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Introduction

According to the new curriculum at the University of Split School of
Medicine for the 2010/2011 academic year, the Department of Family
Medicine based its teaching on its own expert and research work. The
adequacy of the communication with the patient, his or her family
and the social environment, as well as the concept of evidence-based
medicine (EBM) have been defined as the foundation of expert and
research work in family medicine. In accordance with this strategy,
the members of the Department are involved in conducting journal
clubs, Cochrane systematic reviews, research into the health of fami-
lies where the father is absent working abroad (there are many such
families with emigrant fathers in the region), and some are working
on developing student letters to patients as an instrument for encour-
aging communication and empathy. The proportion of theoretical
classes was reduced to provide more time for practice-based classes for
students. The Work Diary was also introduced, as well as the student
letter to the patient, practice of clinical skills and objective, structured,
clinical examination (OSCE). The assessment of students is performed
in four parts: the grade given by the student’s practice supervisor, the
grade for student letters to patients, the OSCE exam grade and the
written exam grade. Students achieved, on average, very high grades.
The Department is also involved in the course on clinical and social
skills to first and second year students, taking on the task of introduc-
ing students to patients and their surroundings.
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istry and Technology it also admits 25 stu-

Since 1974, School of Medicine at the Uni-
versity of Split (Split, Croatia), has been a
branch of University of Zagreb School of
Medicine (Zagreb, Croatia); in 1997 it be-
came an independent school of the Uni-
versity of Split (1). It admits 75 students of
medicine, 30 of dental medicine, and, since
2011, 25 students in an English language
program. Jointly with the School of Chem-

dents in the pharmacy program (2). It has
around 100 full or part time teachers, who
published 169 research articles in most pres-
tigious international peer-reviewed jour-
nals in 2010 (http://neuron.mefst.hr/docs/
znanost/ured%20za%20znanost/Znanstve-
na%20produkcija_graf_2000-2010.pdf).
School’s Department of Family Medicine
encompasses around 50 family medicine




physicians who work in the city of Split, in
Split surroundings and on Adriatic islands
in the Split-Dalmatian County. Two prob-
lems have traditionally burdened the De-
partment: the lack of systematic research in
the field and the fact that the organization
of Croatian health care system does not al-
low permanent engagement of family physi-
cians as teachers. They cannot be formally
employed even a small part of time, so their
engagement in teaching process is paid per
hour with a symbolic sum of money. This
further diminishes their motivation for re-
search, and often also for teaching.

According to the new curriculum of
the Faculty of Medicine, adopted in Febru-
ary 2010, and started with the 2010/2011
academic year in October 2010, classes and
examinations are standardized according to
Bologna standards, ie, after the Provisions of
Directive 2005/36/EC of the European Par-
liament and the European Council on rec-
ognition of professional qualifications from
7 September 2005. The program was drafted
using the recommendations of Mission of
experts for assessment of the situation in five
regulated professions in the health sector in
the Republic of Croatia conducted from 7 to
10 July 2008 for the new study program in
Medicine, and with the provisions of the Reg-
ulated Professions and Recognition of For-
eign Professional Qualifications Act passed
by the Croatian Parliament in 2009 (Offi-
cial Gazette no. 124/09). The program was
amended according to the European Com-
mission reviews received by the School to-
gether with the letter from Minister of Health
and Social care of the Republic of Croatia
from 24 January 2011 (class: 910-08/06-01/3,
reg. no. 534-07-2-2/3-11-16) (2).

