
 

 

 

REGIONAL OFFICE FOR EUROPE
___________________________

  EUR/ICP/DLVR 04 02 02
ENGLISH ONLY

UNEDITED
E69117

   THIRD MEETING OF THE
ST PETERSBURG 

INITIATIVE FOR
EDUCATION AND 

TRAINING IN
GENERAL

PRACTICE/FAMILY 
MEDICINE

   

   Report on a WHO Meeting

Bishkek, Kyrgyzstan
18–20 November 1999

SCHERFIGSVEJ 8 
DK-2100 COPENHAGEN Ø 

DENMARK 
TEL.: +45 39 17 17 17 

TELEFAX: +45 39 17 18 18 
TELEX: 12000 

E-MAIL: POSTMASTER@WHO.DK 
WEB SITE: HTTP://WWW.WHO.DK 

  

2000 EUROPEAN HEALTH21 TARGET 15 



EUROPEAN  HEALTH21  TARGET  15 

AN  INTEGRATED  HEALTH  SECTOR 
By the year 2010, people in the Region should have much better access to family- and community-

oriented primary health care, supported by a flexible and responsive hospital system 
(Adopted by the WHO Regional Committee for Europe at its forty-eighth session, Copenhagen, September 1998) 

 

 ABSTRACT  

The third meeting of the “St Petersburg Initiative” network was held in Bishkek, 
Kyrgyzstan, 18–20 November 1999. The meeting was jointly organized by the 
WHO Regional Office for Europe and the Ministry of Health in Kyrgyzstan. The 
aim was to discuss diagnostic and therapeutic guidelines for general practice, 
as well as training in health promotion and disease prevention. Furthermore, an 
objective was to review progress in the introduction of schemes for general 
practice education and training in the participating countries. A total of 
40 participants from 11 newly independent states (NIS) attended. In the 
discussion, the importance of having preventive and clinical/diagnostic 
therapeutic guidelines on national level in all NIS was acknowledged. 
Intercountry collaboration was seen as a valuable tool in developing guidelines. 
The meeting stressed the need for developing a training package in health 
promotion and disease prevention available in the official WHO languages. 
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Introduction 

The third Meeting on teaching and education in general practice/family practice within the 
framework of the St Petersburg Initiative Network took place in Bishkek, Kyrgyzstan, from 18 to 
20 November 1999. This meeting was jointly organized by the WHO Regional Office for Europe 
and the Ministry of Health of Kyrgyzstan. Among the 40 participants were representatives from 
11 newly independent states (NIS), specialists in the field of medical education, health care 
management and training of general practitioners/family doctors (Annex 2). Experts from the 
countries, where the system of rendering primary health care on the basis of general/family 
practice1 is well developed, presented the reports at the meeting. 
 
Dr Mårten Kvist, Technical Adviser, Primary Health Care Unit, WHO Regional Office for 
Europe, welcomed the participants of the meeting on behalf of the Regional Director of WHO 
and reviewed the issues which had been considered at the previous meetings. Dr Guljigit K. Aaliev, 
Deputy Minister of Health, Kyrgyzstan, greeted the participants on behalf of the Minister of 
Health. 
 
Professor Olga Kuznetsova, Russian Federation, was elected Chairperson and Professor Sergei Denisov, 
Belarus, was elected Rapporteur. 
 
In accordance with the agreement achieved at the second meeting in Lviv in 1998, the following 
topics were the objectives of the meeting in Bishkek: 

1. Development of clinical guidelines (standards, protocols) of diagnosis and treatment of major 
conditions in family practice. 

2. Teaching health promotion and prevention in family practice. 

3. Review of the development process of family practice in NIS. 
 
On the basis of the reports and from discussions it was noted that some progress in the 
development of family practice had been achieved in all the NIS. New chairs and centres of 
family practice had been established at medical schools in nearly all the participants’ countries 
(not yet in Azerbaijan), and centres of family practice have been set up and are functioning in 
many cities and in rural areas. 
 
The issues of diagnostic and therapeutic guidelines in general practice as well as training in 
health promotion and disease prevention in general practice were discussed in two working 
groups under the guidance of Dr Samvel Hovhannisyan (Group 1) and Dr Nazaraly N. Usubaliev 
(Group 2). 

