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FAMILY MEDICINE RESIDENCY PROGRAM IN
KINGDOM OF SAUDI ARABIA: RESIDENTS OPINION

Khalid A. Bin Abdulrahman1, Ahmed Al-Dakheel2

ABSTRACT
Background & Objectives: Medical Education continues to improve the outpatient settings; the
future of both family physician and specialty of family practice will depend entirely on the quality
of care which the patients receive. The initial stage of this process is its effective residency and
periodical evaluation of the program. Therefore, this study attempts to explore the resident’s
views about their training experiences in family medicine clinical attachment and community
medicine course.
Methods: Questionnaire based study was conducted in family medicine training centers across
the six cities representing all the regions of the Saudi Arabia. Questionnaire consists of family
medicine clinical attachment & community medicine course, 139 trainees formed the sample size.
Results: About 85% of the residents believe that they should have a half day clinical attachment
in family medicine training center every week throughout the whole program, 43% claimed that
they do not have enough time for case discussion with their supervisor. Forty percent residents
were not closely supervised by full time trainer; 60% believe that they were treated as service
residents rather than trainees in family medicine. In addition, 64% stated that their training
centers do not carry video camera facilities for training purposes and 74% believe that the
community medicine course should be run by family medicine and community medicine trainers
rather than community medicine alone. Furthermore, 50% prefer intergrated course rather than
block system and 59% believe that the easily accessible facilities were available such as library,
internet, audio-visual aids and 42% thought that their centers were not supported by enough
numbers of full time trainers.
Conclusion: The results of this study indicated that, it is the time to evaluate the curriculum of
Saudi family medicine training program. Based on the resident’s believes, immediate actions
have to be taken to improve the clinical supervision, provide enough and qualified trainers for
clinical teaching and evaluate the training centers and its ability to be optimal training centers
rather than service centers.
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INTRODUCTION

Family practice and other primary care
residency programs represents one of medical
education’s most significant interfaces with
public, social, and health care policy develop-
ment. These training programs establish, by
their number of residency positions, how fam-
ily physicians (or other primary care physi-
cians) will be available in the future. They also
determine, through the type and location of
the residency positions, where those residents
will practice after graduation and whether
those graduate residents will help mitigate the
nation’s health manpower shortage.



  Pak J Med Sci   2006   Vol. 22   No. 3     www.pjms.com.pk   251

Till the year 1399H. (1979.), health services
in the Kingdom of Saudi Arabia (KSA) were
delivered in terms of (i) curative care through
a network of hospitals and dispensaries, (ii)
preventive care through a health offices and
to some extent through maternal and child
health centers (MCH).1 In response to the need
for comprehensive, cost-effective and cost-
benefit services, the health care system of Saudi
Arabia has witnessed major changes since the
early 1980s. This followed governmental com-
mitment to the Alma Ata (USSR) declaration
in1978 that stated (Primary Health Care) is the
key to attain Health for All (HFA). The fourth
and fifth year development plans (1985-1990)
in Saudi Arabia have put great emphasis on
primary health care (PHC) development
within the country.2

Currently, in Saudi Arabia there are over
1700 PHC centers belonging to the Ministry of
Health (MOH), these centers are spread all over
the country .In addition there are 100 PHC
centers run by other various health care
providers , including universities.3

Postgraduate training in family medicine is
essential for the staffing and development of
PHC health care. In Saudi Arabia, the com-
mitment of the MOH to the Alma Ata declara-
tion coincided with the development of post-
graduate training in family medicine. In 1981,
King Faisal University (KFU) invited interna-
tional and regional experts in family and com-
munity medicine to develop a postgraduate
training program relevant to family physicians
in Saudi Arabia. These programs include the
Arab Board of Family Medicine, which is a
degree granted under the Arab Board of Medi-
cal Specialties, King Saud University
(KSU)Fellowship and the Saudi Board. They
began in 1988, 1992 and 1995 respectively.4,5

Residents can enroll in one or more of these
programmes simultaneously, but remain
under the supervision of the Saudi Council for
Health Specialties through its scientific board
of family and community medicine. Currently,
there are eight family medicine training cen-
ters for the Arab and Saudi Boards in Saudi
Arabia, these are accredited by the Saudi