Special emphasis is given to students’
clinical skills through an increase of the
time they spend in a direct clinical work
with patients (1, 2), and 60-70%, of the final
grade is earned during classes/semester and
30-40% during the exam itself. In this way,
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students are encouraged to give their best
during classes. By completing each stage, the
student collects points and takes the exam,
when all of the points are tallied and the fi-
nal grade determined (Figure 1).
Department of Family Medicine saw
the curriculum reform as a great chance to
reform, modernize and improve its orga-
nization and work, which received rather
enthusiastic encouragement and support by
the School’s management. The physicians in
the field (Split-Dalmatia County) were in-
terviewed on their wish to contribute to stu-
dents’ family medicine clinical practice and
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Figure 1 Development of the curriculum for family
medicine at the Medical School in Split in 2010.
Derived from the work and research of members
of the Department, and founded on Bologna
principles. CIBCC - Croatian Branch of Italian
Cochrane Centre.
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those who responded positively were ad-
opted as members of the Department. Com-
munication and the meetings of the mem-
bers of the Department were intensified, all
members interested to become engaged in
research (and take the track to achieve the
PhD degree, which is in Croatia a prerequi-
site for professorship) were offered research
themes and supervisors. Formal teaching
was shortened and field work extended,
and curriculum reformed in a number of its
aspects (Table 1). This article summarizes
those changes, which, together with our
encouraging first results, warrant our belief
that the new curriculum is worth describ-
ing, especially with respect to hard time that
education in family medicine has passed in
Croatia practically from its very beginnings.

Expertise and research as a foundation
and strategy for teaching

Strategically speaking, our new curriculum
integrates research and teaching, so that
each affects the other and they follow the
newest expert trends in family medicine.
Two major educational aims were to im-
prove student-patient communication and
introduce evidence-based medicine (EBM)
concept not only in the curriculum, but also
in our family medicine practice. The insis-
tence on student-patient communication we
based on the introduction of student’s letter
to the patient as an instrument of teaching
(exercise) and examination and, after the en-
couragement from the School’s management,
engagement of our teachers in the new course

Table 1. Basics of family medicine course content at the School of Medicine in Split

Competencies acquired

Distinguishing the particularities of health issues in ambulatory care. Ability of making clinical decisions. Recognition of
concrete relationships patient-family-family physician. Clinical skills performed on the level of family medicine physician.
Basic skills of acquiring evidence-based medicine information. Home treatment and monitoring of patients, prescribing
medications, keeping records, cooperation with consultants, team work and community work, legislation and funding.

Contents

Characteristics of family medicine practice, family physician’s tasks and scope of work, organization, financing and
operation of the family medicine in Europe. Characteristics of health problems in the family medicine. Medical records.
Cooperation with consultants, referral procedures for specialist examinations. Specific characteristics of the clinical
procedures for family physicians. Administration of drugs in the family medicine practice. Communication in family
medicine. Family and health. Home visits and home treatment, home care.

Particularities of care for patients in the family medicine. Evidence-based medicine. Levels of evidence in medicine.
Legally prescribed and optimal space of family medicine clinics. Equipment in the family medicine. Medical bag.
Organization of work, scheduling and receiving patients. Teamwork in the family medicine. Managing the family medicine
clinic as a business unit. Administrative and legal obligations of family physicians. Assessment of working ability. Health
educational and prevention activities as an integral part of the family physician’s work. Prescribing medication. Home
visits. Writing one letter per week to a selected patient.

Practical work in the School clinic, where students work under the supervision of a physician but as independently as
possible*. Examination, diagnosis, differential diagnosis and tests are written informally in relation to the patient in a form
of a seminar evaluated by the teachers.

Forms of teaching

Lectures (20 hours), seminars (60 hours), field work (with rotations of urban, rural and island offices 100 hours)

Method of knowledge assessment and examination

The final grade is obtained by scoring parts of the exam. Parts of the exam are: field work log, a letter to the patient about
his illness and the written and practical part - objective structured clinical exam (OSCE).

*Planned when the School’s office (under construction) is put in function.




