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BACKGROUND
For more than 20 years, family medicine (FM)
in Thailand is still looking for its place in our
primary care healthcare system as an estab-
lished specialty. Historically, primary care in
Thailand was provided by the new graduates
from the medical school. They were assigned
to district hospitals as general practitioners
(GPs) and were required to serve a 3-year
period in various parts of the country. GPs
have a primary medical qualification but have
not undertaken a specialty in residency. They
had to undergo ‘on-thejjob’ training while
functioning as the first-contact medical care
providers in their community. Until the incep-
tion of FM residency, GPs could apply for
formal medical subspecialty training (similar
to the US residency programmes) and could
return to teaching hospitals only after the
completion of 3 years. The majority of them
went back to teaching hospitals for further
training and only a few of them chose to stay
as GPs in the community due to the low recog-
nition in the medical community, modest pay
and heavy workload. As medical specialisa-
tion progressed in Thailand, the demand to
standardise fragmented GP training into a
new specialty residency programme became
imminent. In response to the need, the
Ministry of Public Health (MOPH) launched
FM as an independent medical specialty
in 1999 as a vehicle to deliver cost-efficient
first-contact care to the entire population.
The MOPH instructed universities to offer a
3-year residency programme, and currently,
38' FM training programmes exist in Thai-
land. Eleven of them are based in universities
and 27 are based in major teaching hospitals,
including Chiang Rai Provincial Hospital.?
There are three pathways to become a
family physician in Thailand, namely the
hospital-based residency track, the in-ser-
vice residency track and the retraining track.

The hospital-based residency is the one that
was originally developed at universities. The
MOPH modified the regulation and candi-
dates are allowed to apply for the residency
after a minimum of 1-year mandatory service
for additional 3 years of residency training,
mainly rotating through subspecialty and FM
clinics. Only alimited number of programmes
were available at initially due to a shortage of
primary care educators. However, this track
has not been able to produce a sufficient
numbers of family physicians to meet the
demand in the country, with most graduates
choosing to become teaching staff at the
universities.

The in-service residency track was devel-
oped by the MOPH in 2009. This track is
designed to shorten the length of training
by combining mandatory service and resi-
dency training. As there was a huge demand
for primary care providers, this track boosts
the number of family physicians in the busy
district hospitals around the country’ and
results in the majority of FM trainees being
on this track. The residents can finish their
mandatory service faster and apply directly
to the hospitals in their preferred loca-
tion rather than being randomly assigned
throughout the country.

The retraining track is especially meant for
existing GPs who have more then 5 years of
experience. They could be certified as FM by
continuing their medical education and by
taking up the board examinations conducted
by the Thai Royal College of Family Medicine
(The College). The track has not attracted
the expected number of candidates yet: GPs
certified through this rigorous process do
not benefit financially, as a busy GP prac-
tice is financially more beneficial based on
productivity.

Chiang Rai Hospital is a tertiary care
hospital that serves 1.2million people in the
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Chiang Rai province in northern Thailand. The city shares
borders with China, Laos and Myanmar and is located 490
miles from Bangkok, the capital city. The hospital serves
as medical training centre with Chiang Mai University for
the undergraduate medical students and postgraduate
medical professionals in northern Thailand. In Chiang
Rai Hospital, FM residency started 7 years ago as an in-ser-
vice residency track with two full-time faculty members. In
2018, the hospital-based residency track was also imple-
mented with 11 full-time faculty members. In 2019, we
have two residents in the hospital-based track and nine
residents in the in-service track.

CHALLENGES IN ESTABLISHING FM TRAINING

From the beginning, there have been obstacles to devel-

oping a which include the following:

1. Thelarge volume of patients (50-60 patients per provid-
er per day") at ambulatory care clinics across Thailand
is a serious challenge to provide practice-based edu-
cation both for learners and preceptors. According to
the Constitution of the Kingdom of Thailand 2017,
the MOPH mandates the promotion of FM as a prin-
ciple vehicle of primary care and to achieve the ratio
of one family physician to 10000 residents by 2027.°
Balancing the unprecedented demand to increase the
number of family physicians without compromising on
the quality of training is difficult.

2. One of the foundations of clinical training is bedside
clinical skills and we have therefore focused on bedside
clinical instruction and precepting.”® Even though
The College stipulates the curriculum and competen-
cy requirements, the actual implementation of the cur-
riculum is largely dependent on local resources and
support. The contents and teaching methods among
different programmes vary significantly. The quality
of education on the in-service track programmes is
heavily dependent on local teaching faculty who are
in various stages of their career and experience. The
expectation from the residents is not met with delivery
by local preceptors.’

3. Although skills in clinical and outcome research are
incorporated as essential and mandatory for residents,
the majority of teaching faculty members need further
training in conducting research and providing guid-
ance to the residents.

4. Many current teaching faculty members require fur-
ther training in bedside clinical teaching to make
the most of spared teaching opportunities.'’ Faculty
members on in-service track programmes often see
teaching as an extra burden. In addition, it is hard to
motivate faculty members to learn teaching skills when
sufficient funding is not available. Faced with limited
resources and mentors, junior faculty members who
would like to provide care and to become educator
are disappointed with the reality and end up changing
their career to pursue already well-established subspe-
cialties. This trend makes the remaining faculty mem-

bers even busier and discourages improvement in the
quality of training across the country.