Council for Health Specialties (SCHS) as
training sites for the Saudi Board in Family
Medicine.6 Evaluations of trainees in the above
fellowships and board programs include
continuous assessment through logbooks, proc-
tors’ reports and mock examinations. The Arab
Board has only a final exit examination at the
end of the three years of training, while all the
others have end-of-course examinations. Saudi
Board of Family medicine is four years, first
and second year the trainee takes rotations in
Family Medicine (four months), pediatric (four
months), Medicine (6months), Obs / Gyn (three
months) Emergency (two months) and surgery
(three months). Third year trainee will take
rotations in Psychiatry (three months), Com-
munity Medicine (three months), Dermatology
(one month), ophthalmology (one month), ENT
(one month) and two months for electives
rotation. The fourth year trainees will take a
Family Medicine Clinical attachment Course.
There are two major examinations, midway
and final, and each has a written component
(multiple choice questions and patient manage-
ment problems with or without structured
essays.6 To produce a competent family physi-
cian, residency programs should primarily aim
at developing primary health care skills.7 Post-
graduate trainee doctors are receiving increas-
ing attention, as it is perceived that excessive
levels of stress may cause dissatisfaction, low
morale and poor work performance.8 There is
relationship of medical trainees’ stress to the
clarity of goals and the level of standards of
hospital management, medical team organiza-
tion, consultant supervision, education and
feedback.9

The optimal family medicine program
cannot be achieved by unhappy or unsatisfied
residents. A cross sectional study conducted
by Essam10 shows that majority (72.2%, 69.6%)
of trainees are dissatisfied from their rotations
in medicine11, and pediatric and this was simi-
lar in some studies in United Kingdom and was
forcefully expressed by many trainees and edu-
cationists in PHC.12 Yaman and Ozen13 showed
that postgraduate family medicine curriculum
needs to be changed and opinions of residents
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regarding their training should be taken into
consideration. To expand the programmes,
emphasis should be placed on improving train-
ing sites and using multiple qualitative tech-
niques to assess them, including participant
observation, use of focus groups, long inter-
views and analysis of key texts.14

Since the introduction of Saudi family medi-
cine program in 1995, its assessment has not
been made either qualitatively or quantitatively.
Apart from the assessment of the program, the
views and expressions of its residents, towards
family medicine clinic rotation, training cen-
ter, the community medicine course and other
related issues are also important, in order to
make periodical changes in the program.

The present study aims to explore the
resident’s opinions and experience about their
Family Medicine clinical attachment, which
might help the program director and the
authorities to improve the quality of family
medicine training program.

SUBJECTS AND METHODS

This study was conducted under the super-
vision of the department of Family Medicine,
College of Medicine, King Khalid University
Hospital, King Saud University, Riyadh. A
descriptive questionnaire was distributed in
family medicine training centers across the six
cities (Riyadh, Jeddah, Madina Al-
Munawarah, Tabouk, Al-Khobar and
Khamees Musheet, representing the central,

west, north, east and south regions respec-
tively. The study sample size constitute all
trainees (about 139), who were registered with
Saudi Council for Health Specialties as family
medicine resident, including all residency
levels. The opinions and experiences of resi-
dents were collected through a well structured
questionnaire. It contained  36 items  divided
into four parts, first  part contained demo-
graphic data , second part was inquiry  for fam-
ily medicine clinic rotation, third part asked
about community medicine rotation and fourth
part for primary health care  educational  train-
ing center, the  questions inquired  on the fac-
tors that reported by focus group discussion
with a sample of residents and factors reported
in literature to influence resident satisfaction
with the training program rotations in family
medicine clinics, community medicine course
and the training center. Participants were
asked to rate their agreement and disagreement
with a statement by marking 5 points scale
from strongly agree to strongly disagree. A
pilot study was conducted to standardize the
questionnaire. Permission was taken from the
concerned authorities to collect the informa-
tion from the residents.
Data analysis: The data was analyzed by using
EPI-info program. The responses to the five-
point scale was amalgamated into 3 catego-
ries (agree, disagree and undecided) for pre-
senting the results.