Development of clinical guidelines 

Ms Juliet Miller, Coordinator, Scottish Intercollegiate Guidelines Network (SIGN), United 
Kingdom, presented the issues of preparation of documents (standards) beginning with the 
definition of the aim and tasks and formation of final decisions. 
 

                                                 
1 In this report the term family practice is used interchangeably with general practice. 
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SIGN was established in 1993 by the Academy of Royal Colleges and Faculties in Scotland, to 
sponsor and support the development of evidence-based clinical guidelines for the National 
Health Service (NHS) in Scotland. To date, SIGN has published 40 guidelines, with a further 
20 topics in development. 
 
Clinical practice guidelines have been defined as “systematically developed statements to assist 
practitioner and patient decisions about appropriate health care for specific clinical circumstances” 
(Field & Lohr, 1990). They are designed to help practitioners assimilate, evaluate and implement 
the ever-increasing amount of evidence and opinion on best current practice. Clinical guidelines 
are intended as neither cookbook nor textbook, but as an aid to clinical decision-making and 
service planning. Where there is evidence of variation in practice which affects patient outcomes 
and a strong research base providing evidence of effective practice, guidelines can assist doctors 
and other health care professionals in making decisions about appropriate and effective care for 
their patients. 
 
Research has shown that clinical practice guidelines can be an effective means of changing the 
process of health care and improving health outcomes. However, guidelines vary in the extent to 
which they produce the anticipated health gains. The presentation focused on those aspects of the 
guideline development process which affect the validity and acceptability of guidelines, and 
discussed the development methodology which SIGN has evolved to address these areas. Key 
elements of this methodology are that: 

• guidelines are developed by multidisciplinary, nationally representative groups; 
• a systematic review is undertaken to identify and critically appraise the scientific literature; 
• recommendations are graded according to the strength of the supporting evidence. 
 
An overview of the SIGN guideline development process is provided in Fig. 1. 

Selection of topic 
The experience of SIGN and other guideline developers has shown that selection of appropriate 
topics for guideline development is crucial. Guideline topics selected for inclusion in the SIGN 
core programme are chosen on the basis of the burden of disease, the existence of variation in 
practice, and the potential to improve outcome. To this must be added the requirement for robust 
evidence of effective practice on which to base guideline recommendations. 

Composition of the development group 
The process of developing guidelines should include participation by representatives of all key 
groups and disciplines affected, including relevant physician groups, patients, and other health 
care providers as appropriate. Guidelines should not be developed by academics and senior 
clinicians insulated from the day to day pressures involved in providing medical care: “Unless a 
guideline accurately reflects the routine working practices of most doctors it will act only as a 
gold standard to be admired” (Farmer, 1993). Widespread multidisciplinary participation is 
therefore important to ensure that: 

• all relevant scientific evidence will be located and critically evaluated; 
• practical problems with using the guideline will be identified and addressed; 
• stakeholder groups will see the guideline as credible and will cooperate in implementation. 
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Fig. 1. An overview of SIGN guideline development process 

1. Selection of guideline topics 

���� 
2. Composition of the guideline development group 

���� 
3. Systematic literature review 

���� 
4. Formation and grading of recommendations 

���� 
5. Consultation and peer review 

���� 
6. Publication and dissemination 

���� 
7. Implementation 

���� 
8. Review 

 
 

Systematic literature review 

Guidelines based on a consensus of expert opinion or on unsystematic literature surveys have 
been criticized as not reflecting current medical knowledge and being liable to bias. Guidelines 
should therefore be based on a systematic review of the evidence, i.e. the literature should be 
identified according to an explicit search strategy; selected according to defined inclusion and 
exclusion criteria; and evaluated against consistent methodological standards. The 
methodological assessment of each study included in the evidence base for the guideline focuses 
on those aspects of the study design that have a significant influence on the validity of the 
results. The result of this assessment will affect the level of evidence allocated to the paper, 
which will in turn influence the grade of recommendation that it supports (see below). 

Formation and grading of recommendations 

The process of synthesizing the evidence base to derive guidelines recommendations involves an 
(objective) assessment of the study design and quality (the systematic review stage described 
above) and a (perhaps more subjective) judgement on the consistency, clinical relevance and 
external validity of the evidence. The guideline recommendations are then graded to differentiate 
between those based on strong evidence and those based on weak evidence. This process is 
illustrated in Fig. 2. 
 
