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Abstract
Background and Objective Despite the increase in family medicine residency in Japan, there are only a
few structured faculty development (FD) programs. The objective of this project was to develop,
implement, and evaluate a FD curriculum in Japan. Methods In 2015, a private FD initiative in the Mie
University initiated a curriculum development in collaboration with FD fellowship at the University of
Pittsburgh. A literature review and subsequent Delphi processes was conducted for competency
development. Based on the competency list, we designed a two-year part-time FD curriculum. A course
evaluation using pre-post con�dence level and a focus group was held during March 2017. Results 28
objectives were de�ned under �ve core domains: 1) care management/family medicine principle, 2)
leadership/professional development, 3) administrative/management, 4) teaching, and 5)
research/scholarly activity. The focus group identi�ed �ve themes regarding the learning process:
foundational soil; seedbed; sowing of seeds; nurture and growth; and reaping the harvest. A pre-post
survey revealed signi�cant increase in learner con�dence for “care management/family medicine
principle”(p=0.03), “teaching”(p<0.01), and “research/scholarly activity”(p<0.01), as well as the total score
(p=0.03). Conclusions Further curriculum re�nements will be required to see if the curriculum could be
used for faculty development in other family medicine residencies.

Background
Recent innovations in primary care systems have formulated strong social infrastructures particularly in
western countries. However, there is a disparity in the quality of primary care systems among nations1.
Japan is one of these nations where formal primary care training and board certi�cation have been slow
to develop. To address a rapid increase in disease burden among an aging population while capping the
healthcare cost, a su�cient number of adequately trained primary care physicians is needed.

The Japanese Society of Primary Care, the Japanese Academy of Family Medicine (JAFM), and the
Japan Society for General Medicine have merged and been renamed as the Japan Primary Care
Association (JPCA) in 2010. A few years before the merger, the JAFM had implemented a three-year
family medicine residency to train board-certi�ed family physicians in 2006. Since then, the numbers of
family medicine residencies and board-certi�ed family physicians has been increasing. As of December
2018, there are 796 board-certi�ed family physicians, approximately �ve hundred family medicine
residency programs, and 5,946 certi�ed primary care physicians.

Simultaneously, the Japanese Ministry of Health, Labor and Welfare decided to formally accredit “general
practice” including family medicine as a specialty beginning in 2018. Based on current context, the
number of applicants for general practice is expected to increase among medical students and interns.
According to a cross-sectional survey conducted at 17 Japanese medical schools in 2014, the top three
specialty choices among �nal-year medical students were internal medicine, general practice, and
pediatrics2.
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Along with the recent increase in the number of general practice residency programs, there has been an
increasing demand for nurturing quality general practice faculty nationwide. It is well accepted that
systematic and continuous faculty development (FD) is necessary to nurture a high quality faculty. The
expertise and skillset required for this is beyond residency training3. Although JPCA has been offering
faculty development for educators, most are sporadic workshops and there are only a few structured
longitudinal FD programs.

In addition, given the accumulating evidence of the competency-based longitudinal curriculum in multiple
settings4,5, there is a need for sound competencies speci�c for faculty physicians. Previous literature
reveals a few different de�nitions of faculty competencies. For example, Bland et al, developed 24 core
competencies under �ve domains: education, administration, research, written communication, and
professional academic skills6. More recently, Harris et al, have published the result of their longitudinal
curriculum development in 2010, which summarized 53 core competencies under seven domains:
leadership, administration, teaching, research, medical informatics, care management, and
multiculturalism7. However, assuming that the core faculty competency varies across different settings,
there was a clear need to develop consensus for faculty competencies in a Japanese general practice
context.

The objective of this project was to construct consensus for faculty competencies and to develop,
implement, and evaluate a faculty development curriculum in a Japanese family medicine context.

