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WONCA Global Standards for Postgraduate Medical Education
WONCA Working Party on Education 2025

Background:

In June 2013, WONCA World Council approved the WONCA Global Standards for Postgraduate Family Medicine (FM)
Education. The initial document was an adaptation of the Postgraduate Medical Education World Federation for
Medical Education (WFME) Global Standards for Quality Improvement. It may be helpful to review the original
document, available at http://www.wfme.org/. The standards were modified to fit the requirements of family
medicine training specifically, as the World Federation for Medical Education standards deal with postgraduate
training in general. Specific content areas and training sites relevant to Family Medicine were therefore included in the
WONCA standards.

The Standards aim to enhance FM education globally, facilitate training programs to share expertise and learn from
each other, and promote Family Medicine as a discipline. The Standards also emphasize FM programs as central to the
training of family doctors, the importance of Quality improvement of programs based on their core, which is based on
community needs, and a learner-centered approach. Recognizing that modern trends in medical education and FM
training are evolving, the WONCA Working Party on Education (WWPE) embarked to conduct a review of the literature
and consultation through stakeholder groups. This process started in 2021.

The initial Standards were developed through an iterative process spanning four years and underwent regular review
and updates, involving online discussions, meetings, workshops, and conferences were interested family medicine
teachers from around the globe discussed the critical elements in educating physicians to become family doctors or
general practitioners.

The term family medicine is used in this document to define the discipline: however, general practice, family practice
and primary care are also appropriate terms that are used in some settings for this profession. It is the standards that
are important rather than the terms that are being used. The nature of discipline is one which is based in the
community which it serves and fundamentally is relationship-based care that endures over place and time, regardless
of which of the terms are used to describe it. Family Medicine is a discipline that provides long-term person-centered
and comprehensive and continuing care, from pre-natal to palliative care, across all ages and in all settings.

The WONCA Standards

In recognition of the global diversity of healthcare systems, resources, and experience in family medicine education
programs, the standards have been developed at two levels: basic and quality development. Basic level represents the
fundamental standards that all Family Medicine programs must strive to attain, and quality development standards
are those that require more expertise and resources but are highly desirable.

The Standards have been organized into nine Areas, each with several Sub-areas, with descriptions and annotations
to provide further explanation. Each standard has both a ‘basic’ level and a ‘quality improvement’ level. It may be
overly simplistic to consider that the basic level standards are intended for new educational programs, those in
development, or those with fewer resources. In contrast, the quality improvement standards are aspirational for
longstanding and well-resourced programs. The objective/aim of the WONCA Global Standards for PG Family Medicine
Education programs is to promote/encourage the establishment of a Family Medicine postgraduate program and
provide guidance towards a robust, sustainable, and quality education to enable a safe family medicine practice
everywhere in the world in the local context.

These Standards are intended to be used globally, in the diverse contexts in which family medicine is practiced;
therefore, they are necessarily quite broad in nature and can be adapted to the local environment.
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Potential Uses of the Standards

a. New Program Development

When a program to train family doctors/GPs is being developed, the WONCA Standards provide a useful framework to
ensure that all the relevant Areas have been considered and planned for. The standards provide desired outcomes for
each Area without being too prescriptive recognizing regional variation and context in medical training. As well,
because these are global standards, from a credible organization, program leaders can use the WONCA Standards to
advocate for their requirements in implementing the desired program with funders and relevant stakeholders.

b. Self-Assessment and Program Quality Improvement

Educational programs already training family doctors should be engaging in program quality improvement,
continually examining their program and striving to improve it. The WONCA standards can be used as a framework for
such activities. Educational programs may decide to assess its performance on all or several of the Standards, using a
quality improvement and assurance cycle (example - plan, do, study, act). By using the

Standards as an external guide, blind spots and unrecognized issues may be uncovered leading to program
improvements.

c. Peer Review

There are great benefits in having external family medicine teachers and program leaders review the educational
program to provide a fresh perspective and precise evaluations. This can be a powerful tool for change. Peers can use
the Standards as a template for such reviews, and the accompanying tools (questionnaire, checklist) may also
facilitate this activity. This may be part of a formal accreditation process, or an informal review aimed at continuous
quality improvement.

d. Accreditation of Medical Training Programs

The accreditation of medical programs is a cyclical quality improvement process in which an educational program is
assessed against predetermined, external standards. The cycle consists of a self-assessment, an external evaluation,
planning for improvements, followed by further self-assessment, and program refinement. It is not expected that a
program is going to meet every standard - for this to be the case, standards would have to be set too low for this to
meet the quality improvement purpose. These standards may be used for external accreditation processes such as
this.

e. WONCA Accreditation
Postgraduate family medicine education programs can apply for official recognition WONCA accreditation. Please see
the Guide to WONCA Accreditation for details of this process.



WONCA Postgraduate Education Standards

Area Basic Standards
Must

Standards for Quality
Development
Should

NOTES

1. MISSION AND OUTCOMES

1.1 Statement + Describes the post-graduate
practice-based learning process
that results in family Doctors
being able to practice
competently

« Encourages innovation in
training

« Encourages trainees to
become scholars and lifelong
learners

» Training fosters autonomy and
graded responsibility.

1.2 Participation in « Statement defined and + Statement based on
formulation of adopted by the principal input from a broader range
statement stakeholders of stakeholders
1.3 Professionalism + Training process based on
and autonomy approved basic medical

education

1.4 Training « Authorities, in consultation
outcomes With FM and other professionals
organizations, define
competencies which must be
Achieved by FM trainees

« Authorities define both
broad and specific
competencies

+ Measures of competencies
used to

develop program




Area

BASIC STANDARD
MUST

STANDARD FOR QUALITY
DEVELOPMENT
SHOULD

NOTES

2. TRAINING PROCESS

2.1 Learning + Follows a systematic program | « Interfaces with basic
approaches + Training is practice-based medical education and
« Encompasses reflective continuing medical
observation, theoretical education/professional
concepts, active participation development
and practical experiences + The trainee has access to
+ Trainee guided by educational counselling,
supervision, regular appraisal coaching, mentorship, and
and feedback ongoing support
« Training Fosters increasing
Independence with graded
responsibility to ensure patient
safety
2.2 Scientific + Trainee achieves knowledge of | « Formal teaching about
methods scientific basis and methods of | information management,
FM critical literature appraisal,
+ The trainee is familiar with quality improvement,
evidence-based medicine and evidence-based medicine
critical decision making to FM And scientific data is
provided
+ Trainee is exposed to
research skills
+ Program addresses
effective use of technology
with the aim of keeping
relevant patient documents
and management
2.3 Training « Care across the continuum of Ensures the development of
content prevention, health promotion, FM expert in:

acute and chronic care,
rehabilitation and palliative care
« Care across the spectrum of
patients of all ages and genders,
With diverse problems

« Continuity of care over time

« Undifferentiated patient care

« Psychosocial and cultural
aspects of health care

« Communication skills

+ Understanding of a doctor
patient relationship issues

+ Use of medical records and
communication with other
health care workers

« health advocacy
« coOmmunication
« collaboration

« teamwork

« scholarship

« administration

*» management

« professionalism

« Integrating systematic
training on safety practices
(e.g., root cause analysis,
communication tools like
SBAR)




Area

BASIC STANDARD
MUST

STANDARD FOR QUALITY
DEVELOPMENT
SHOULD

NOTES

Knowledge of:

+ bioethics

+ medical-legal issues

« quality assurance

« community medicine

+ health promotion and disease
prevention

« the health care system

« Integrate patient safety
training (e.g., error reporting,
root cause analysis) into clinical
rotations and simulations.