It is important to emphasize the grading does not relate to the importance of the recommendation, 
but to the strength of the supporting evidence and, in particular, to the predictive power of the 
study design from which that data was obtained. Thus, the grading indicates to users the 
likelihood that, if that recommendation is implemented, the predicted outcome will be achieved. 
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Fig. 2. Forming and grading recommendations 

 
 

Consultation and peer review 

SIGN holds a national open meeting to discuss the draft recommendations of each guideline. 
This takes place whilst the guideline is still in development and gives the guideline development 
group the opportunity to present their preliminary conclusions and draft recommendations to a 
wider audience. The benefits of the national open meeting are two-fold. 

• The development group obtain valuable feedback and suggestions for additional evidence 
which they might consider, or practical points relating to the implementation of the 
guideline. 

• The participants are able to contribute to and influence the form of the final guideline, 
generating a sense of ownership over the guideline across geographical and disciplinary 
boundaries. 

 
Guidelines should also be reviewed by independent expert referees prior to publication, to ensure 
the comprehensiveness and accuracy of interpretation of the evidence base supporting the 
recommendations in the guideline. 

Publication and dissemination 

Distribution of printed guidelines alone has been shown to be ineffective in achieving change in 
practice: guidelines are more likely to be effective if they are disseminated by an active 
educational intervention, and implemented by patient-specific reminders relating directly to 
professional activity (see below). However, guidelines must obviously be made as widely 
available as possible in order to facilitate implementation into practice. SIGN guidelines are 
disseminated in a number of ways: in addition to the printed guideline report, a “Quick 
Reference Guide” to the key recommendations is produced; and key messages for various 
groups, including primary care practitioners and patients, are identified and disseminated using 
existing networks wherever possible. All SIGN guidelines are also available free of charge on 
the SIGN website: www.sign.ac.uk. 
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Implementation 

Implementation is possibly the most important but least well understood element of the guideline 
process. Research has shown that no single intervention is effective in facilitating implementation 
and that active, targeted, multifaceted strategies appear to be needed. Support for guideline 
implementation in primary care in Scotland is provided by the Royal College of General 
Practitioners, which has an innovative programme of integrated projects focusing on the 
identification of potential barriers to and facilitators for implementation, based on the following 
principles: 

• offer a variety of educational initiatives; 
• provide information in an accessible format; 
• use national initiatives to promote local action, and 
• encourage multidisciplinary collaboration in implementation activities. 

Scheduled review 
Guidelines should carry a “sell-by” date stating when they will be reviewed and updated to reflect 
newly published evidence. Note that guidelines themselves may act as a stimulus to research: an 
important subsidiary outcome of the guideline development process is in highlighting gaps in the 
evidence base. Thus, guideline development, implementation, and review should be seen not as a 
linear process as in Fig. 1, but as a cycle of interdependent activities which act together to 
support improvement in standards of care, as illustrated in Fig. 3. 

Fig. 3. Guideline development circle 

 

Training in health promotion and disease prevention in general 
practice 

Dr Peter Makara, Technical Adviser, Country Health Policies, WHO Regional Office for 
Europe, presented the topic on training in promotion and disease prevention in general practice. 
He started by citing the Ottawa Charter, which identifies both valued outcomes and valued 
processes in health promotion. According to the Charter “health promotion is the process of 
enabling people to exert control over the determinants of health and thereby improve their 
health.” 
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Health promotion is described as a process, indicating that it is a means to an end, and not an 
outcome in its own right. Health promotion is an activity directed towards enabling people to 
take action. Thus, health promotion is not something that is done on or to people, it is done with 
people either as individuals or as groups. Participation and partnership are valued processes in 
health promotion. 

The purpose of this activity is to strengthen the skills and capabilities of individuals to take action, 
and the capacity of groups or communities to act collectively to exert control over the determinants 
of health. Thus, empowerment of individuals and communities are valued outcomes. 

In tackling the determinants of health, health promotion will include both actions directed 
towards changing determinants within the more immediate control of individuals (including 
individual health behaviours), and those largely outside the control of individuals (including 
social, economic and environmental conditions). Thus, actions which support healthy lifestyles 
and create supportive environments for health are also valued outcomes to health promotion. 