Methods

Context
Family medicine residency at Mie University is one of the oldest general practice residencies in Japan.
Mie university hospital, four community hospitals, and two community clinics are currently involved in the
program. There are a total of 35 full-time faculty physicians and seven residents as of December 2018.
Starting from 2014, a residency faculty (MN), who had graduated from another longitudinal FD program
in Japan, launched a private FD initiative within the Mie University Family Medicine Residency to train
recent residency graduates. In September 2015, the initiative started a FD curriculum development project
in collaboration with a FD fellow (KI) at the University of Pittsburgh. We used the Kemp model8 to guide
our curriculum development project. The study protocol was approved by the Institutional Ethical
Committee of Mie University Graduate School of Medicine (No. 1745).

Learner Needs Assessment
The FD curriculum was designed with a particular focus on training junior faculty who had recently
graduated from their family medicine residencies. From October to November 2015, a needs assessment
survey with open-ended questions was distributed via email to preliminary FD initiative participants to
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explore: each faculty’s career vision, perceived needs for speci�c competencies as a junior faculty, and
their expectations for the FD curriculum.

Prep Seminars
Prior to the curriculum development, a series of seminars with a speci�c goal of preparing for a
curriculum development process were given by the FD fellow (KI). The seminar topics and the pre-post
evaluation results are summarized in Table 1.

Faculty Competencies Development
A competency list was developed, using a four round Delphi process from November 2015 to March
2016. Seven faculty physicians working in hospitals and clinics a�liated with the Mie University Family
Medicine Residency participated in the process. Prior to the �rst round of the Delphi process, the faculty
members reviewed existing competency lists6,7,9 and reached a consensus to adopt the competency list
developed by Harris et al7 as a basis for our discussion. KI and MN drafted the �rst draft of the
competency list prior to the Delphi process. The Delphi process participants were asked to review the item
list and to add items that they believed were necessary including those unique to the current Japanese
family medicine context. The assessment of the items used a nine-point Likert scale, regarding the
agreement to the items on the list ranging from 1 (strongly disagree) to 9 (strongly agree). The feedback
given on each item in previous rounds was reported during each round of voting and revisions were made
based on a group discussion. Consensus was de�ned as all participants having ranked an item within a
range of three consecutive numbers.

Curriculum Design and Implementation
The program director (MN) designed a two-year part-time FD program with a curriculum goal of
“enhancing family medicine faculty’s clinical, educational, administrative, and scholarly competencies
dependent on each participant’s future career aspiration.” The FD curriculum was designed to have
daytime protected time for seminars twice a month, as well as on-the-job training and longitudinal
project-based learning opportunities. Beginning in April 2016, a new curriculum has been implemented
based on the new competency list with three new learners. Nine faculty members were allocated to be
responsible for the 28 competency areas according to each teacher’s expertise.

Learner/Curriculum Evaluation
From March to April 2017, we issued a course evaluation, using learners’ satisfaction, changes in
con�dence in each competency, and a focus group interview.
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Focus Group Interview
A focus group interview with current program participants was held at the end of the �rst academic year.
Prior to study participation, potential participants were given information both in verbal and in written
form, regarding the purpose, method, and anonymity. We also clari�ed that whether or not to participate
the study will have no effect on the curriculum contents and evaluation they receive. Interview
participation was voluntary and written informed consent was obtained from all participants. MN and MG
conducted the interview, using a semi-structured interview guide. The interview guide included the
following questions:

1 Learner self-evaluation

1.1 Was there any change in your level of con�dence as a faculty?

1.2 How was your level of understanding regarding overall curriculum and each topic?

1.3 Did you notice any change in your behavior?

2 Program evaluation

2.1 What aspects of the curriculum or contents given were effective?

2.2 Are there any suggestions you would like to share with us?

3 Free discussion

Interview was audio-recorded and subsequently transcribed by an outside institution. All identi�able data
were removed through the transcription process, thus researchers analyzed only anonymous data. KI, MN,
and MG developed a codebook after independent review of all scripts. Any difference in coding was
discussed and revised as appropriate. Themes and subthemes were developed based on review of each
code and an iterative discussion.