« Involve trainees in safety
audits and quality
improvement projects

2.4 Training
structure,
composition,
and duration

+ Overall structure composition
and duration is clearly stated

« Compulsory and optional
Components are clearly stated

« Integration of practice

and theory ensured in
training process

+ Training employs
technology and e-learning
modalities as appropriate

« Training should be tailored
based on the eventual
expected scope of practice of
the trainee

2.5 Relationship
between training
and service

« The process of an
Apprenticeship is described and
respected

+ Formal agreements assure
integration of training and
service

« Supervision guides learning
through service activities

+ Appropriately remunerated for
providing service and patient
care within the context of
learning.

« Capacity of health care
system utilized for service
based training

« Training is not
subordinated to service
demands

« Permanent FM advisor
provides mentorship

2.6 Management
of training

+ Authority and responsibility
are clearly defined

« Coordinated training within FM
is ensured

« Authority is provided

with resources for planning,
implementation,
assessment and innovation

« FM education experts,
trainees and other
stakeholders are represented




AREA BASIC STANDARD STANDARD FOR QUALITY NOTES
MUST DEVELOPMENT
SHOULD
3. ASSESSMENT
3.1 Assessment » The method and process are « Reliability and validity of
methods clearly defined Methods are documented

« The method includes formative
and constructive feedback

« External FM examiners are
included

+ A complementary set of
methods are applied

+ Logbook portfolio is used
to record stages in
acquisition of skills including
the use of electronic tracking
or portfolios as appropriate.
+ Appeal mechanism is
present

 Supplemental
training/remediation
training is supplied if needed

3.2 Relationship
between
assessment and
training

+ Assessment is compatible
with training objectives

+ Promotes learning

« Documents progress through
the program

» Documents readiness to
practice FM at the completion

+ Encourages trainee
curiosity for further learning
Workplace assessments
should be employed to
simulate real-life practice

+ Assesses predefined
practice requirements

+ Assesses knowledge, skills
and attitudes

« Encourages interaction
between clinical practice
and assessment

3.3 Feedback to
Trainers

« Constructive feedback and
coaching is given on ongoing
basis

« Participation (in teaching) is
rewarded and appropriately
remunerated when appropriate.

« Acceptable performance
standards are explicitly
specified and conveyed to
both trainees and
supervisors




AREA BASIC STANDARD STANDARD FOR QUALITY NOTES
MUST DEVELOPMENT
SHOULD
4, TRAINEES
4.1 Admission + Competent authorities and FM + Policy defines cognitive
policy and professional organizations agree and non-coghnitive criteria
selection on a policy for criteria and process | « Procedure is transparent
« Policy is published and + Selection is open to all
implemented qualified graduates
+ Procedure includes a
mechanism for monitoring and
appeal
4.2 Number of « Number is balanced for « Number is reviewed with
trainees resources to ensure training relevant stakeholders
and teaching of adequate « Number is changed with
quality attention to community and
society needs, and market
forces
4.3 Support and « System of support, counselling + Counselling is provided Wellness
counselling of and career guidance is ensured based on monitoring the Workplace safety
trainees + Counselling addresses social and | progress in training and Remuneration
personal needs of trainees with incidents reported
the aim of maximizing wellness « Counseling addresses
and burnout prevention social and personal needs of
+ The program provides access to trainees with the aim of
wellness resources (e.g., maximizing wellness and
counseling, peer support) and burnout prevention
monitor trainee well-being. + The program integrates
structured wellness
curricula (e.g., resilience
training, mindfulness) and
evaluates theirimpact on
burnout
« Strategies for building
resilience in trainees is
implemented
4.4 Working + Training is carried out in « Service components are
conditions appropriately remunerated not be excessive

posts/stipendiary positions

+ Posts include all medical
activities commonly expected of
family physicians which may
include on-call duties

« Conditions and Responsibilities,
including duty hours, are defined
and made known to all parties

« Trainees receive fair
remuneration commensurate with
their roles and local living costs.

« Programs establish policies
against

« Structure of duty hours
considers the needs of
patients, continuity of care
and educational needs of
trainee

« Part-time training is
allowed under special
circumstances

« Total duration and
quality of part-time training
is not less than full-time




harassment/discrimination, with
confidential reporting
mechanisms.

+ Duty hours must comply with
Local authority limits to prevent
burnout.

« Interruption of training is
replaced with additional
training

+ The program benchmarks
compensation against
international standards to
reduce financial stress and
attrition

4.5 Trainee
representation

» There is a policy on trainees
participation in the design of
program, working conditions
and other matters relevant to
trainees

+ Organizations of
trainees are involved in
decisions about training
processes, conditions and
regulations
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AREA BASIC STANDARD STANDARD FOR QUALITY
DEVELOPMENT Notes
MUST SHOULD
5. STAFFING

5.1 Appointment
policy

«.Policy specifies:

- appointment of trainers,
supervisors, and teachers with
specific expertise

. Duties and responsibilities of
training staff

. addresses the balance of
educational and service functions
of training staff

.Family physicians have a primary
role in the education of trainees

« All physicians recognize
their professional
responsibility to train
doctors in practice settings
-Participation is rewarded
and appropriately
remunerated

« Policy ensures that
trainers are current and up
to date

In the relevant fields. »
Subspecialist trainers are
approved for relevant
specific periods during the
training program

5.2 Obligations and
development of
trainers

» Teachers and trainers are
prepared for their educational
roles and informed of their
responsibilities

» Teaching activities are included
in trainers’ work schedules

+ The teaching activities in
relationship to the work schedules
of trainees are specified.

« Policy includes:

- support of trainers and an
organized program for
training as teachers .

« Ensure appropriate
administrative support for
trainees to participate as
teachers in the education
program.

« Opportunities for
development and
advancement of trainers,
appraisal, and recognition
of meritorious academic
activities

« .Ratio of trainers to
trainees ensures close
personal contact and
monitoring of trainee
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AREA

BASIC STANDARDS

MUST

STANDARDS FOR
QUALITY
DEVELOPMENT
SHOULD

Notes

6. TRAINING SETTINGS AND EDUCATIONAL RESOURCES

6.1 Clinical settings
and patients

+ Locations are selected and
recognized by competent
authorities. Specify these
component authorities.