Poor definition and measurement of anticipated outcomes to health promotion activities has long 
been considered a stumbling block to progress. Better definition of anticipated outcomes 
precedes more relevant and convincing evaluations of health promotion programmes and 
activities, and better communication of what constitutes “success” in health promotion. 

Health outcomes and definitions of “success” in health promotion 
In many countries at the current time, considerable attention is being given to health outcomes. 
A health outcome in such cases can be defined as a change in the health of an individual or group 
which is attributable to an intervention or series of interventions. 

The driving force behind the attention to health outcomes is the perceived need to improve the 
effectiveness and efficiency of investments made by people and their governments in health, 
particularly in health services – so that the spotlight falls less on what is done and more on what 
is achieved. It is argued that concentrating on outcomes (rather than on inputs in the form of 
medical procedures/hospital beds and so on) provides a more rational way of deciding on what 
interventions will achieve greatest health gain for a given investment. 
 
A face value, health promotion would do well in such an environment, offering the potential of 
substantial health gains for relatively modest investment relative to other forms of health service. 
However, the rather complex and distant relationship between typical health promotion 
activities, and health outcomes expressed in terms of change in physical function or disease state, 
combined with the paucity of evidence relative to mainstream health system activities has made 
it difficult to achieve the progress which might be justified. Additionally, health outcomes which 
are defined mainly in terms of physical function or disease state, are not necessarily the same as 
the valued outcomes from health promotion referred to above. An outcome model for health 
promotion is presented in Fig. 4. 
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Fig. 4. An outcome model for health promotion 
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Health and social outcomes 
In the Ottawa Charter, health is defined as a resource for life, not the object of living. The social 
outcomes reflect this functional definition of health and in the model represent the top of the 
hierarchy – the end point of health and medical interventions. Thus, outcomes such as quality of 
life, functional independence and equity have the highest value in this model. Related to this, 
though not the only influential factor, are health outcomes which are more narrowly defined in 
terms of disease experience, physical and mental health status. 

Intermediate health outcomes 
Intermediate health outcomes represent the determinants of health and social outcomes. Health 
promotion is directed towards increasing people’s control over such determinants. Personal 
behaviours which provide protection from disease or injury (such as physical activity), or 
increase risk of ill health (such as tobacco use) are represented through the goal of healthy 
lifestyles. The physical environment can limit access to facilities, or represent a direct hazard to 
the physical safety of people; and economic and social conditions can limit people’s participation 
in society. These determinants are represented as healthy environments. These environments can 
both have an impact directly on health and social outcomes, and indirectly influence healthy 
lifestyles by making individual behaviours more or less attractive (for example by limiting or 
enhancing access to facilities to physical activity). Access to and appropriate use of health 
services are acknowledged as an important determinant of health status and are represented as 
effective health services. 

Health promotion outcomes 
Health promotion outcomes reflect modification to those personal, social and environmental 
factors which are a means to improving people’s control and thereby changing the determinants 
of health (intermediate health outcomes). They also represent the more immediate results of 
planned health promotion activities. 
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The cognitive and social skills which determine the motivation and ability of individuals to gain 
access to, understand and use information in ways which promote and maintain good health, are 
summarized as health literacy in the model. Examples of health promotion outcomes would 
include improved health knowledge and motivation concerning healthy lifestyles, and knowledge 
of where to go and what to do to gain access to health and other support services. Furthermore, 
like literacy itself, health literacy means more than being able to read pamphlets and make 
appointments. In the same way that literacy can be empowering by giving people the necessary 
skills and confidence (self-efficacy) to participate in everyday activities, including the political 
process, so too is health literacy intended to reflect this larger concept. 

Social mobilization includes organized efforts to promote or enhance the actions and control of 
social groups over the determinants of health. This includes mobilization of human and material 
resources in social action to overcome structural barriers to health, to enhance social support, and 
to reinforce social norms conducive to health. Examples of outcomes would range from 
improved social “connectedness” and social support, through to improved community 
competency and community empowerment. 

Healthy environments are largely determined by healthy public policy and organizational 
practices. Policy-determined legislation, funding, regulations and incentives significantly 
influence organizational practice. Thus examples of outcomes here would be changes to health 
and social policies directed towards improving access to services, social benefits and appropriate 
housing, and changes to organizational practices intended to create environments which are 
supportive to health. 