RESULTS

The questionnaire response rate was 80%
(111 out of 139 trainees), from the eight cen-
ters across the KSA. The resident characteris-
tics and their distribution of training level is
given in Table-I. Among the trainees, 59% of
them had 1-4 clinic per week, 17% had 8-10
clinic per week, whereas 24% of trainees had
5-7 clinic per week. 61% of trainees were
treated as services resident rather than trainee
in family medicine. 40.4% of trainees felt that
they were not closely supervised by full time
trainer comparing to 36.5% who were super-
vised by full time trainer (Table-II).

Table-III shows that a higher proportion

Table-I: Characteristics of the study
subjects (Residents)

Characteristics  No. (%)
Age (years) 25-35 100 (90.9)

36-45 10 (8.2)
> 45 1 (0.9)

Sex Male 83 (74.8)
Female 28 (25.2)

Marital Status Single 19 (17.1)
Married 92 (82.9)

Training level First year      (R1) 34 (30.9)
Second year (R2) 20 (18.2)
Third year   (R3) 31 (28.2)
Fourth year (R4) 25 (22.7)
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84.9% of trainees believes that all family medi-
cine residents should have a half day clinical
attachment in family medicine training center
every week throughout the whole program
while 13.2 % disagreed. Table-IV represents the
available facilities which were easily accessible
in the training center, 58.9% of trainees agreed
that training center facilities were available and
easily accessible (e.g. library, internet, audio
visual aids) whereas 31.8% disagreed.

About 42.9% of trainees felt that they have
not enough time for case discussion with
supervisor and 32.4% had enough time. A
higher proportion 64.2% of residents reported
that a video camera was not available in their
training center. About 60.2% of the residents
felt that the program supports them to attend
scientific meetings. The assessment method of
trainee’s performance during family medicine
clinical attachment course was fair as

experienced by 52.8% of the residents, whereas
23.6% of them disagreed about the fairness of
assessment method. About 50% of trainees be-
lieve that integrated community medicine
course throughout the program will be much
better than current block system, compared to
21.7% who disagreed. A higher proportion
73.9% of trainees were of the opinion that the
community medicine course (CMC) has to be
run by family medicine and community medi-
cine trainer rather than community medicine
alone. About 41.8% of residents felt they did
not have enough supporting trainers compared
to 39.1% who agreed to have enough trainers.
68.2% of residents agreed that, in their  cur-
rent training center, they got exposed to a va-
riety of common patient’s problems, compared
to 21.8% residents who disagreed (Table-V).

Table-II: Frequency of closed supervision
among trainees by trainer

Closed supervision Frequency Percent
by full time trainer
Agree      38   (36.5)
Disagree      42   (40.4)
Undecided      24   (23.1)
Total     104   (100.0)

Table-III:  Number of trainees who support to have
half day clinic in Family Medicine Training
Center/week throughout whole program.

Frequency Percent

Agree      90  (84.9)
Disagree      14  (13.2)
Undecided      2  (01.9)

Total      106  (100.0)

Table-IV: Relation between availability of facilities and training center
 
,Training Center       Agree        Disagree Undecided   Total

   No. (%)      No.       (%) No.    (%)

AI-Khobar A 4 (6.3) 2 (5.9) 0       (0.0) 6 (5.6)
Aseer B 8 (12.7) 5 (14.7) 3       (30.0) 16 (15.0)
Jeddah C 17 (27.0) 18 (52.9) 2       (20.0) 37 (34.6)
Madina Al- Munawra D 3 (4.8) 0 (0.0) 3       (30.0) 6 (5.6)
Riyadh-K KUH E 2 (3.2) 3 (8.8) 0       (0.0) 5 (4.7)
Riyadh, Milt Hosp. F 13 (20.6) 1 (2.9) 0       (0.0) 14 (9.3)
Riyadh, Nat Guard G 4 (6.3) 4 (11.8) 2       (20.0) 10 (9.3)
Tabouk H 12 (19.0) 1 (2.9) 0       (0.0) 13 (12.1)

Total  63 (58.9) 34 (31.8) 10     (9.3) 107
An expected value is < 5.
Chi square not valid.
Chi square = 40.49, Degrees of freedom =16, P value = 0.0000000
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A higher proportion 89.2% of residents ex-
pressed that, they recommend their center for
new residents (Table-VI).