« The supply of sufficient
clinical/practical facilities to
support training is ensured

« The supply of sufficient numbers
of patients and case mix to meet
training objectives is ensured

« Trainee is exposed to a broad
range of experience appropriate to
the local context, including office,
hospital and on-call activities

« The number of patients and case
mix allows for experience in all
aspects of FM, including health
promotion and prevention

« The quality of settings is
regularly monitored

« Trainees follow a group of
patients over time and
place

« Trainees see a diversity of
problems that represent
the full spectrum of FM

« Trainees should learn in
settings in which they will
eventually practice.

6.2 Physical
facilities and
equipment

+ Space and opportunity for
practical and theoretical study is
supplied

« Access to professional literature is
ensured

« Equipment for training in practical
techniques, such as procedural
skills, is available. .Trainees have
access to tools of information
management in areas of patient
care

+ Physical facilities and
equipment are evaluated
regularly for
appropriateness and
quality

6.3 Clinical teams

+ Trainees have experience working
in a team with FM physicians and
other health professionals

+ Training allows learning in
a multi-disciplinary team
so that trainee works
effectively as member or
leader

6.4 Information
Technology (IT)

« The program implements policies
for IT use in training (e.g., EHRs,
telemedicine, e-portfolios) and data
privacy to enhance patient care and
learning.

+ Policy addresses the effective use
of technology to keep relevant

+ The program incorporates
Al/digital health tools (e.g.,
diagnostic apps) into
curricula.

« Trainers and trainees are
competentin using
technology for self-
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patient documents and
management

learning, accessing data,
and working in health care
systems

6.5 Research

« Policy fosters the application of
research into practice in training
settings

« Opportunities for
combining clinical training
and research are available
.Trainees are encouraged
to engage in health care
quality research

6.6 Educational

« Policy on use of expertise relevant

+ Access to educational

expertise to the planning, implementation experts is available
and evaluation of training -.Use of expertise is
documented for use in staff
development (including
faculty development) and
research in postgraduate
FM
6.7 Training in « Policy on accessibility of + Regional and
other settings individualized training international exchange of
and abroad opportunities at other sites within | academic staff and trainees

or outside of the country that fulfill
the requirements of training
« Policy for transfer of credits

are facilitated by resources

« Authorities establish
relations with national or
international bodies to
facilitate exchange and
mutual recognition of
training

13




AREA

BASIC STANDARDS

MUST

STANDARDS FOR
QUALITY
DEVELOPMENT
SHOULD

Notes

7. EVALUATION OF TRAINING PROCESS

7.1 Mechanism for
program
evaluation

« Authorities and FM professionals
establish a mechanism for
evaluation

« The .Training process, facilities,
and progress of trainees are
monitored

« Process ensures that concerns are
identified and addressed

+ The context of the training
process, the structure and
specific components of the
program, and other
outcomes are assessed.
+Quality improvement as
made iteratively based on
evaluative feedback.

7.2 Feedback from
trainers and
trainees

+ Feedback about the program from
both trainers and trainees is
systematically sought. .Feedback is
analyzed

+ Feedback is acted on

« Trainers and trainees are
actively involved in planning
the program evaluation and
using results for program
development

7.3 Using trainee
performance

« Performance of trainees is
evaluated in relation to the training
program

« Performance is assessed
regarding the mission of
postgraduate FM education

+ Performance is:

- analyzed in relation to
background and entrance
admission qualifications

- Used to provide feedback
to committees responsible
for the selection of trainees,
used to provide feedback for
program planning and
counseling

7.4 Authorization and
monitoring of
training settings

« The program is authorized by the
competent authority based on well-
defined criteria and program
evaluation

« Authority can grant or withdraw
recognition of training settings

(and or theoretical courses- theory
and practical is part of the training
course, therefore ‘Theoretical’ can
be deleted)

« Authorities establish a
system to monitor training
settings and other facilities
via site visits or other valid
and reliable means

14




7.5 Involvement of
stakeholders

+ Processes and outcomes of
evaluation involve managers and
administrators of practice settings
« Evaluation processes and
outcomes involve trainers and
trainees

« Evaluation processes and
outcomes are transparent to all
stakeholders (specify this)

+ Processes and outcomes of
evaluation are credible to all
principal stakeholders

AREA

BASIC STANDARDS

MUST

STANDARDS FOR QUALITY
DEVELOPMENT
SHOULD

Notes

8. GOVERNANCE AND ADMINISTRATION

8.1 Governance

+ Training is following the
regulations concerning
structure, content, process,
and outcome issued by the
competent

authorities

« Completion of training is
documented by degrees,
diplomas, certificates, or other
evidence of formal
qualifications

« Documentation is conferred
as a formal recognition of a
competent FM physician by the
authorities

+ Authorities continually access
training programs, institutions,
and trainers

« Authorities are responsible
for setting up programs for
quality training

 Procedures are developed
to verify documented
completion of training for
use by both national and
international authorities

8.2 Professional
leadership

+ Responsibilities of
professional leadership for
program are clearly stated

« Professional leadership is
evaluated at defined
intervals with respect to
achievement of mission and
outcome of FM training

8.3 Funding and resource | «Aclear line of responsibility

allocation

and authority for budgeting of
training resources is defined

+ Budget is managed in a
way that supports the
mission and outcome
objectives of training
program
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8.4 Administration

+ Administration staff is
appropriate to support
implementation of program
.Good management and
deployment of resources is
ensured

+ Management includes a
program of quality
assurance

-Management submits
itself to regular review

8.5 Requirements and
regulations

+ A national body is responsible
for defining the numbers and
types of recognized specialties
within FM

« The national body is
responsible for other expert
functions for which approved
training programs are
developed

« Definition of approved
post-graduate medical
training programsin FM is
made in collaboration with
all relevant stakeholders
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AREA BASIC STANDARDS

MUST

STANDARDS FOR QUALITY
DEVELOPMENT
SHOULD

Notes

9. CONTINUOUS RENEWAL

« Authorities initiate
processes for regular
review and updating of the
structure, function and
quality of training
-Authorities rectify
identified deficiencies

+ Renewal is based on prospective studies and analyses
+ Revisions of the policies and practices of training
programs are done in accordance with past
experiences, present activities and futures
perspectives

Revisions address the following issues:

+ Adaptation of mission and outcomes to scientific,
socio-economic and cultural development of society
+ Modifications of competencies required in
accordance with needs of the environment will be
made for the newly trained FM Physician

+ Adaptation of learning approaches and methods to
assure relevance -Adjustment of structure, content
and duration of training in keeping with changes in
basic biomedical, clinical, behavioral and social
sciences; and changes in demographics, health
disease patterns, socioeconomic and cultural
conditions

« Development of assessment principles and methods
according to changes in training

Objective.