Learner Survey
A pre-post survey of con�dence level regarding the FD competencies was administered at the end of an
academic year. The items used a ten-point Likert scale, ranging from 1 (not con�dent at all) to 10 (very
con�dent). The paired t test was used to make a pre- and post-comparison of the survey response. All
analysis was performed using STATA/SE 14.2.

Results

Needs-assessment
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All of the three 2014 FD initiative learners agreed to participate in the needs assessment interviews.
Participants wanted to learn mainly about educational theories, educational skills, educational
framework, management skills, as well as a few practical business skills (e.g. work-life balance, anger
management skill). They described high workload and lack of time for the program participation as two
major challenges. As for the career direction of the participants, two of them were seeking clinician
educator positions at a community hospital or a clinic, and another learner wanted to obtain an academic
position at a university.

Faculty Competencies
Seven faculty physicians working in the residency-a�liated hospitals and clinics participated in the
Delphi process. After the four-round Delphi process, we de�ned 28 objectives under �ve core domains: 1)
care management and family medicine principle, 2) leadership and professional development, 3)
administrative and management skill, 4) teaching, and 5) research and scholarly activity (Table 2). The
two-year curriculum was structured with two to three didactics a month, course assignments (e.g. video
precepting, individual project work), and supervised writing of course portfolios. From April 2016 to March
2017, we held 20 educational sessions with three learners (Table3).

Focus Group Interview
Three learners agreed to participate in the focus group and the subsequent survey.

The focus group results were analyzed and articulated in �ve main themes:

1) foundational soil, 2) seedbed, 3) sowing of seeds, 4) nurture and growth, and 5) reaping the harvest
(Figure 2).

Theme 1: Foundational soil
-Ambiguous mastery of domain 1 (family medicine principle):

“For other competency domains, it was very easy to understand what we had learned through a
combination of theory and work. But I found the domain 1 had more ambiguous concepts, which made it
hard for me to grasp what I had gained.”

-Low priority of domain 1 (family medicine principle) for some learners:

“Considering that the amount of competencies we have to learn is a lot, and that we already have learned
a certain amount of the domain 1 through the board exam, this area can be reduced for next year's
curriculum.”
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-Positive effect of domain 1 (family medicine principle):

“Domain 1 was helpful as an opportunity to re�ect on myself.”

-Usefulness of domain 1 (family medicine principle) from the clinician's
perspective:

“Domain 1 was quite important to me. Suffering and healing are di�cult topics in daily practice. I have a
sense that I may got a clue to understand those things. It was helpful for me as a clinician, not even as a
faculty. This experience made me happy to be a family physician.”

Theme 2: Seedbed
The learning process of FD participants was largely in�uenced by learner characteristics and their
context.

Sub-theme: Independent & autonomous learners

-Self awareness that one should be independent and autonomous as a learner:

“The FD program gave us seeds by suggesting topics and references. It is the learners' responsibility to
nurture the seed.”

“After learning new concepts, you will also be encouraged to continue learning by yourself.”

Sub-theme: Background factors affecting understanding of the topic

-Practice opportunities and the degree of interest for each topic:

“In terms of understanding, there is quite a difference in the degree of comprehension in each
competency and domain. It depends on how relevant and familiar the topic is for your current practice
and also the level of interest you have.”

-Lack of relevance, lack of basic knowledge, less practical opportunities:

“My understanding about topics that are not relevant to me, such as research, was not that much
improved. I think that it is different from my previous level of understanding, though.”

“I had no basic knowledge about management, so I had to start with a blank slate. In addition, as I did not
have opportunity to deal with it after the session, I forgot what I had learned very soon thereafter.”

Theme 3: Sowing of seeds
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Sub-theme: Useful aspects of the strategy taken

-Interactive learning:

“It was great to learn in an interactive way, including work-shopping and outside of class experiences.”

-Combination of didactics, work-shopping, and outside of class experiences:

“Learning through concurrent elements of the program was effective for me.”