Health promotion actions 
Education consists primarily of the creation of opportunities for learning which are intended to 
improve personal health literacy, and thereby capacity of individuals and communities to act to 
improve and protect their health. Facilitation is action taken in partnership with individuals or social 
groups to mobilize social and material resources for health. Advocacy is action taken on behalf of 
individuals and/or communities to overcome structural barriers to the achievement of health. 

This approach can be used not only to illustrate the linkages between the different levels of 
outcomes, but also within levels. For example among the intermediate outcomes, action to create 
healthy environments may be both a direct determinant of social and health outcomes (for 
example by producing a safe working and living environment, or improving equity in access to 
resources) and separately influence healthy lifestyles, for example by improving access to 
healthy food, or restricting access to tobacco products. 

The different levels of outcome will occur according to different time scales, depending on the 
nature of the intervention and the type of social or health problem being addressed. 

Health promotion and primary health care 
The responsibility for health promotion is shared among individuals, community groups, health-
related professions, health and social service institutions and governments. Health promotion 
supports personal and social development through a number of measures, among which health 
education plays a vital role. 

Within a health promotion framework, the central aim of health education should be to build 
health competence among the general population. This requires programmes to empower people, 
to improve their self-esteem and to help them develop and use their physical, mental and 
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emotional capabilities to the fullest extent. This can be achieved by strengthening their decision-
making, interpersonal relationships and coping strategies, and emphasizing people’s options so 
that they can exercise more control over their lives. 

Health promotion must emphasize the economic, social and personal benefits of healthy living. It 
should adopt a positive approach that links health to environment, ecology and sustainable 
development. This means that health promotion is a key component of the HEALTH21 strategy, 
with health education as its main tool. Health education messages need to be linked to other 
efforts to ensure people gain access to the prerequisites for health. For example, the impact of 
health education will be strengthened if it is visibly linked to pricing and taxation policies for 
tobacco, alcohol and food products. Health education can also contribute to the promotion of 
settings for healthy living. In the case of health-promoting schools, this means using 
opportunities throughout the curriculum to study and discuss all aspects of health. Support can 
also be given to the adult population, to become effective advocates for environmental 
improvement, linking health to ecological concerns and sustainable development. 

Experience shows that effective national or federal health promotion institutes must have 
stronger mandates and a higher degree of autonomy. They can then provide leadership in 
developing strategy and mobilizing support at the community level, as well as providing 
technical and material resources, promoting research and disseminating new knowledge. These 
institutes should also develop educational courses and in-service training materials for all 
disciplines and professional groups. Training programmes for health promotion need to move 
from content input to competence output. 

Strategies for health education must include a mix of centralized and decentralized actions, 
which recognize every setting in the community as an educational opportunity and investment. 
For example, school and preschool health education, health promotion in the workplace and 
adult education can all contribute to physical fitness programmes. Self-help groups concerned 
with various disabilities or chronic diseases, as well as those for people wishing to stop smoking, 
control drinking or lose weight, are active in health education in many countries. Commercial 
organizations such as food suppliers are beginning to deliver health messages both at the 
workplace and in the marketplace. An important part of the strategy is to gain the confidence of 
such potential partners outside the health sector and to take the time to find ways of helping them 
achieve their own primary goals while delivering a health message. The emphasis needs to be on 
providing political, technical or financial support and on increasing awareness of health 
promotion opportunities among other groups and disciplines outside the health sectors. 

Health services should play a stronger role in promoting health and preventing disease by 
offering more health education. In primary health care, this will need innovative approaches to 
the organization of care, systems of remuneration and staffing arrangements. The basic and 
specific training of physicians, nurses and other health professionals must give greater emphasis 
to health promotion. This means not only the inclusion of new subject matter that addresses 
social, economic and psychological factors in lifestyle choices, but also the use of different 
training methods. 

Five main problem areas 
1. Health workers do not have much detailed knowledge of health promotion issues. Much of 

our work has convinced us that doctors, in particular, are very poorly informed about the 
concept of health promotion. Much of their advice tends to be based on rather vague 
generalizations. Their ways of helping people who consult them rely on knowledge which 
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is often only slightly better than that of the average Sunday newspaper reader. We have to 
presume that this is because of the poor level of teaching in preventive subjects and the low 
status of such subjects at the undergraduate and postgraduate levels. 