+ Adaptation of recruitment of trainees to changing
expectations and circumstances, maintaining gender
balance, human resource needs, changes in basic
medical education, and requirements of the training
program. + Adaptation of the recruitment of
trainers, supervisors, and teachers according to the
changing needs of the training program.

+ Updating trainers' qualifications and preparation in
medical education to meet the needs of trainees

+ Updating training settings and other resources to the
changing needs in postgraduate training. .Refinement
of program monitoring and evaluation

+ Development of organizational structure and
management principles to cope with changing
circumstances and accommodation of the different
groups of stakeholders

+ Assessment of adequacy of current funding of FM
training programs against

intended program goals
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Rationale for Revisions to Postgraduate Training Standards

A comprehensive review informed the revisions incorporated into the updated standards of existing international
postgraduate medical education frameworks, including the World Federation for Medical Education (WFME), the
Accreditation Council for Graduate Medical Education (ACGME), and the CanMEDS competency framework.
Additionally, extensive consultation with Family Medicine educational leadership and a thorough review of the
contemporary literature on postgraduate medical education were conducted to ensure alignment with global best
practices.

Key Justifications for the Revisions:
1. Patient Safety

Patient safety is defined as the prevention of errors and adverse effects associated with the delivery of
healthcare. A robust safety culture is characterized by shared values, attitudes, and behavioral norms that
collectively reinforce an organization’s commitment to minimizing patient harm. Training programs must
integrate structured patient safety education into their curricula, ensuring that trainees progressively develop
autonomy under appropriate supervision. This emphasis aligns with the WHO Global Patient Safety Action Plan
2021-2030 and evidence-based recommendations from Canadian Family Physician (2016), which advocate for
embedding patient safety principles within residency accreditation standards.

2. Trainee Safety

Residency programs must establish institutional policies that safeguard trainees from workplace hazards,
including intimidation, harassment, and undue stress. Ensuring a secure training environment—
encompassing physical, emotional, and professional well-being—is the joint responsibility of postgraduate
medical education (PGME) departments and affiliated institutions. This principle is reinforced by ACGME and
CanMEDS standards, which underscore the ethical obligation to protect trainees’ welfare.

3. Information Technology (IT) Integration

The increasing digitization of healthcare necessitates that training programs adopt policies promoting the
effective use of information and communication technologies (ICT). Key modalities include electronic health
records, e-portfolios, telemedicine, Artificial Intelligence (Al) digital health tools reflecting post-pandemic
shifts toward digital healthcare delivery. This revision draws upon contemporary research (Family Medicine,
2021), which highlights the need for curricula to adapt to evolving technological demands in patient
management.

4, Trainee Wellness

The literature extensively documents the critical need for structured wellness initiatives in medical training.
Residency programs must provide trainees with accessible wellness resources, including evidence-based
interventions and support systems. Scholarly reviews (Postgraduate Medical Journal, 2023; Education for
Primary Care, 2021) emphasize that fostering trainee resilience and well-being enhances both educational
outcomes and long-term professional sustainability.

5. Remuneration Equity

The global migration of healthcare professionals, particularly from low- and middle-income countries (LMICs),
is exacerbated by inadequate financial compensation during training. Ensuring equitable remuneration
reduces financial stressors, allowing trainees to focus on skill acquisition. This consideration is supported by

18



research (Human Resources for Health, 2017), which identifies remuneration disparities as a key driver of
workforce attrition.

These revisions collectively aim to enhance training quality, align with international benchmarks, and address
emerging challenges in postgraduate medical education.
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Annotation of the Standards

1. Mission And Outcomes

1.1 Statements Of Mission And Outcomes

Basic Standard:

The competent authorities must define, in consultation with professional organizations, including one
specifically dedicated to family medicine and/or primary care, the mission and outcome objectives for family
medicine postgraduate medical training and make them known.

The statements of mission and outcomes must describe the practice - based training process resulting in a family
doctor competent to undertake comprehensive up-to-date family practice in a professional manner,
unsupervised and independently or within a team, in keeping with the needs of the health care system.

Quality development:

The mission and outcome objectives should encourage appropriate innovation in the training process and allow
for development of broader competencies than minimally required and constantly strive to improve patient care
that is appropriate, effective and compassionate in dealing with health problems and promotion of health, in the
context of the continuing and comprehensive care of patients. The training should encourage family medicine
trainees to become scholars within family medicine and should prepare them for lifelong, self-directed learning
and readiness for continuing medical education and professional development.

Annotation:

« Statements of mission and outcomes would include general and specific issues in family medicine relevant to
national and regional policy.

« Competent authorities would include local and national bodies involved in regulation of postgraduate medical
training, and could be a national governmental agency, a national board, a university, a competent professional
organization or a combination.

« Types of postgraduate medical training would include pre-registration training, systematic vocational training,
specialist training and other formalized training for expertise in family medicine, leading to recognition as a
specialist in Family Medicine, or equivalent in physician’s context

+ Scholar refers to deeper and/or broader engagement in the development of the discipline, including
responsibility for education, development, research, management, etc.

20



1.2 Participation In The Formulation Of Mission And Outcomes

Basic standard:

The statement of mission and outcomes of postgraduate training must be defined and adopted by its principal
stakeholders.

Quality development:

Formulation of mission and outcomes statements should be based on input from a wider range of stakeholders.

Annotations:

« Principal stakeholders would include family medicine program directors, family physicians’ scientific societies,
and trainees in family medicine, as well as appropriate governmental authorities, professional associations and
other organizations, and patients.

+ A wider range of stakeholders would include representation of supervisors, trainers, teachers, other health
professions, patients, the community, organizations of family physicians and health care authorities.

1.3 Professionalism And Autonomy

Basic standard:

The training process must, based on approved basic medical education, further strengthen professionalism of a
family physician.

The training must foster professional autonomy to enable the doctor to act in the best interests of the patient,
bearing in mind the impact any such advice and/or treatment, if followed, might be perceived or received by the
community in which the patient lives and/or works.

Trainees should be offered increasing responsibilities as they advance through their training journey. Faculty
should be mindful of competencies achieved and not only in years of training when offering graded
responsibilities.

Annotation:

«  Professionalism describes the knowledge, skills, attitudes and behaviours expected by patients and
society from individuals during the practice of their profession and includes concepts such as skills of
lifelong learning and maintenance of competence, information literacy, ethical behaviour, integrity,
honesty, altruism, service to others, adherence to professional codes, justice and respect for others.
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1.4 Training Outcomes

Basic standard:

The relevant competent authorities must, in consultation with the family medicine and other appropriate
professional organizations, as defined in 1.1, define the competencies, which must be achieved by family
medicine trainees as a result of the training programs.

Quality development:

Both broad and specific competencies to be acquired by trainees should be specified and linked with, and
build upon, the competencies acquired as a result of basic medical education.

Measures of competencies achieved by trainees should be used as feedback for program development.