As regards suggestions for improvement of
family medicine clinical attachment course,
33.3% of the residents felt to have enough
trainers with close supervision and 23.5%
wanted more academic activities, whereas
9.8% suggested to improve the training
standards of trainers (Table-VII).

DISCUSSION

The effective family physician brings a unique
set of qualities and skills to a practice setting,
keeps these up to date, and applies them by
using the patient-centered clinical method to
maintain and promote the health of patients
in his or her practice. The standards of accredi-
tation of training programs in family medicine
are based on the effective teaching of the basic
principles of family medicine.  Scheduling daily
resident clinics in the Family medicine train-
ing center increased continuity among patients
who frequently saw residents beyond that
achieved using traditional scheduling, without
increasing total resident time in the family
medicine center.15 The residents flet that, there
was insufficient number of clinics per week/
per residents that were taken in most of family
medicine training centers compared to pro-
gram in other countries. In addition there was

defect in close clinical supervision, availability
of trainers and number of trainers in each
training center. An acceptable clinical teach-
ing is concerned with providing role models
for good practice, making good practice vis-
ible and explaining it to trainees. This is the
very basis of clinicians as professionals and
should be the foundation for further develop-
ment of clinicians as excellent clinical teach-
ers.16 The family practice setting provides the
opportunity for close supervision and assess-
ment of the resident’s abilities through frequent
consultation between the resident and the pre-
ceptor during the day and through daily chart
review discussions. If either the resident or the
patient has concerns, the preceptor should be
consulted directly. Each resident progresses
through training at a different speed. The close
one-on-one supervision available in a family
practice setting allows cultivation of the
resident’s strengths, as well as identification of
any weaknesses. The sooner areas of weakness
are identified, the easier it is to focus on
strengthening those areas during training.16

Many residents felt that, they were not super-
vised directly and had supervision by those
trainers  who have no interest in clinical teach-
ing. David Cottrell17 found direct supervision
and the quality of the supervisory relationship
are key to effective supervision. There is a need
for clear guidance on supervision the establish-

Table-V: Relation between training center and exposed to common patient’s problems.
 

Training center       Yes No    Undecided Total
  No.     (%)     No.       (%)      No.     (%)

AI-Khobar A 5       (6.7) 1        (4.2) 0        (0.0) 6      (5.5)
Aseer B 13     (17.3) 2        (8.3) 1        (9.1) 16    (14.5)
Jeddah C 19     (25.3) 14      (58.3) 4        (36.4) 37    (33.6)
Madina Al-Munawara D 5       (6.6) 0        (0.0) 4        (36.4) 9      (9.2)
Riyadh- KKUH E 1       (1.3) 4        (16.7) 0        (0.0) 5      (4.5)
Riyadh Military Hospital F 13     (17.3) 1        (4.2) 0        (0.0) 14    (12.7)
Riyadh National Guards G 7       (9.3) 1        (4.2) 2        (18.2) 10    (9.1)
Tabouk H 12     (16.0) 1        (4.2) 0        (0.0) 13    (11.8)

Total  75     (68.2) 24      (21.8) 11      (10.0) 110

An expected value is < 5, Chi square not valid, Chi square = 42.69,
Degrees of freedom =16, P value = 0.00000000
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ment of appropriate procedures and mecha-
nisms to resolve difficulties relating to inad-
equate supervision for trainees and perform-
ing trainees. Insufficient number of supervisors
have received training in supervision, though
the clinical supervision relationship is valuable
for the development of good practice.18 The
residents need clinic per week throughout the
whole program , especially in the  first year(R1),
second year (R2) and  third year (R3), they were
in rotations in other departments without clinic
in their training center. With this, they may
not apply the principles of family medicine,
consultations models and also not having their
own patients with follow up. Barry Weiss,19