2. There is still a lot to do in order to develop teamwork within primary health care. Here 
again our observations indicate that the notion of integrated teams working together 
towards common objectives has not yet been achieved. Too often the existing teams are a 
collection of disparate, distinct specialities in loose approximation, sharing neither values, 
goals nor status. In particular, we found that in many cases different members of the “teams” 
had only scant knowledge about the skills, training or value systems of the other members. 

 
3. Record keeping is disorganized and not helpful for preventive activities. Many recent 

surveys have shown the lack of organization and poor record keeping systems of present 
day primary health care. It seems to us improbable that a satisfactory standard of preventive 
activity can possibly be undertaken without more attention to record systems and the basics 
of administration and management of primary health care. 

4. There is enormous variability between the best and the worst in present day primary health 
care. It seems apparent to the groups in charge of developing teaching materials that there 
are enormous differences: the best have taken to heart the notions of preventive work, 
patient-centred medicine and multi-professional working, while the worst are self-centred 
and determined to resist any change or even notions of change. The size of these very 
different strata and whether the overall picture is getting better or worse is indeed a matter 
for debate. 

5. Health workers need help in the skills of interviewing and assessment. Although these 
skills may be considered the basic “tools” of the trade, consumers consistently complain 
about the failure of health workers to communicate effectively or even to develop a 
satisfactory relationship with their clients. 

Country reports 

In the process of plenary sessions, the participants of the meeting presented short reports on the 
development of general/family practice and training of general practitioners in NIS. 

Armenia 

A health reform started in 1997 in Armenia. The initially developed strategy was later on 
included in a World Bank project. A chair of family practice was established at the Yerevan 
State Medical University. Although the undergraduate curriculum is still in preparation, in 1999 
a three-year curriculum for specific training in general practice was adopted. Twelve doctors 
have entered this scheme. At the National Institute of Health Care, 27 doctors have started a one-
year postgraduate training in blocks, covering a number of specialities. new teaching methods 
such as small group teaching, simulated patients, problem-based learning and skills laboratory 
are some of the inventions. In the three nursing schools, postgraduate teaching of family health 
nurses is also planned. Immediately after graduation, 4–6 months training courses are offered. 
 
The payment system for general practitioners (GPs) was changed to a capitation-fee-based 
system in 1997. From beginning of the year 2000, a system of re-accreditation of doctors are 
introduced. 
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Azerbaijan 
There are two medical schools and three nursing schools in Azerbaijan. The State University is 
responsible for the undergraduate education and the Postgraduate Institute for specific training in 
the different disciplines. In the fourth year of study, the students are taught about treatment of 
tuberculosis, malaria, poliomyelitis, as well as about safe motherhood and childhood issues 
raised by WHO and acknowledged by the Ministry of Health. At present, there are still separate 
tracks for paediatricians and medicine. Those who choose the paediatric track get a more 
comprehensive curriculum than those who are studying in the medicine track. In 1998, a State 
commission on health reform was established. Until now, there is no chair in General 
Practice/Family Medicine and no postgraduate education in the discipline. 

Belarus 
The preparatory stage of realization of family practice programme is to be completed in 1999 in 
Belarus. Facilities (chair, curriculum) for training of general practitioners have been provided at 
the institute of postgraduate education. Thirteen trainers were in 1999 trained in the Netherlands 
for three weeks. A total of 88 rural family practices (with 94 GPs) has been set up. In the rural 
parts of the oblast of Minsk, 10 pilot sites (with 13 GPs) were established. These were 
adequately supplied and equipped. Since January 1999 computerized registration of patients has 
been done in family practice. Support has been received through partnerships with the NIVEL-
Institute (WHO collaborating centre), Utrecht, the Netherlands. 

Georgia 
In 1997, the training of general practitioners begun in Georgia. A department for Family Medicine 
was recently established in Tbilisi. Eight doctors from five main polyclinics were trained in the 
United Kingdom for one year at University of London and later for one month at University of 
Essex. Some of them also received additional training in Sweden on primary health care 
management. They then became teachers on a one-year specific training course for 48 physicians 
selected on a competitive basis. Simultaneously, 36 nurses were trained. Support for the training 
has been received by the British Know-How Fund and the World Bank. 