Clinical and Social Skills, posed in the first
two study years of the School’s curriculum. It
turned out the School entrusted family medi-
cine to be the first to introduce students to
patients, as early as in the first study year.
Our plan to give significant emphasis to
EBM was founded on the fact that School
of Medicine in Split nourishes a rather ac-
tive Croatian Branch of the Italian Cochrane
Centre (3), which was successful in adequate
education of several young and enthusiastic
teachers. In this respect, we firstly formed a
group of teachers, family physicians and in-
terns who volunteered to master the basics
of EBM. Together they have regular meet-
ings, analyze articles related to the family
medicine field of expertise and prepare clin-
ical questions about problems from every-

v
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day practice and short evidence-based sum-
maries. Some teachers in the Department
perform research as part of the Cochrane
collaboration, as well as for the World
Health Organization. They are members of
three international groups working on the
following systematic reviews: “Celecoxibs
in osteoarthritis treatment”, “Probiotics in
fibromyalgia treatment” and “Effects of dif-
ferent duration of postnatal hospital stay on
the healthy survival of neonates during the
first year of life born through uncomplicated
vaginal delivery or Caesarean section”.
Special attention is devoted to improve
students’ communication with the patient
and his family, as well as with colleagues
(Figure 2). Members of the Department
have discussed this important issue on local

Lectures: 4h
1 | Seminars: 4h
Practicals: 4h
v Lectures: 10h _
. Department FM
Preclinical 2 | Seminars: 6h P
Practicals: 10h
3
4
Clinical
5
Clinical ro.tatlons: Z0SCEFM
~ the choice — letters to patient
6 betweenrural |——» P
— mentor
and urban area
) —test
— choice of mentor

0SCE Graduation

Figure 2 Position of education in family medicine within the curriculum of the Medical School in Split. In the
first and second study years, family medicine helps introduce students to patients, medical settings and basics
of communication with patients and colleagues. FM — family medicine; OSCE - objective structured clinical

examination.
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TV and in the local newspapers. One group
performs qualitative research about student
letters to patients as an instrument for de-
veloping communication and empathy. Joint
research is being planned with the Depart-
ment of Family Medicine in Ljubljana, about
health indicator differences between Slove-
nian and Croatian families.

A study about migrant families, “In-
fluence of long-term absence of the fam-
ily father due to economic emigration on
physical, psychological and social health of
family members at home country” is being
conceived with a German partner. The study
will be performed in Croatia and Germany,
and the teachers from our Department will
collaborate with German family physicians.

The members of the Department have
been offered several doctoral theses: about the
effects of fathers’ absence due to work abroad
on the health of family members, about the
quality of health care in primary health care,
and the specificities of health care on islands.
There are three doctoral theses in progress,
one of which is about to be completed. Re-
cently we took part in writing and submitting
a multilateral NATO project proposal.

Teaching in family medicine consists
of lectures, seminars and family medicine-
based practical classes. The Department’s
new policy is that the classes are not and
should not be a repetition of previous study
years and classes already taken. The students
should have already absorbed the knowledge
and skills; we believe that family medicine
needs to teach students what “only we know
and do’, i.e. those skills and topics that they
have not heard before, such as the organiza-
tion of primary health care, multi-morbidity,
preventive medicine, care of the elderly, man-
aging patients with addictions, the care of ter-
minal patients and home visits (4).

Lectures

The number of lectures has been significantly
reduced compared to the previous academic

years, in order to shorten the theoretical and
lengthen the practical classes. We have also
determined that, in teaching family medi-
cine, “problem-based” seminars are much
more useful to students than “ex cathedra”
lectures. Lectures topics include family med-
icine as a medical discipline, organization
of family medicine in Croatia and abroad,
systems and documentation, importance of
family medicine, family medicine in Europe,
and male and female health (Table 1).

Seminars

We try to encourage students to take an ac-
tive role in conducting the seminars by en-
couraging them to prepare in advance. We
begin the seminar with a short introduction,
upon which the discussion about practical
cases is commenced, with the seminar lead-
er acting as a moderator. Discussion on the
presented patient is followed by looking for
EBM answers on questions the discussion
opened on patient’s treatment and progno-
sis. Seminars cover the following topics: the
febrile patient, communication skills, elder-
ly health care in general medicine, protec-
tion of infants and small children, women’s’
health, managing addiction, treating cardio-
vascular risk factors, arterial hypertension,
treatment of the most common gastroin-
testinal diseases, treatment of depressive
patients, managing psychosomatic patients,
protection of mental health, diabetes in gen-
eral practice, urgent interventions in family
medicine, illnesses of the thyroid gland, ap-
proach to patients with locomotor system
problems, managing dizziness and head-
ache, rheumatic diseases, pharmacotherapy,
interactions, side effects, acute respiratory
infections, chronic respiratory illnesses, and
uropoietic system diseases (Table 2).