Annotation:

Competencies can be defined in broad professional terms or as an observable ability integrating such
components as knowledge, skills, attitudes and behaviours. Competencies relevant for postgraduate training
would, for family medicine, include the following areas:

+  Provision of long-term person focused (not disease-oriented) care that is appropriate, safe, effective
and compassionate for dealing with a comprehensive range of health problems across the spectrum
from health promotion and disease prevention, through acute and chronic disease management, as
well as rehabilitation and palliation and end of life care. These problems may represent the entry into
the health care system and may present in an undifferentiated fashion. Often a single patient has
multiple problems requiring simultaneous management over time. A proactive promotion of well-being
and both systematic and opportunistic prevention and screening approaches are also required.

+ Medical knowledge in the basic biomedical, clinical, behavioural sciences, medical ethics and medical
jurisprudence, and the application of such knowledge in patient care

+ Interpersonal and communication skills that ensure effective information exchange with individual
patients and their families and teamwork with other health professions, the scientific community and
the public. This should include the acquisition of the competencies of patient centered care,

o relationship centered care, or similar concepts.

+ Lifelong learning, including the appraisal and utilization of new scientific knowledge to continuously
update and improve clinical practice

+ Function as supervisor, trainer and teacher in relation to colleagues, medical students and other
health professions

+ Capability to be a scholar contributing to development and research in the chosen field of
medicine

+  Professionalism, committed to the health of patients and community, through ethical practice, and
high personal standards of behavior. This includes willingness to acknowledge error and deal with its
consequences.

+ Knowledge of public health and health policy issues and awareness and responsiveness to the larger
context of the health care system, including for example the organization and integration of health care,
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partnership with health care providers and managers, practice of cost-effective health care, health
economics, and resource allocations

« Ability to understand health care and identify and carry out system-based improvement of care.

« Ability to collaborate with other members of the health care team, as well as with patients, both as
individuals and as families.

« Interest and ability to act as an advocate for the patient and community

+  Beingcommunity-based with a sense of social accountability: understanding the health status and needs
of the community served to develop and provide appropriate services. This includes considering the
incidence and prevalence of diseases in the community and psychosocial problems including those
pertaining to women and children in approaching health care problems

2. Training Process

2.1 Learning Approaches

Basic standard:

Postgraduate medical training must follow a systematic family medicine training program. The training must be
practice - based, in the context within which family medicine is currently delivered and involve the personal
participation of the trainee in the service and responsibility of patient care activities in the training sites. These
sites must encompass the variety of patients seen in the local family practice context, based in the community as
appropriate, with the family physicians taking the primary role in supervision and teaching. The training program
must encompass and integrate reflective observation, theoretical concepts, active participation and practical
experiences.

The training must be directed by an overall program and the trainee guided through supervision and regular
appraisal and feedback. The training process must ensure an increasing degree of independent responsibility as
skills, knowledge and experience grow - both to ensure an appropriate training regimen and for patient safety.

Quality development:
Postgraduate medical training should interface with basic medical education and continuing medical

education/professional development.

Every trainee should have access to educational counselling and mentorship support. This should be ongoing
and can be formal and informal. Some tracking should be done to ensure learners are getting the support
required.

Annotations:

» Educational counselling and support would include access to designated trainers or mentors.
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2.2 Scientific Methods

Basic standard:

The trainee must achieve knowledge of the scientific basis and methods of family medicine, and through
exposure to a broad range of relevant clinical/practical experience in different settings appropriate to family
medicine, become familiar with evidence-based medicine and critical clinical decision-making specific for the
care of family medicine patients.

Quality development:

In the training process the trainee should have formal teaching about information management skills, including
critical appraisal of literature, quality improvement, scientific data and evidence-based medicine, and be
exposed to research.

Program should use and expose trainees to technology when appropriate during the training process such as
clinical and evidence based databases.

Annotation:

« Training in scientific basis and methods may include the use of elective research projects to be conducted by
trainees

2.3 Training Content

Basic standard:

The training process must include the practical clinical work and relevant theory of the basic biomedical, clinical,
behavioural and social sciences; primary care clinical decision-making individualized to each patient;
communication skills, medical ethics including ethical use of artificial intelligence, quality improvement
processes, public health policy, medical jurisprudence and managerial disciplines required to demonstrate
professional practice in family medicine.

For the development of an effective family physician, education in the primary care setting is fundamental,
although supplemental experiences in secondary and tertiary settings, particularly where family physicians
provide care, or where they refer, may be very useful. At least 50% of postgraduate training time should be in
family medicine settings, with family physicians as lead teachers and trainers.

Patient safety should be an integral part of the training content - this can be in the form of modules, didactic
teaching, reflective exercises, etc.
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Note:

While it may be necessary to supplement trainee experience with clinical placements outside of family medicine
in order to ensure adequate exposure to the full range of experiences required of family physicians, the learning
objectives must be those of family medicine.

The following components must be included in the program (*see section 1.4):

« Provision of service to patients across the continuum of health promotion, disease prevention,
acute/emergency, chronic, rehabilitative, and palliative care.

+  Provision of care across the spectrum of patients (all ages from birth to death, all genders, and with the variety
of problems seen in family medicine), with experience in an adequate patient base to experience this diversity
in adequate volume for learning and to attain required competencies. This includes assessment, diagnosis,
and appropriate management at levels appropriate to the setting, both medical and surgical/procedural.

+ The experience of continuity of care - responsibility for a group of patients over time with an appropriate
attitude towards the establishment of enduring relationships and ongoing commitment to patients over
time, place, and state of health.

+ Skills for dealing with undifferentiated patient care problems, such as decision making in the face of
uncertainty, and management of the many variables in multisystem disease

+ Skillin dealing with the psychosocial and cultural aspects of health care with specific academic programming
as well as clinical experiences directed towards learning in this area.

« Communication skills in general, including specific interviewing skills such as dealing with difficult
encounters with patients and families, communicating uncertainty to patients, and the ability to engage the
patient in decision-making.

+ Knowledge and understanding of the doctor patient relationship, including issues of appropriate boundaries
and issues of intimacy and power dynamics in that relationship

+ Knowledge of bioethics, and understanding of a framework for bioethics, with ability to apply it in the clinical
decision-making process.

+ Familiarity with medical legal issues relevant to their own setting

« Anunderstanding of quality assurance as applied to family practice, with skills to assess the performance of
some aspects of care delivered by the practitioner personally.

The appropriate use of medical records and communication with other health care providers

+ Basic understanding of community medicine/public health, including an understanding of the non-biologic
determinants of health and the impact of these on patients seen and the community served.

+ An understanding of the concepts of health promotion and disease prevention, with an ability to actively
engage in these dimensions of care in the practice setting

+  Knowledge of the health care system, including use of community resources in providing care to patients
where the family physician functions as the coordinator of such care.
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Quality development:

The training process should ensure development of knowledge, skills, attitudes and personal attributes in the
roles as family medicine expert, health advocate, communicator, collaborator and team-worker, scholar,
administrator and manager, and professional.