Kazakhstan 
Beginning in 1992, the training of family physicians began in the Almaty Postgraduate Institute 
(API). To date, 818 doctors have attended the initial 2–4 months training courses. During 1996–
1998, GPs from Bristol University, United Kingdom, provided four two-week training courses 
for 30 physicians in two Almaty polyclinics. In addition, six doctors and two heads of polyclinics 
attended a study tour to United Kingdom. 
 
In 1997, the first specific training programme in family medicine started. Eleven doctors 
graduated this year. The students were sent to practice in Zhezkazgan, which has the most 
advanced training practices in the country. Today, only teachers from API are experienced 
enough to provide postgraduate training for trainees in specific training for family practice and 
in-service training for doctors in family practice. 

Kyrgyzstan 
The health reform in Kyrgyzstan was discussed after short presentations by a group of panel members. 
They were: Dr Vladimir Alekseyev, Professor Tulegen Ch. Chubakov, Ms Ainagot Isakova, 
Dr Kalyskan K. Kultaeva and Dr Acelle Sargaldakova. 
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A national policy document for health care reform was launched in Kyrgyzstan in 1994. With 
support from the World Bank and within the frame of MANAS national programme on health 
care reform, a centre of family practice (Republican Centre of Medical Personnel and 
Pharmacists) was established in Bishkek in 1997 and a Department at the Medical Academy in 
1998. Training and re-training of doctors and nurses is carried out simultaneously. Since 1997, 
totally 819 family doctors have been trained in Kyrgyzstan. The re-training is organized in three 
phases: In the first year training will take place in a training centre, serving 10 000 people; in the 
second year short-term release courses are organized and in the third year as distance education 
and self-education. In 1997, a specific training curriculum in family practice was introduced. 
This curriculum includes elements from 23 disciplines with both theoretical and clinical subjects. 
Thirty trained trainers are acting as teachers in this education. 

A Department for Higher Nursing Education was established in 1998. Support has been received 
through partnership with a Slovak University. Recently an Association of Family Doctor Teams 
was founded. 

Moldova 
In the Republic of Moldova, training of general practitioners started after the Ljubljana 
Conference in 1996. Units of family practice were established at regional polyclinics having the 
sufficient amount of professional family practitioners. Since 1997, there has been a three-year 
specific training curriculum in general practice, and since 1998 re-training of internists and 
paediatricians has been organized. A total of 1300 doctors have been trained over the last years 
in family practice. A Department of Family Practice was established in 1998 at the Medical 
University in Chisinau. The first Training Centre in Family Practice was supported with funds 
from Soros Foundation and Carelift International, USA. 
 
A bottleneck in the development is the lack of training posts at the university training centres. 
Also the salaries for trained family doctors have been debated, but no decision is yet taken. 

Russian Federation 
The development of primary health care in the Russian Federation is regulated by an order issued 
in 1992. At present the implementation of primary health care is in a transitional stage but will in 
2003 comprise the whole health care system. Profound changes have taken place in Arkangelsk, 
Kaliningrad, Petrosavodsk and St Petersburg. The reform has, however, faced strong resistance 
among the specialists. Since 1992, a total of 5000 doctors have been trained, or retrained, to act 
as family doctors. New teaching methods have been implemented, e.g. interactive teaching, use of 
simulated patients and distance education. A unified curriculum for specific training in general 
practice was approved in 1995. Great attention is paid to the preventive aspects in family 
medicine which have become part of the unified educational programme in family medicine. 
Several departments of family medicine have already started the 72-hour educational course 
“Prevention in family medicine” for general practitioners. This process is supported by several 
international programmes, which are implemented in Russia, sponsored by USAID, Know-How 
Fund and TACIS. 
 
Clinical diagnostic and treatment guidelines have been developed for some of the most common 
diseases. Diagnosis and treatment of hypertension was chosen to be the first experience of such a 
guideline development. The recommendations were jointly prepared by the Department of 
Family Practice at the Medical Academy of Postgraduate Studies in St Petersburg (MAPS) and 
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representatives of the Royal College of General Practitioners, United Kingdom. They were 
published in the Journal “Russian family physician” (1999, Vol. 3, Nr. 3). 