Practicals

Students undergo their practical classes in
two groups, one in the city (in 13 practic-
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Table 2 Key features of the new courses at the School of Medicine in Split — Clinical and Social Skills | (first
study year) and Il (second study year)*

Content of Clinical and Social Skills 1:

1.1 Clinical skills (consists of 6 modules, 5 hours each):
1.1.1 Basic procedures in emergency situations (simulators and models),
1.1.2 Basic procedures in emergency situations (computer programs),
1.1.3 Safe hospital environment, equipment and transport of patients,
1.1.4 Hygiene and preventative measures in hospital environment,
1.1.5 Basic principle of care for the patient,
1.1.6 Medications (preparation and application).

1.2 Procedural skills (consist of 5 modules on anatomical/pathological specimens, 2 hours each):
1.2.1 Skin suturing,
1.2.2 Intra-muscular, intra-dermal and subcutaneous injections,
1.2.3 Urethral catheterization,
1.2.4 Intra-articular injections,
1.2.5 Lumbar puncture.

1.3 Social skills (consists of 5 modules, 4 hours each):
1.3.1 The healthy family,
1.3.2 Basics of communication skills,
1.3.3 Basics of consulting skills,
1.3.4 Basics of counseling skills,
1.3.5 Dealing with difficult and demanding patients.

Examination related to the modules is done as objective structured clinical examination (OSCE) and contributes by 80% to the
subject final grade.

1.4 Practical application and monitoring of clinical and social skills where every student spends 25 hours in the hospital/
primary care environment (equivalent of 4 working days). Each student has a set of questionnaires, relating to the
performance of both clinical and social skills, observed amongst medical staff as well as the interaction between medical
staff and patients. These questionnaires and short essays are assessed and contribute by 20% to the subject final grade.

Content of Clinical and social skills 2:

1.1 Clinical skills (consists of 6 modules, 5 hours each):
1.1.1 Procedures in emergency situations: advanced module (simulators and models),
1.1.2 Procedures in emergency situations: advanced module (computer programs),
1.1.3 Medical documentation (organization, keeping, access),
1.1.4 Advanced clinical skills related to cardiovascular system,
1.1.5 Advanced clinical skills related to respiratory system,
1.1.6 Advanced clinical skills related to gastrointestinal system.

1.2. Procedural skills (consist of 5 modules on anatomical/pathological specimens, 2 hours each):
1.2.1 Arterial puncture and access,
1.2.2 Gastric intubation,
1.2.3 Abdominal puncture and drainage,
1.2.4 Thoracic puncture and drainage,
1.2.5 Airway establishment procedures.

1.3. Social skills (consists of 5 modules, 4 hours each):
1.3.1 Basics of team work management,
1.3.2 Basics of conflict resolution,
1.3.3 Basics of volunteering work,
1.3.4 Basics of special need care,
1.3.5 Basics of palliative care.

Examination related to the modules is done as OSCE and contributes by 80% to the subject final grade.

1.4 Practical application and monitoring of clinical and social skills where every student spends 25 hours in the social
and special care institutions (e.g., developmental disability centers, institutions for aged). Each student has a set of
questionnaires, relating to the performance of advanced communication and social skills, observed amongst staff as well
as the interaction between staff and patients/clients. These questionnaires and short essays are assessed and contribute
by 20% to the subject final grade.

