatiir sayist artmaktadir."? Kramer ve ark. ai-
le hekimliginin en iyi olarak birinci basamak aile hekimli-
gi uygulamasinda 6grenildigini géstermiglerdir."” Dani-
marka’da yapilan egitim degerlendirmelerinde benzer so-
nuglarimiz vardir.™ Tipta bir uzmanhklar hiyerarsisinin
varoldugu goriilmektedir; baz1 doktorlar bir kardiyologun
aile hekiminden istiin olduguna inantyor gibidir ve bazi-
lar1 da bir koy aile hekimligi kliniginde caligmaya gore tini-
versitede caligmanin daha zor olduguna inanmaktadir.
Universite profesorlerine ¢ok derin saygim vardir, ama
eger kalitesi yiiksek bir saglik sistemi istiyorsak hem kardi-
yoloji profesoriiniin hem de aile hekiminin yetkin olmasi
cok 6nemlidir."” Her ikisi de farkli mesleksel gorevleri ye-
rine getirmek icin farkli alanlarda yetkinlik ve dolayisiyla
farkli ortamlarda egitim gerektirir.

Yalnizea tinli bir konser salonunun yerlerini stptirerek
veya bir senfoni orkestrasinda zil ¢alarak, keman ile halk
miizigi ¢calmay1 6grenemezsiniz. Bununla beraber yetenek-
li halk miizigi kemancilariyla birlikte egitim almaniz gerek-
lidir. Ogrenme hedefleri yalnizca ilintili 6grenme firsatlari
yaratan gercekgi bir ortamda 6gretilirse anlam kazanur."

Bu ¢ok acik gozitkmekle birlikte hiyerarsiye dayali an-
lay1s akiler diisinmeden sapmalara yol acabilir gibi goriin-
mektedir. Bu anlayis ne yazik ki 6zgiil becerileri gézard:
ederek mesleksel saygr ile en iyi 6grenme ¢ikular: arasinda

dogrudan iligki oldugunu 6nermektedir.

Bana gore uygun bir aile hekimligi programi hem bi-
rinci basamak ve/veya tniversitelerdeki aile hekimligi kli-
niklerinde hem de hastanelerde egitimi icermelidir. Sik
goriilen saglik sorunlari aile hekimligi kliniklerinde kolay-
likla 6grenilmektedir, fakat ayrica gelecegin biitiin aile he-
kimlerini ilgilendiren bazi az goriilen ama 6énemli durum-
lar da vardir. Bu durumlar en iyi (hastane) uzmanlik bo-
liimlerde goriilebilir. Universitedeki klinik mezuniyet 6n-
cesi egitimin yogunlugu degiskendir ve klinik karar verme
en iyi mezuniyet sonrasinda 6grenilir.” Bu nedenle ilintili
rahatsizliklar1 ya da komplikasyonu olan hastalarla mezu-
niyet sonrasi temas yararlidir. Dahasi hastane doktorlar1 ve
aile hekimlerinin birbirlerinin ¢aligma kosullarini anlama-
lar1 da ek bir yarar saglayacakur. Boylece saglik sektorleri
arasinda daha iyi bir igbirligi saglanabilir ve hastalara veri-
len bilgilerin giicii artar.” Sevklerdeki kalitenin artmast
icin de kargilikli anlayis beklenmektedir.””

Daha 6nce de belirtildigi gibi, hastanelerde ve birinci
basamak aile hekimligi uygulamasinda yapilacak egitimler
arasindaki en yararli dagilm bilinmemektedir. Gereken
becerilerin, optimal egitim cergevesinin, egitimin ve yet-
kin egiticilere ulagilabilirligin kalitesinin ayrintli irdelen-
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mesinden sonra egitimin dagilimina karar verilmelidir.
Universite aile hekimligi klinikleri egitime katilacaksa, bu
ortamun tipik aile hekimligi kliniklerine ve oralardaki has-
talara ve sorunlara ne kadar yakin oldugu 6nemlidir.

Benim deneyimime gore, zamanin 1/2 ila 2/3’t birinci
basamak aile hekimligi uygulamasinda ve 1/2 ila 1/3’t has-
tane bolimlerinde gegirilirse en iyi zaman dengesi elde
edilebilir. Hastanelerde gecirilen zaman: birinci basamak-
tan daha fazla olan bir egitim programimi savunmak ¢ok
zor olacakur.