The teaching of patient safety can incorporate systems design to improve patient care and safety such as using
validated communication tools aimed at minimizing medical error.

Include trainees and a wide number of faculty to provide feedback to understand learning gaps in patient safety
to reinforce future learning.

2.4 Training Structure, Composition And Duration
Basic standard:

The overall composition, structure and duration of training and professional development must be described
with clear definition of goals and expected task-based outcomes and explanation of their relationship to basic
medical education and health care delivery. Components that are compulsory and optional must be clearly
stated.

Quality development:

Annotations:

ol ion of i h h in the traini d int te technol de-
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« Structure of training refers to the overall sequence of attachment to the training settings and responsibility of
the doctor and not the details of the training experiences.

« Integration of practice and theory would include didactic learning sessions and supervised patient care
experiences.

2.5 The Relationship Between Training And Service

Basic standard:

The apprenticeship nature of professional development must be described and respected and the integration
between training and service (on-the-job training) must be assured through formal agreements.

Trainees must have assigned supervision to guide learning during their service activities.

Teaching programs should ensure appropriate remuneration for clinical service provided
and a livable wage for trainees.
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Quality development:

The capacity of the health care system should be effectively utilised for service-based training purposes.

The training provided should be complementary and not subordinated to service demands.

Trainees should have a permanent family physician advisor throughout the training program to provide career
guidance and mentorship.

Annotations:

« Integration between training and service implies on one hand delivery of proper health care service by the
trainees and on the other hand that learning opportunities are embedded in service functions.

« Effective utilization refers to optimising the use of different clinical settings, patients and clinical problems for
training purposes, and at the same time respecting service functions.

2.6 Management Of Training

Basic standard:

The responsibility and authority for organizing, coordinating, managing and assessing the individual training
setting and the training process must be clearly identified.

Coordinated training within family medicine must be ensured to gain exposure to different clinical and
management areas of the discipline.

Quality development:

The authority responsible for the training program should be provided with resources for planning and
implementing methods for training, assessment of trainees and innovations of the training program.

There should be representation of family medicine education experts, trainees and other relevant stakeholders
in the planning of the training program.
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Annotation:

« Other relevant stakeholders could include other participants in the training process, representatives of other
health professions and health authorities

3. Assessment

3.1 Assessment Methods

Basic standard:

Postgraduate medical training must include a process of and the competent authorities must define and state
the methods used for assessment of trainees, including the criteria for passing final examinations and other types
of assessment. Assessment must emphasize formative in-training methods and constructive feedback.

Quality development:

The reliability and validity of assessment methods should be documented and evaluated, and the use of external
family medicine specialist examiners should be encouraged. A complementary set of assessment method should
be applied. The different stages of training acquisition and formative assessments should be recorded in a
training log-book/portfolio. An appeal mechanism concerning assessment results should be established and,
when necessary, second opinion, change of trainer/supervisor or supplementary training should be arranged.

Annotations:

« The definition of methods used for assessment may include consideration of the balance between formative and
summative assessment, the number of examinations and other tests, the balance between different types of
examinations, the use of normative and criterion - referenced judgements, and the use of portfolio and special
types of examinations, e.g. objective structured clinical examinations (OSCE).

« Evaluation of assessment methods may include an evaluation of how they promote training and learning.

« External examiners are experts in family medicine not previously involved with the trainee and may provide not
only objective assessment but may also bring global perspectives.

Supplemental time in training and remediation learning material should be available and guided by assessments
and identified knowledge deficiency areas.
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3.2 Relation Between Assessment And Training

Basic standard:

Assessment principles, methods and practices must be clearly compatible with training objectives and must
promote learning. Assessment must document the trainee’s progress through the program, and at completion,
readiness for the practice of Family Medicine.

Quality development:

The assessment methods and practices should encourage integrated learning and should assess predefined
practice requirements as well as knowledge, skills and attitudes. The methods used should encourage a
constructive interaction between clinical practice and assessment.

3.3 Feedback To Trainees

Basic standard:

Constructive feedback and coaching on the performance of the trainee must be given on an ongoing basis.

Quality development:

Acceptable standards of performance should be explicitly specified and conveyed to both trainees and
supervisors.

Annotation:

« Feedback and coaching would include assessment results and planned dialogues about clinical performance
between trainees and trainers/supervisors with the purpose of ensuring instructions and remedies necessary to
enhance competence development.

4. Trainees

4.1 Admission Policy And Selection

Basic standard:

The competent authorities and family medicine professional organizations must agree upon a policy on the
criteria and process for selection of trainees and must publish and implement it.
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Quality development:

The selection policy should define cognitive and non-cognitive criteria, which considers specific capabilities of
potential trainees in order to enhance the result of the training process in family medicine. The selection
procedure should be transparent and admission open to all qualified graduates from basic medical education.
The selection procedure must include a mechanism for monitoring and appeal.

Annotations:

+ The statement on process of selection of trainees would include both rationale and methods of selection
and may include description of a mechanism for appeal.

«  Monitoring of admission policies would include improvement of selection criteria, to reflect the capability
of trainees to be competent and to cover the variations in required competencies related to diversity of
family medicine.

+  Criteria for selection may sensitively include, where locally appropriate, gender, ethnicity and other social
requirements, including the potential need of a special admission policy for physicians from underserved
populations (for example, from rural areas).

4.2 Number Of Trainees

Basic standard:

The number of trainees must be balanced for the clinical/practical training opportunities, supervisory capacity
and other resources available in order to ensure training and teaching of adequate quality.

Quality development:

The number of trainees should be reviewed through consultation with relevant stakeholders. Recognising the
inherent unpredictability of physician resource needs in the various fields of medicine, the number of training
positions should currently be changed with careful attention to existing needs of the community and society and
the market forces.

Annotations:

« Stakeholders would include those responsible for planning and development of human resources in the local
and national health sector.

« Forecasting of the needs of the community and society for trained physicians includes estimation of various
market and demographic forces as well as the scientific development, migration patterns of physicians, etc
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4.3 Support And Counselling Of Trainees

Basic standard:

The competent authorities must, in collaboration with the Family Medicine profession, ensure that a system for
support, counselling and career guidance of trainees is available.

Quality development:

Counselling should be provided based on monitoring the progress in training and incidents reported and should
address social and personal needs of trainees.

Annotation:

« Social and personal needs would include professional support, health problems, housing problems and financial
matters.

Well established wellness programs should be developed and/or emphasized to ensure an approach to wellness
is prominent in the training program. Resources should be available to all trainees but those struggling should
be offered specific and tailored support.

4.4 Working Conditions

Basic standard:

Postgraduate training must be carried out in appropriately remunerated posts/stipendiary positions in family
medicine and must involve participation in all medical activities commonly expected of family physicians, which
may include on-call duties, thereby devoting professional activities to practical training and theoretical learning
throughout standard working time. The service conditions and responsibilities of trainees must be defined and
made known to all parties.