*Both subjects include 85 hours of structured theoretical and practical teaching/instructions each, and they are divided into three parts: Clinical
and procedural skills: 40 hours; Social skills: 20 hours; Practical application and monitoring of clinical and social skills: 25 hours. Developed by
Professors Vladimir J. Simunovi¢, Ivica Grkovi¢ and Matko Marusié.
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Figure 3 Family practices, in which the students perform their internships in the field, are located in Split,
along the coast, in the hinterlands of Split (Dalmatinska Zagora), and the islands of Bra¢, Hvar, Vis and Korcula.

es in Split) or suburbs (5 practices around
Split), and the other in rural locations in-
cluding the Dalmatian islands (3 at Brac, 2
at Hvar, 3 at Vis and 1 at Korcula), the coast
(Orebi¢ and Kuna at the Peljesac peninsu-
la), and in the Dalmatian Hinterland (Mu¢,
Sestanovac, Imotski, Runovi¢i) (Figure 3). It
is these practical classes that students appre-
ciate the most and consider the most valu-
able part of their education. In the new cur-
riculum, we recognized the importance of
students spending time in family medicine
practices, and have accordingly adjusted
content and duration of students’ stay there.
Along with daily work with patients, under
supervisor supervision (5, 6), we have in-
cluded students in research and taught them
the advantages of using evidence-based
medicine in family medicine (7, 8).

Course examination

The actual grading is divided into four parts:
the grade from the practice supervisor, the
grade for “student letters to patients’, the
objective standardized clinical examina-
tion (OSCE) grade, and the written exam
grade — written test with 60 multiple-choice
questions (Figure 2). Each part brings the
student a certain number of points out of a
maximum of 100. The total number of points
determined the final grade, as follows: 55-65
points = sufficient, 66-75 points = fair, 76-85
points = very good, and 86 or more points
= excellent. Exam points are scored for the
following elements:

a.Grade from the practice supervisor,

0-20 points;




b.Two “letters to examined patient’, each
of which brings 0 to 10 points, to a
maximum of 20;
c.Objective standardized clinical exam
(OSCE), 0-30 points;
d.Written test / exam, up to 30 points (60
questions).
Students showed great motivation and
diligence during all parts of the assessment,
and scored on average very high grades.

Specifities of the new curriculum

A daily record of work was introduced as a
“Student diary”, which allowed better track-
ing of student work during practical classes
(Figure 4). It is the obligation of each stu-
dent to record into the Diary everything that
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he or she did in the practice that day. During
the first few days, the student works exclu-
sively under supervisor supervision, while
afterwards the independent work is encour-
aged. During one cycle of practical classes,
the student completely takes all the skills
necessary to conduct his or her own consul-
tations. The diary is also helpful in tracking
class attendance rates.

An obligation for students is also writ-
ing a letter to two of their patients about
the patient’s illness in a format that patients
can understand, taking into account the pa-
tients’ education, age, profession and social
status, in order to practice communication
skills. The student “sends” the letter to the
patient whom he had examined and tries to
explain everything about his condition in it.

STUDENT'S WORK DIARY

Date:

PATIENT'S
REASON FOR
ATTENDANCE

PATIENT'S TOPICS

TIME INITIALS

AGE

DISCUSSED WITH
MENTOR

STUDENT'S OWN
CONSULTATIONS (UNDER
MENTORSUPERVISION)

PARTICIPATION
IN OTHER
ACTIVITIES

STUDENT'S
COMMENTS

08:00-8:30

08:30-9:00

09:00-09:30

09:30-10:00

10:00-10:30

10:30-11:00

11:00-11:30

11:30-12:00

12:00-12:30

12:30-13:00

13:00-13:30

Signature of student:

Signature of mentor:

Figure 4 The students enter physical examinations and procedures they have performed during their time in the
family practice into the Work Diary. The diary serves as a reminder for exam preparation, as well as controlling

the attendance rate.
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That way, the letters become a useful indica-
tor of how the student is doing in the work
with patients. We used two forms of such
letters: “free-style” and “structured” (written
in four paragraphs: history of illness, cur-
rent symptoms and maladies, links between
current state and the history of illness, and
advice for the patient). In writing letters, the
student needs to show adequacy and clarity
in the description of the condition, knowl-
edge, adequacy of the recommendation to
the patient, empathy towards the patient
and neatness and correct usage of language.