-Effective curriculum design:

“It was a very e�cient program with a mechanism that allows each theme to be related. Each previous
session was related to the next one.”

-Well-prepared sessions:

“Through all the sessions, handouts were sophisticated and sessions began by trying to understand the
basic concepts. I felt the teaching style really matched my learning style and it was a lot of fun.”

Sub-theme: Suggestions for the improvement of curriculum

-Not sure if the topics should be taught simultaneously vs. block by block:

“I don’t know if teaching the core competency domain 1 - 5 simultaneously compared to doing them one
by one is more effective.”

-Areas should be concurrently parallel:

“Annual scheduling is very di�cult, but I think that it would be better to do all the areas simultaneously.”

-Implementation of topics that will lead to project works in each area earlier in the
academic year:

“I think it would be ideal if we could complete projects in each of the 5 domains by the end of a year.
What about doing topics that will lead to project works in each area earlier in the academic year?”

-Follow-up assignments will not be needed:

“Su�cient preparation makes the session meaningful. I do not think we need to have follow-up
assignments.”

-Follow-up assignments were useful for review:

“I had struggled with the follow-up assignments, but it helped. It helped refreshing my memory through
the review process.”
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-Follow-up assignments that link to the next session would be useful:

“It would be great if the follow-up assignments nicely linked to the next session.”

-It is desirable to evaluate each unit more frequently:

“The evaluation could be distributed more frequently for each unit. I felt I had some thoughts about the
session but have completely forgotten as of now.”

Sub-theme: Sense of burden

-Imbalance between personal capacity and task volume:

“Catching up with assignments, especially follow-up assignments, was hard for me. For some nights
before FD sessions, I had to stay up late.”

Sub-theme: Contents that were useful

-Leadership and personal growth, administrative and management skills, especially
with regard to how to operate a clinic:

“Leadership and personal growth, administrative and management skills, and especially the topic
regarding clinic operation were very new to me. I felt I learned a lot in these areas.”

-Practical educational skills, writing a letter to the editor session:

“Sessions on practical educational skills and the research opportunity such as the letter to the editor
session were very interesting.”

Theme 4: Nurture and growth

Sub-theme: Relationship between the growth and soil

-Compatibility between learner's position and theme:

“Sometimes the topic did not necessarily suit me since I was a graduate student.”

-Difference in learning objectives based on theme compatibility:

“Even for topics that did not suit my interest, there were always some tips for my previously unsolved
problems.”

“Basically, there was nothing negative. I could always �nd something positive.”
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-Consistency of courses and competencies through practice:

“Competency is derived not from armchair theory but from actual problems confronted by previous
faculty. I believe I can learn them by pursuing the current curriculum.”

-Learners are responsible for interpreting and utilizing the contents:

“Looking back, maybe I have been trying to interpret, understand, and apply what I had learned to
practical work on myself.”

Sub-theme: Variation in understanding of individual topics

-Core concepts of family medicine, sharing decisions, mind skills of education:

“I was able to gain a deep understanding about core concepts of family medicine, sharing of decision,
and educational mind skills—as well as some understanding on how to apply them.”

-Conference facilitation and management skills, �nancial analysis:

“As for the conference facilitation, management skills, and �nancial analysis, I could not fully
comprehend these topics.”

Sub-theme: Di�culty of behavioral changes

-Di�culty of internalizing the knowledge at a practical level:

“If the goal is to simply acquire knowledge, it can be achieved once I know it. It is more di�cult to actually
internalize the knowledge at a practical level.”

“When I hear about various existing theories, I feel ‘oh, that's right.’ When I try to apply it that I realize the
gap between ‘knowledge’ and ‘wisdom.’”

Sub-theme: Themes that did not lead to behavioral changes

-Logical Thinking, Financial Relationship, Vision, Research:

“Logical thinking was also my favorite theme. I could understand to a certain extent, but it was di�cult to
change my behavior based on that.”

“I couldn't make any behavioral changes concerning �nance topics and the shared vision session.
Research is actually the most relevant theme but I could not proceed.”