Quality development:

The service components of trainee positions should not be excessive, and the structuring of duty hours and on-
call schedules should consider the needs of the patients, continuity of care and the educational needs of the
trainee. Part-time training should be allowed under special circumstances, determined by the competent
authorities and structured according to an individually tailored program and the service background. The total
duration and quality of part-time training should not be less than those of full-time trainees. Interruption of
training for reasons such as pregnancy (including maternity/paternity leave), sickness, military service or
secondment should be replaced by additional training.

Annotations:
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« Contractual service positions would include internship, residency, registrar, senior registrar, etc.

« The service components of trainee positions must be subject to definitions and protections embodied in the
contract.

Benchmarking compensation to similar clinical and teaching institutions to ensure fair and appropriate process

to define compensation.

4.5 Trainee Representation

Basic standard:

There must be a policy on trainee representation and appropriate participation in the design and evaluation of
the training program, the working conditions and in other matters relevant to the trainees.

Quality development:

Organizations of trainees should be encouraged to be involved in decisions about training processes, conditions
and regulations.

Annotation:

« Trainee representation would include participation in groups or committees responsible for program planning
at the local or national level.
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5. Staffing

5.1 Appointment Policy

Basic standard:

The policy on appointment of trainers, supervisors and teachers must specify the expertise required and their
responsibilities and duties. The policy must specify the duties of the training staff and specifically the balance
between educational and service functions and other duties. Family physicians must have the primary role in
educating trainees in the program.

Quality development:

All physicians should as part of their professional obligations recognise their responsibility to participate in the
practice-based postgraduate training of medical doctors. Participation in postgraduate training of trainees in
family medicine should be rewarded. The staff policy should ensure that trainers generally are current in the
relevant field to its full extent and sub-specialised trainers only approved for relevant specific periods during the
training.

Annotations:

« Training staff would include family physicians, other medical doctors and health personnel from other
professions

« Other duties would include administrative functions as well as other educational or research responsibilities.

5.2 Obligations And Development Of Trainers

Basic standard:

Teachers and trainers must be prepared for their educational roles with family medicine trainees and must be
informed of their teaching responsibilities. Instructional activities must be included as responsibilities in the
work-schedules of trainers and their relationship to work-schedules of trainees must be described.

Quality development:

Staff policy should include support of trainers including an organized program for training as teachers and
educators, as well as other opportunities for development and advancement in this role. There should be policy
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to appraise and recognise meritorious academic activities, including functions as trainers, supervisors and
teachers. The ratio between the number of recognised trainers and the number of trainees should ensure close
personal interaction and monitoring of the trainee.

Annotation:

Preparation for educational roles would include opportunities to develop an understanding of educational
methods and teaching strategies appropriate to the context.

An organized program for training as teachers and educators would provide structured activities, allowing
teachers to develop through the stages from novice, competent, proficient, and in some cases expert
educators.

Recognition of meritorious academic activities would be by rewards, promotion and/or remuneration.

Efforts should be made to ensure trainees learn in context specific to their patient population and
geography in which they will eventually practice.

6. Training Settings And Educational Resources

6.1 Clinical Settings And Patients

Basic standard:

The training locations must be selected and recognized by the competent authorities and must have sufficient
clinical/practical facilities to support the delivery of training. Training locations must have a sufficient number of
patients and an appropriate case-mix to meet training objectives. The training must expose the trainee to a broad
range of experience in family medicine appropriate to the local context for practice, such as office
(surgery/outpatient) and inpatient/hospital care and on-duty (on-call) activity. The number of patients and the
case-mix must allow for clinical experience in all aspects of family medicine, including training in promotion of
health and prevention of disease. On-line or electronic means to provide distance education may be useful
adjuncts to clinical training experiences.

Quality development:

The quality of training settings should be regularly monitored, including ensuring that trainees are each following
a group of family practice patients over time and place, and are seeing diverse problems representative of the
spectrum of problems in the discipline.

Annotations:
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Office or outpatient-based settings would include ambulatory settings where patients receive first-
contact care

Inpatient or hospital care settings would include those where patients are admitted for brief or long
terms.

The quality of training settings can be evaluated through site visits, for example.

6.2 Physical Facilities And Equipment

Basic standard:

The trainee must have space and opportunities for practical and theoretical study and have ready access to
adequate professional literature as well as equipment for training in practical techniques such as procedural
skills. There must be access to tools of information management in the areas where patient care is provided.

Quality development:

The physical facilities and equipment for training should be evaluated regularly for their appropriateness and
quality regarding postgraduate training.

Annotation location would include e.g. lecture halls, tutorial rooms, libraries, and information technology
equipment.

+ Tools of information management include paper resources such as clinical practice guidelines, recent
summaries of research evidence etc, not exclusively electronic tools

6.3 Clinical Teams

Basic standard:

The clinical training must include experience in working as a team with family physicians and other health
professionals.

Quality development:

The training process should allow learning in a multi-disciplinary team resulting in the ability to work effectively
with family physicians and other health professions as a member or leader of the health care team.
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6.4 Information Technology

Basic standard:

There must be a policy addressing the effective use of information and communication technology in the training
program with the aim of ensuring relevant patient management.

Quality development:

Trainers and trainees should be competent to use information and communication technology for self- learning
and in accessing data information and working in health care systems.

Annotations:

+ A policy regarding the use of information and communication technology which may be print-based as well as
computers, internal and external networks and would include coordination with the library services of the
relevant institutions.

+ The use of information and communication technology may be part of education for evidence-based medicine
and in preparing the trainees for continuing medical education and professional development.

6.5 Research

Basic standard:

There must be a policy that fosters the application of research into practice in training settings.

Quality development:

Opportunities for combining clinical training and research should be made available. Trainees should be
encouraged to engage in health quality development and research, including qualitative research.

6.6 Educational Expertise

Basic standard:
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There must be a policy on the use of educational expertise relevant to the planning, implementation and
evaluation of training.

Quality development:

Access to educational experts should be available and evidence demonstrated of the use of such expertise for
staff development and for research in the discipline of postgraduate medical education pertinent to family
medicine.

Annotations:

« Educational expertise would deal with problems, processes and practice of postgraduate medical training and
assessment, and would include medical doctors with experience in

medical education, educational psychologists and sociologists, etc. It can be provided by an education unit at the
institution or be acquired from another national or international institution.

+ Medical education research investigates the effectiveness of training and learning methods, and the wider

institutional context.

6.7 Training In Other Settings And Abroad

Basic standard:

There must be a policy on accessibility of individualized training opportunities at other sites within or outside the
country fulfilling the requirements for the completion of training and for the transfer of training credits.

Quality development:

Regional and international exchange of academic staff and trainees should be facilitated by the provision of
appropriate resources. The competent authorities should establish relations with corresponding national or
international bodies with the purpose of facilitating exchange and mutual recognition of training elements.