Tajikistan 
The health reform in Tajikistan started in 1993. Training of family doctors in Tajikistan is, since 
1996, provided at the faculty of General Medicine at the Tajikistan State Medical University. 
The faculty is offering both five years of basic training and three years of specific training in 
family practice. The first trainees will graduate from this programme in 2004. A chair in Family 
Practice was established in 1998 at the Tajikistan Institute of Postgraduate Training. Retraining 
of health professionals is implemented with a special curriculum totalling 1200 hours, distributed 
over 18 disciplines. Continuing medical education has been offered in the form of short-term 
courses for doctors organized with input from visiting lecturers. In 1995, the Republican Centre 
of Family Practice was opened. Two family practices have recently been established at city 
polyclinics in Dushanbe. Financial support is received through the World Bank. 

Turkmenistan 
A Department of Family Practice was recently established at the Turkmenistan Medical Institute 
by combining two chairs (therapy and paediatrics). A one-year specific training curriculum has 
been established in family practice. The total volume of the training amounts to 130 working 
days (520 hours). More than 3000 GPs are working in primary health care in Turkmenistan. 
Currently, 181 doctors have passed through the training scheme. In the exams, the trainees 
collect scores from visiting different OSCE2-stations, where their practical skills are assessed. 

Through a collaboration among 15 professors, national guidelines have been developed for 
training aspects of family practice. 

Uzbekistan 
A decree on health care system reform was passed in 1998. Training in family practice is 
provided as a separate track in the undergraduate education. Two of the seven medical schools in 
Uzbekistan have established departments of family practice. They are both located in Tashkent. 
The medical institute has a two-level system of training medical personnel: baccalaureate for 
training of general practitioners (5–7 years) and magistracy – postgraduate training of narrow 
specialists (<2 years). Until now 16 trainers and approximately 150 GPs have been trained in 
three pilot regions. The training units were equipped to meet European standards, through the 
support of the British Know-How Fund and World Bank. In 1998, input from experts from 
Germany proved to be successful. 

Conclusions and recommendations 

Conclusions 
1. The meeting acknowledged the progress in the implementation of family medicine in the 

NIS countries, particularly the establishment of Family Medicine departments in medical 
schools and academies in Armenia, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Moldova, 
Russian Federation, Tajikistan, Turkmenistan, Ukraine and Uzbekistan and the creation of 
national associations of family doctors. This is in line with recommendations from 
previous WHO meetings and reports, as well as the WHO Framework document and 

                                                 
2 OSCE = Objective Structured Clinical Examination. 
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targets accepted by the European Society of General Practice/Family Medicine 
(ESGP/FM-WONCA/Europe). 

 
2. The meeting considered it important to have preventive and clinical/diagnostic therapeutic 

guidelines on national level in all NIS countries. Guidelines can be worked out in different 
ways, either independently or using experiences from similar work carried out in other 
countries. However, guidelines should be adopted locally. In this process the involvement 
of general practitioners/family doctors is necessary. Working groups should be 
multidisciplinary with participant from other relevant professions. Participation of patients 
should also be considered in the development of the guidelines. 

3. According to conclusions of the previous meeting in Lviv, Ukraine, 1998, the participants 
reiterated the need for training in health promotion and disease preventions. WHO-
organized courses “Skills for change” are directed to enhance the capabilities of health 
professionals to deal with behavioural changes in the target population. Russian translation 
of related course material could be a valuable tool for every trainer in the form of a training 
package. At a later date, a manual in Russian language could be developed. 

Recommendations 
1. Working groups on development of guidelines in General/Family Practice should be 

established in each NIS country. 

2. Intercountry collaboration should include exchange of experience in development of 
guidelines, e.g. through communication in professional journals, internet and personal 
communications, etc. 

3. A training package for trainers in health promotion and disease prevention should be 
developed in the official languages of WHO. 
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Ministry of Health 
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Associate Professor, Chair of General Practice 
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St. Petersburg Medical Academy of Postgraduate Education e-mail: olgakuzn@infopro.spb.su 
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Tajikistan 
Dr Khuriyo Khisonova Tel/Fax: +3772214871 
Assistant, Family Medicine Department e-mail: health@tajnet.com 
Institute of Postgraduate Education 
Ministry of Health 
Zevczenko 69, Dushanbe 25 
 
Ms Sayohats Khasanova Tel/Fax: +3772 215507 
Personnel Manager e-mail: health@tajnet.com 
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