Sub-theme: Insu�cient understanding
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-Feeling of insu�cient understanding:

“My concern is that I may not have fully digested what was taught to us during the course and that I may
not be able to apply those lessons to the practice in the future.”

“Obviously, there were several topics that I could not fully comprehend compared to the others.”

Theme 5: Reaping the harvest

Sub-theme: Explicit behavioral change

-Incorporating patient narrative into practice, Shared-Decision Making, Time
Management:

“Since the fellowship sessions, I noticed that I have been conscious about the patient narrative and the
shared-decision making model during patient encounters. The concept of time management is deeply
implemented in my real life, as well. I don't know if those are successful changes, but my behavior has
certainly changed.”

-Able to talk about leadership and management:

“Now I can discuss with various people about topics that I was not familiar with before, such as
leadership, management, and organizational management.”

-The threshold for QI and research has fallen:

“By learning the basics of, let's say, quality improvement and research, I felt I wanted to try them since
they seemed easier than before. I also found myself thinking "oh this might be a good �t for a QI project!"
and things like that. It is such a big change.”

-Applying feedback to their learners:

“Changes I've noticed in my behavior… The most explicit one is the educational skill. We have learned
various ways of giving feedback, including what kind of feedback is appropriate for particular types of
learners. And I've brought them back to apply to myself.”

-Time Management, Logical Thinking:

“Several other things, such as the time management and logical thinking, were easy to understand and I
feel I am using them a little bit in my daily life.”

Sub-theme: Awareness of transferability of FD competencies
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-Awareness of transferability of FD competencies:

“I noticed that such FD competencies can be applied to other jobs and professions, not only the medical
�eld. Of course to private life as well. Such as in the case of con�icts with family members.”

Sub-theme: Awareness of growth through FD

-Con�dence and joy about learning the strategies of lifelong learning:

“As a part of lifelong learning, it was helpful to learn how to learn after you �nished the residency training.
That made me feel con�dent and happy.”

-Realization of skill up through FD:

“Seeing the competency list for the �rst time in a while, I felt that we had learned a lot. I can see myself
being a bit more skillful and being con�dent by attending this curriculum.”

-Con�dence by knowing new knowledge, way of thinking, framework etc.:

“I felt con�dent in the sense that I was able to know the idea that was not in my own thought process
before, such as new knowledge, thoughts, and frameworks.”

Sub-theme: Signi�cance of FD

-A feeling of security for the presentation of directions of lifelong learning:

“I felt secure for being taught a path, which would be better to have as a faculty. It was helpful to be able
to learn how my seniors had grown up.”

-The FD program gave us seeds by providing themes, topics, and references:

“By suggesting potential themes, topics, and references, the program gave us seeds for which we can
nurture later.”

-Dialogue as a means of internalizing knowledge:

“I think another aspect of FD is that we can proceed without becoming self-righteous while having
dialogues with great predecessors.”

“We need mentors to avoid being self-satis�ed.”

“It is worthwhile to know what I do not understand.”

A pre-post con�dence level survey
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A pre-post survey revealed signi�cant increase in learner con�dence level for domains “Care Management
/ Family Medicine Principle” (p=0.03), “Teaching” (p<0.01), and “Research / Scholarly activity” (p<0.01),
as well as the total score (p=0.03) (Table 4).

Discussion
A family medicine FD curriculum was developed, implemented, and evaluated in a Japanese family
medicine context. The domain 1 of the competency list (family medicine principle) included several
unique items which were not listed in the existing competency lists6,7,9 from western countries where
primary care systems are well-developed. Similarly to our results, a recent qualitative study that involved
participants from ten low- and middle-income countries reported that a consistently identi�ed FD needs
was how to teach the family medicine context and perspective10. These �ndings may imply that the core
faculty competency is strongly context-oriented and changes with the times.