Annotation:

« Transfer of training credits can be facilitated through active program coordination between training institutions.

7. Evaluation Of Training Process
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7.1 Mechanism For Program Evaluation

Basic standard:

The relevant authorities and the profession must establish a mechanism for evaluation of the training program
that monitors the training process, facilities and progress of the trainee, and ensures that concerns are identified
and addressed.

Quality development:
Program evaluation should address the context of the training process, the structure and specific components of
the program and trainee and other outcomes.

Program evaluation should be done at a timely interval and based on multisource feedback.

Annotations:

» Mechanisms for program evaluation would imply the use of valid and reliable methods and require that basic
data about the training program are available. Involvement of experts in medical education and assessment
would further broaden the base of evidence for quality of postgraduate training.

« Identified concerns would include problems presented to program committees, trainers and tutors, etc.

« The context of the educational process would include the organization and resources as well as the learning
environment

« Specific components for program evaluation would include training program description and performance of

trainees

« General outcomes would be measured e.g. by career choice and performance.

7.2 Feedback From Trainers And Trainees

Basic standard:
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Feedback about program quality from both trainers and trainees must be systematically sought, analysed and
acted upon.

Quality development:

Trainers and trainees should be actively involved in planning program evaluation and in using its results for
program development.

Annotation:

» Feedback about program would include trainee reports about conditions in their program and clinical sites.

7.3 Using Trainee Performance

Basic standard:

The performance of trainees must be evaluated in relationship to the training program and the mission of
postgraduate family medicine education.

Quality development:

The performance of trainees should be analysed in relation to background and entrance qualifications, and
should be used to provide feedback to the committees responsible for selection of trainees and for program
planning and counselling.

Annotation:

» Measures of trainee performance would include information about average duration of training, scores, pass and
failure rates at examinations, success and dropout rates, as well as time spent by the trainees on areas of special
interest. Performance of trainees after graduation, including practice location and scope of practice would also
be useful.

7.4 Authorization And Monitoring Of Training Settings

Basic standard:

All training programs must be authorised by a competent authority based on well-defined criteria and program
evaluation and with the authority able to grant or, if appropriate, withdraw recognition of training settings or
theoretical courses.
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Quality development:

The competent authorities should establish a system to monitor training settings and other educational facilities
via site visits or other valid and reliable means.

Annotation:

« Criteria for authorization of training settings would include minimal values for number and mix of patients,
equipment, library and IT facilities, training staff and training program.

7.5 Involvement Of Stakeholders

Basic standard:

The processes and outcome of evaluation must involve the managers and administration of training settings, the
trainers and trainees and be transparent to all stakeholders.

Quality development:

The processes and outcome of evaluation should be credible to the principal stakeholders

Annotations:

« Stakeholders would include the medical professional organizations, other health professions, health authorities
and authorities involved in training of doctors and allied health personal, hospital owners and providers of
primary care, patients and patient organizations.

« Principal stakeholders include trainers, trainees and health authorities.

8. Governance And Administration

8.1 Governance
Basic standard:
Training must be conducted in accordance with regulations concerning structure, content, process and outcome

issued by competent authorities. Completion of training must be documented by degrees, diplomas, certificates
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or other evidence of formal qualifications conferred as the basis for formal recognition as a competent family
physician by the designated authorities. The competent authority must continually assess training programs,
training institutions and trainers. The competent authority must be responsible for setting up a program for
quality training.

Quality development:

Procedures should be developed that can verify the documented completion of training for use by both national
and international authorities.

Annotation:

* Recognition as a competent family physician would, depending on the level of training, include doctors with the
right to independent practice, specialists in specific areas of family practice, experts, etc.

8.2 Professional Leadership

Basic standard:

The responsibilities of the professional leadership for the postgraduate medical training program must be clearly
stated.

Quality development:

The professional leadership should be evaluated at defined intervals with respect to achievement of the mission
and outcomes of postgraduate family medicine training.

8.3 Funding And Resource Allocation

Basic standard:

There must be a clear line of responsibility and authority for budgeting of training resources.

Quality development:

The budget should be managed in a way that supports the mission and outcome objectives of the training
programs and of the service.
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Annotation:

« Budgeting of training resources would depend on the budgetary practice in each institution and country.

8.4 Administration

Basic standard:

The administrative staff of the postgraduate medical training programs and training institutions must be
appropriate to support the implementation of the program and to ensure good management and deployment of
its resources.

Quality development:
The management should include a program of quality assurance and the management should submit itself to

regular review to achieve quality improvement.

8.5 Requirements And Regulations

Basic standard:

A national body must be responsible for defining the number and types of recognised specialties within family
medicine and other medical expert functions for which approved training programs are developed.

Quality development:

Definition of approved postgraduate medical training programs should be made in collaboration with all relevant
stakeholders.

Annotations:

« A national body established according to national laws and regulations would act in the interests of society as a
whole.

« Relevant stakeholders would include national and local health authorities, universities, medical professional
organizations, the public, etc.
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9. Continuous Renewal

Basic standard:

In realising the dynamics of postgraduate medical training, the relevant authorities must initiate procedures for
re%ular review and updating of the structure, function and quality of the training programs and must rectify identified
deficiencies.

Quality Development:

The process of renewal should be based on prospective studies and analyses and should lead to the revisions of the
policies and practices of the postgraduate medical training programs in accordance with past experience, present
activities and future perspectives. In so doing it should address the following issues:

« Adaptation of the mission and outcome objectives of postgraduate training to the scientific, socio-
economic and cultural development of the society.

+ Modification of the competencies required on completion of postgraduate training in family medicine in
accordance with the needs of the environment the newly trained doctor will enter.

« Adaptation of the learning approaches and training methods to ensure that these are appropriate and
relevant.

+ Adjustment of the structure, content and duration of training programs in keeping with the  developments
in

+ thebasic biomedical sciences, the clinical sciences, the behavioural and social sciences, and changes in the
demographic profile and health/disease pattern of the population, and in socio-economic and cultural
conditions.

+ Development of assessment principles and methods according to changes in training objectives and
methods.

+ Adaptation of recruitment policy and methods of selection of trainees to changing expectations and
circumstances, maintaining an appropriate gender balance, human resource needs, changes in basic
medical education and the requirements of the training program.

+ Adaptation of recruitment and policy of appointment of trainers, supervisors and teachers according to
changing needs in postgraduate training.

+ Updating of trainers’ qualification and preparation in medical education to meet the needs of trainees

+ Updating of training settings and other educational resources to changing needs in postgraduate training,
i.e. the number of trainees, number and profile of trainers, the training program and contemporary training
principles.

+ Refinement of the process of program monitoring and evaluation.

+ Development of the organizational structure and management principles in order to cope with changing
circumstances and needs in postgraduate training and, over time, accommodating to the interests of the
different groups of stakeholders.

+ Assessment of the adequacy of current funding for the family physician training program against intended
program goals.
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