Odaklanmis Ogrenme

Yeni 6grenme hedeflerinin sunulmasinin yararlarina
iliskin kanitlarin az oldugunu kabul etmeliyiz." Gériinen
o ki 6grenme cerceveleri ve 6grenme olanaklar1 6grenme-
nin hedeflerini degil ¢iktlarini belirlemektedir.**" Eger
klinik egitimin degeri gliclendirilecekse, yeni bir egitim
programui yazmaktan daha fazla sey yapmaliyiz. Geribildi-
rimin verildigi egitimin ubbi uzmanhgin gelisimini uyar-
dig1 agikar. Bir sonraki adim “odaklanmig 6grenmenin”
giclendirilmesidir. “Odaklanmis 6grenmede” hedefler
esasen, 6grenme firsatlarina erigsimi saglayacak en ilintili
baglamin ve uygun 6grenme cergevelerinin tanimlanmast
icin kullanilmalidir.

Bununla birlikte hedefler asagidakler i¢in de kullanil-
malidir:

* Uygun geribildirim verebilmek i¢in egiticilerin uygun
egitici niteliklerinin saglanmast,

* Giinlik egimde gozetim ve geribildirim i¢in zaman ve
yer ayrilmasi,

* Egiticilere geribildirim vermek i¢in bir rehber ve egit-
sel tartismalar icin bir ¢erceve olarak.

Geribildirim tbbi uzmanh@in gelismesi i¢in temel
oneme sahiptir ve ne kadar 6zgiil ve yapici ise o kadar iyi-
dir. Baz1 egiticiler uygun geribildirimi destekleyici bir dil
ve cerceveden yoksundurlar®™ ve bu eksiklik uygun bir
miifredat ile giderilebilir. Klinik olarak 6zgiin bir miifre-
datla odaklanmis 6grenme daha iyi saglanabilir, bu neden-
le miifredat hazirlayanlar geleneksel “tiniversite benzeri”
miifredat yazmamaya dikkat etmelidirler. Bunun yerine,
ilintili bir baglamda odaklanmis 6grenme ve geribildirim
cerceveleri tanimlamak icin aile hekimliginin ¢ekirdek
alanlarini belirlemeye caligmalidirlar.

Gelecegin aile hekimleri icin ideal egitim:
|

e llgili hastane béltimlerinde ek rotasyonlar kapsar, ancak temel olarak
aile hekimligi uygulamasinda gerceklesir.

e Geribildirim verme konusunda egitim gérmus aile hekimligi egiticileri
tarafindan yapilir ve gozetim, tartisma ve geribildirim icin yeterli zaman
ayrilir.

e Tibbi yeterligin karmasik dogasina saygi gosteren 6zgtin bir mifredat-
ta 6grenme olanaklarini tanimlar.

e Uzmanlik 6grencisinin kendi yeterlik diizeyi konusunda farkindaligini
gelistiren, potansiyel sorunlari olanlari belirleyen ve bunlari adil ve ge-
cerli bir sinamayla saglayan uygulanabilir bir degerlendirme stratejisini
icerir.

Uzmanlik Ogrencisi ile Tanisma

Uygun bir egitim, egitime baglarken uzmanlik 6gren-
cisinin en iyi nasil karsilanacagina da odaklanmalidir.””
Mezuniyet sonrast uzmanlik egitimlerine baglarken uz-
manlik 6grencilerinin, hazir kanita dayali ders kitabr bilgi-
leri ve gelisim i¢in giiclii istekleri vardir. Egitim hem bu
bilginin hem de motivasyonun nasil korunacag ve siirdii-
riillecegi izerine odaklanmalidir. Fakat egitim ayni zaman-
da, kisisel deneyime dayali bilgi ve becerilerin nasil kazan-
dirilacag ile bu bilgi ve becerilerin aile hekimligi uygula-
mast baglaminda nasil islevsel kilinacagina da odaklanma-
lidir. Egitim programi egitime bagladiklarinda uzmanlik
ogrencilerinin yakin destek gereksinimlerini tanimali, fa-
kat ayn1 zamanda egitimleri boyunca onlarin bagimsiz 6g-
renenler olmasimi da saglamalidir. Egitimleri bittiginde
uzmanlik 6grencileri aile hekimliginde kendi baslarina ¢a-
lisabilecek kapasitede olmalidir. Dolayisiyla her program
ogrencide sorumluluk bilincini gelistirmelidir.””

Degerlendirme

Her 6grenmede bir tiir degerlendirme gereklidir. An-
cak, bu konu karmagik olup yanls yapilan degerlendirme
ogrenmeye zarar verebilir. Klinik egitim siirecinde deger-
lendirmenin roli bu yazinin konusu degildir, ancak miif-
redat tasarlanirken ciddi anlamda tizerinde distintilmesi
gereken bir konudur.

Kaynaklar
Kaynak listesi 135. sayfada yer almaktadir.
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