Based on our qualitative and quantitative evaluation, there were several tips for successful FD. First of all,
relevance of the topics and opportunities to apply in their current positions were inevitable for learner
engagement. The lack of improvement in the learner con�dence level for domain 2 (leadership and
professional development) and domain 3 (administrative and management) support the need for
legitimate peripheral participation (LPP)11, especially in administrative and leadership opportunities for
junior faculty. LPP indicates that novice participants in a community of practice should have
opportunities to engage in simple or lower risk tasks that are important to the community’s goals11.
Giving FD participants a leadership role in lower risk tasks, such as quality improvement, educational
sessions, or simple interprofessional collaboration, would be an effective strategy to facilitate learning in
these domains. Secondly, interactive learning environment based on adult learning principles was
effective, if participants have certain level of baseline knowledge and self-directed attitude. In addition,
well thought-out order, amount, and timing of topics would be required so that learners could link learning
contents in a relevant and e�cient fashion.

Although our evaluation mainly focused on learners’ “reaction” and “learning” based on the Kirkpatrick
model12, there were noteworthy “behavioral change” and “organizational performance” level
accomplishments in all three learners. Two letters to the editor written by one of the participants with
academic career intention have been published13,14. One learner assigned to be in charge of student and
resident education in a group practice, while another learner who had sought clinician educator position
was promoted to be a department director of a residency-a�liated hospital.

The current study has some limitations. First, our data were extracted from a limited number of
physicians in a single residency program, thus may not be applicable to other settings. Secondly, the
program director (MN) was involved in the focus group process. We had discussed to engage a third
person to avoid potential bias for the interview but decided to remain the program director in the process,
assuming the mutual trust established between the director and participants as well as the director’s
expertise contributes to the depth and validity of the data. Further curriculum evaluations with a focus on
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“behavior” and “results”, as well as curriculum implementation in other settings would be required in the
future.

Conclusion

A family medicine FD curriculum was developed, implemented, and evaluated in a Japanese family
medicine context. We found that the core faculty competency was strongly context-oriented and changed
with the times. Relevance of the FD topics and opportunities to apply in their current positions were
inevitable for learner engagement. Further curriculum re�nements will be required to see if the curriculum
could be used for faculty development in other family medicine residencies.
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Tables
Table 1. Prep seminar contents and the results of pre-post seminar evaluation

Prep seminar topics:

Educational frameworks/tools. September 2015

�. Competencies, milestones, and EPAs. October 2015

7. What are Faculty Competencies? November 2015

�. Kemp model & Kern model. January 2016

9. Educating administrative skills. February 2016
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How confident are you to the following

items?

Items ranging from 1 (Not at all confident)

to 10 (extremely confident)

Pre-test mean

score (SD)

Post-test mean

score (SD)

P-

value*

Educational frameworks/tools      

Distinguish competency, milestone, and EPAs 4.25 (1.26) 6.75 (1.26) <0.01

Develop milestones for FM residency 2.75 (2.36) 5 (2.16) 0.029

Explain why faculty competency should be

defined

4.33 (1.15) 7 (1) 0.047

Describe existing competency lists 1.33 (0.58) 6 (1) 0.017

Kemp model & Kern model      

Define administrative skills 5.6 (2.07) 7.2 (1.10) 0.018

Explain why administrative skills are

required

5.60 (2.70) 7 (1.41) ns

Table 2. Family Medicine Faculty Core Competency List
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Domain 1: Care Management / Family Medicine Principle

Demonstrates basic understanding of EBM, appraises articles critically, and discusses the evidence appliance

for patients

Conducts quality improvement projects at one’s own practice

Demonstrates and teaches individual patient care based on “family medicine principles”, such as patient-

centered clinical method and family oriented patient care

Discusses community oriented primary care by reflecting actual cases with ACCCA/C concepts

Facilitates interprofessional education and interprofessional work

Views own practice from a public health perspective (healthcare system, cost, resource allocation, public and

individual benefits, social determinants of health)

 