5. There is a continuing confusion regarding the dis-
tinction between GPs and family physicians both in
medical and lay communities. The lack of the role of
a family physician in the system has negatively affected
the family doctors’ motivation as well as the recruit-
ment of residency candidates.''™ Like many other
countries struggling to establish primary care special-
ties,"* the triad of low recognition, limited support and
overwhelming patient care does not help sustain teach-
ing programmes and drives many to leave FM for other
subspecialties or to non-teaching private practice.

FOCUSING ON OUR ASSETS: CHIANG RAI PROGRAMME

Despite the challenges, the authors believe the
geographic, demographic and cultural uniqueness of the
province in the development of a training programme
helping residents become a competent primary care
provider. The authors have focused on areas to improve
educational efficiency, based on the high-functioning
teaching practice design by the Association of American
Medical Colleges'® and have come to focus on five areas
where Chiang Rai Provincial Hospital can provide unique
learning opportunities by incorporating various teaching
methods to strengthen our residency programme.

Wide spectrum of disease

Chiang Rai is one of the fastest growing metropolitan
areas in Thailand due to its proximity to China, our
growing economic partner. Rapid urbanisation in rural
lifestyle has brought a dynamic mixture of diseases: a
variety of infectious diseases such as tuberculosis (TB),
sexually transmitted infection, HIV/AIDS, and dengue
fever, and a surge of non-communicable diseases such as
hypertension, diabetes and lung diseases.'® This broad
spectrum of diseases provide provides residents an exten-
sive range of clinical opportunities for learning.

Minority health and psychosocial issues

Chiang Rai is known for its ethnic diversity. Numerous
ethnic minorities in surrounding areas, often called
mountain tribes, are untouched by development.
There are pockets of medically underserved communi-
ties afflicted with diseases such as TB, childhood pneu-
monia and malnutrition, which are believed to have been
caused as a result of poverty. The diverse and multicul-
tural patients’ background forces us to learn and become
sensitive about the broader aspects of health issues, social
determinants of health and health equity.

Community outreach and public health

Since we are providing care for the entire province, the
residents have an opportunity to engage in public health
interventions such as outbreak investigation, community-
based health education and immunisation campaigns.
The exposure to population-based management is one
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of the essential skill sets for family physicians working in
communities.

Comprehensive care

Chiang Rai is functioning as a referral hub for the
surrounding areas including 18 district hospitals. Working
closely with a regional network of primary care offers
opportunities to learn and address numerous health
issues in all primary, secondary and tertiary care settings.
Since we administer both in-service and hospital-based
tracks, residents from both programmes can learn from
each other on the different scopes and views between
communities and tertiary care centres.

Monthly case workshop and multidisciplinary learning
opportunities

Every month, there is a 2-day workshop where each resi-
dent presents his/her ‘case of the month’. The teaching
faculty, residents, social workers and invited subspecialists
discuss each case from psychosocial, medical and surgical
aspects, reflecting patient-centred care. In 2016, we
started our palliative care consult service in the provincial
hospital, practising and teaching patient-centred care,
team-based care, care coordination and continuity of care
to our residents, and to residents from other disciplines.

The FMresidency programme at Chiang Rai Hospital has
been growing with the teaching collaboration. We antici-
pated a need for faculty development in our programme
because we have recognised lack of adequate training
in teaching and research. We have asked several foreign
institutions to collaborate with us to mentor our faculty
members. We started a faculty development programme 8
years ago with help from Case Western Reserve University
(2012-2018) and the University of Virginia (since 2019),
who have provided intensive faculty development work-
shops. In 2017, the Fulbright Scholar Program helped
us implement workshops for in-service track faculty
members in eight provinces in northern Thailand. As
our number of core faculty members continues to grow,
we have engaged in peer coaching among the faculty
members through group self-reflection and discussions at
faculty meetings. In the last few years, there have been
several ongoing research projects and abstracts that were
accepted for presentation at international conferences.
Gradually, those outcomes are helping us become more
confident in both research and teaching.

We believe the progress made by our department in
practice and education helps us gain confidence and posi-
tive recognition from other subspecialties. At the Chiang
Rai Hospital are determined to continue to play essential
roles in strengthening FM as an independent specialty in
the Thai healthcare system.

In summary, the authors have discussed the journey
of establishing the FM residency programme in Chiang
Rai, Thailand. So far, we have learnt the following lessons:
(1) define our goal for training: a competent clinician
as a first contact care provider in the community; (2)

search for mentorship to seek specific help, both inside
and outside the country, and strong guidance to build
up a bedside teaching model model similar to that seen
in foreign institutions; (3) implement a faculty develop-
ment programme from the beginning; and (4) advocate
for the role of FM to senior leadership at the hospital and
the ministry and to engage them as our collaborators to
improve overall care for our community. We hope our
discussions will give some hints to establish FM where
there are not enough preceptors.
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