found that many family medicine educators
have called for changing the family practice
residency curriculum from a series of block
rotations to a longitudinal curriculum. A lon-
gitudinal curriculum is one in which residents
are based in the family practice center every
day during all the three years of their residency
training. Residents learn most of the clinical
content of family medicine through experi-
ences with patients from their continuity clin-
ics, under supervision of family medicine fac-
ulty, rather than through specialty-specific
block rotations supervised by specialists. An
important benefit of longitudinal training is
improved continuity of care  between residents
and their patients. Unfortunately, definitions
of longitudinal training vary widely, and at

least one study shows that supposedly longi-
tudinal curricula do not result in better conti-
nuity of care. There is some evidence that
acquisition of knowledge by residents may be
better with intensive block rotations than with
longitudinal training. Thus, the supposed ben-
efits of longitudinal residency training remain
unproven.19 That is, for many clinics per week
throughout the whole program but one clinic
per week was applied in Canadian family
medicine program for many years, and it was
successful  even though the length of the pro-
gram is just two years, but  our program is for
four years, which might  give  us more reason-
able cause to apply it . The services is a part of
training but must be accompanied with
enough number of clinics (not too much
clinics per week or overload with patients
number) with good clinical supervision by
trainer, otherwise  it will be service program
rather than training program. The assessment
method of clinical attachment must be fair and
that can not be achieved without good clinical
supervision. Video camera is important part
in education especially in the assessment of
consultations, majority of training centers were
not having this facility, as reported by our resi-
dents. Video assessment of GPs in daily prac-
tice according to the procedures described is a
valid and reliable method, one which is useful
for education and quality improvement. There

Table-VI: Relation between training center and who recommend this center for new residents.

Training center           Yes     N0 Total
    No.      (%)           No.     (%)

AI-Khobar A 3         (3.0) 3       (25.0) 6 (5.4)
Aseer B 15     (15.2) 1         (8.3) 16 (14.4)
Jeddah C 33     (33.3) 4       (33.3) 37 (33.3)
Madina AI-Munawara D 10     (10.1) 0         (0.0) 10 (9.0)
Riyadh-KKUH E 1         (1.0) 4       (33.3) 5 (4.5)
Riyadh Military Hospital F 14      14.1) 0         (0.0) 14 (12.6)
Riyadh National Guards G 10     (10.1) 0         (0.0) 10 (9.0)
Tabouk H 13     (13.1) 0         (0.0) 13 (11.7)

Total  99     (89.2) 12     (10.8) 111

An expected value is < 5, Chi square not valid, Chi square = 40.42
Degrees of freedom = 8, P value = 0.00000000
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is a trade-off between feasibility on one hand
and validity, reliability and credibility on the
other hand. Compared to investments in
observation methods in standardized settings,
the costs of video observation of GPs’ actual
performance are acceptable.20 Assessment for
quality improvement of family physicians’
practices by video observation in daily practice
is superior to video assessment in a simulated
setting using standardized patients.21 Towards
the Community medicine course introduction
as one block (3 months) during the program in
the third year (R3), majority of our trainees
prefer it to be introduced as integrated course
by both, family and community physician
rather than community physician alone, the
trainees perception must be considered in cur-
riculum planning. As 68.2% of trainees were
exposed to variety of common patient’s prob-
lems, which implies that the position of train-
ing centers are good for teaching. And 89.2%
of trainees agreed that they recommend their
center for the new residents. But lack of super-
vision with less number of clinics was one of

the deficiency of the program as experienced
by our residents.

CONCLUSION AND
RECOMMENDATIONS

Like any other study, this study with its own
limitations and with its descriptive results,
provides an opportunity to Family medicine
residency committee of KSA to evaluate and
make appropriate changes in the curriculum.
Based on the residents opinions, the author
recommends the following measures:

(1) Improve the clinical supervision.
(2) To maintain one half day clinic in family

medicine training center per week
throughout whole program.

(3) Provide enough and highly motivated
trainers for clinical teaching and
supervision.

(4) Evaluate the training centers and its
ability as optimal training centers.

(5) Evaluate the current assessment method
during the program.

(6) Reformulate the community medicine
curriculum.
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