Domain 2: Leadership / Professional Development

LP1 Recognizes that leadership is relevant for everyone in various settings

LP2 Identifies strengths and weaknesses in self and others, and manages a project team as a leader

LP3 Mentors learners to achieve individual development

LP4 Resolves conflicts, negotiate well, and fosters collaboration and cooperation

LP5 Develops one’s own career based on a long-term (e.g. five year) goal

LP6 Realizes the impact of a shared vision

 

Domain 3: Administrative / Management Skill

A1 Interprets the healthcare insurance system and manages one’s practice within latest insurance policy

A2 Describes financial status of one’ practice by reading financial statements

A3 Communicates and negotiates effectively with stakeholders inside and outside the organization with

recognition of personal preferences and characteristics of various tools (e.g. oral, written, email, SNS)

A4 Identifies mission-based organizational dynamics (organization theory, personnel management,

learning organization)

A5 Participates actively in meetings with effective meeting skills
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Domain 4: Teaching

T1 Teaches learners to effectively provide office based care, using teaching frameworks such as five micro

skills

T2 Facilitates individual and small group teaching adequately based on the adult    learning theory

T3 Gives appropriate feedback, even to difficult learners

T4 Designs, delivers, and evaluates educational programs

T5 Discusses learning objectives and select appropriate strategies for each learner depending on

individual needs

T6 Delivers and supervise effective presentation using audiovisual materials and handouts adequately

T7 Evaluates and facilitates learner’s writing of portfolios according to the JPCA rubric

 

Domain 5: Research / Scholarly Activity

RS1 Formulates a feasible research question in the PICO format

RS2 Participates in research planning, data collection, data analyses, and writing as a research team

member

RS3 Adheres to guidelines and regulations regarding the ethical conduct of research and human subjects

RS4 Continues some sort of scholarly activities either by conference presentation, scientific writing (original

research, review, case report, and letter), or writing books/journals 

 

 

Table 3: Model Curriculum

Domain 1: C/F (Care Management / Family Medicine Principle)

Domain 2: L/P (Leadership / Professional Development)

Domain 3: A/M (Administrative / Management Skill)
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Domain 4: T (Teaching)

Domain 5: R/S (Research / Scholarly Activity)
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  Domain 1

C/ F

Domain 2

L/P

Domain 3

A/M

Domain 4

T

Domain 5

R/S

April 6 Disease &

illness

Course orientation

April 20     Time management    

May 11       Needs assessment &

Objectives

 

May 26       5MS/precepting  

June 7       Educational theories &

methods

 

June 22 Shared

Decision

       

July 5   Logical

thinking 1

     

July 20         Research

boot camp

July 28       Curriculum design  

August 17 Continuity        

September

6

    Financial 1 (PL/BS)    

September

21

      Portfolio evaluation  

October 6       Small group teaching

/Video review

 

October

26

Self

reflection

       

November

1

    Financial 2 (financial

statement)

   

November       Presentation skill  
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24

December

14

Healing Logical

thinking 2

     

January 18   Visonary

leadership

     

February

22

        Research

ethics

March 14   Project

management

    Literature

review

March 27         LTE

 

 

Table 4: Pre-post comparison of learners’ confidence

Pre score

(SD)

Post P-value

Care Management / Family Medicine Principle (60) 30.7 (15.2) 40.3 (12.3) 0.0317

Leadership / Professional Development (60) 25 (18) 34 (12.5) 0.1534

Administrative / Management Skill (50) 18 (9.2) 31 (9.5) 0.0659

Teaching (70) 27.7 (7.6) 43 (7.9) 0.0089

Research / Scholarly Activity (40) 17.3 (7.8) 24 (7.9) 0.0025

Total Score (280) 118.7 (55.5) 172.3 (48.7) 0.0251

*The 28 competency items were assessed using a ten-point Likert scale, ranging from 1 (not

confident at all) to 10 (very confident). The domain score implies the sum of each

competency score within the domain.

 

Figures

Domain Score* (Max score)  score (SD)
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Figure 1

The learning process of FD participants