During classes, we teach students how
to use evidence-based medicine in solving
clinical problems and thus improve health
care. We show them how to shape the pa-
tient’s problem as a clinical question (PICO
- patient; intervention; comparison; out-
come), search the literature in for the best
possible evidence and use it to solve the
problem. This educational effort follows the
paradigm that clinical practice based on evi-
dence should be part of daily work for fami-
ly medicine doctors in providing health care
to the patient (10).

OSCE is a standard way of the assess-
ment in family medicine (10, 11). The goal
of OSCE exam is to objectively assess the
competence of students in communication,
clinical exam skills, skills in performing
clinical procedures and clinical decision-
making in a limited time-span (12, 13). Such
an exam, as part of pre-graduate assessment,
has never been implemented at our Medical
School. Organizing an OSCE exam requires
significant effort, material and a large num-
ber of organizers. At least 15-20 members of
the Department took part in preparing and
executing our OSCE.

During practical classes, we tried to have
each student spend at least one day in tour-
ing the terrain with a district nurse, both in
urban and rural environments. This way, the
students had a much better look at the pa-

tients’ residence and ways of life, and noted
the value of district nurse’s work as a fam-
ily medicine team member who cares about
old, poorly mobile or disabled patients.

Clinical and social skills 1 and 2

The Department of family medicine will, as
of the academic year 2011/2012, takes part
in conducting classes in “Clinical and so-
cial skills 1 and 2”. Within the scope of these
classes, Departmental staff will get involved
in teaching the basics of communication
skills (how to establish communication, lis-
tening skills, empathy, types of communica-
tion, how to hold a therapeutic talk), while
2™ year students will be taught advanced
communication skills with patients and
their families as part of “Clinical and social
skills 2”. There, the student implements the
learned communication skills in reality, gets
to know the complicated relations within a
family, and determines the health problems
of each particular family (see figure 2 and
table 2). An early meeting of students with
the patient, at the beginning of their stud-
ies, contributes to learning communication
skills and a better understanding of the pa-
tient, and serves as an additional motivation
for successful studying (14, 15).

Student exchange

The Department is also involved in student
exchange with other medical schools. An
exchange has been arranged with the Fac-
ulty of Medicine of Ljubljana (Slovenia),
and Faculty of Medicine of Linkoping (Swe-
den). During the 2011 summer holidays,
three students participated in the work of
Ljubljana’s Department of Family Medicine.
They collected and sorted data for qualita-
tive research about Slovenian families. One
student is currently on an exchange visit to
McGill University in Canada.




Discussion

During the 2010/2011 academic year, teach-
ing and assessment of family medicine was
reorganized according to Bologna princi-
ples, and new contents were added (2). The
value of practical work in supervisor prac-
tices is the basic code of every change. Simi-
larly to the strategy of engaging students to
contribute in some areas of our research, the
professional, educational part of their work
is based on a “partnership” concept, where
the students are treated as young physicians.
We try to encourage and empower them to
work with the patients “instead of the doc-
tor’, and also “instead of the nurse” with,
naturally, appropriate control and assis-
tance. We believe that, besides introducing
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the first-year students to work with patients,
the function of family medicine is also to
complete students’ competences of the inde-
pendent work in health care. The practical
work for students in family medicine course
should include as little as possible presence
of their teachers. Scientific work is encour-
aged at the Department. These activities were
a part of the curriculum reform, which came
just at the right time as part of the process of
Croatia joining EU - we aimed at standard-
izing the curriculum to European criteria
and thus achieving better results in teaching
and increased students’ satisfaction (16).

It is obvious that being a family physi-
cian who also participates in teaching bears
enormous responsibility, and to participate
in science as well is an even bigger respon-

SUPERVISOR’S EVALUATION FORM

Grade from the supervisor includes:

routine maintenance of the Work Diary (per day and per hour),

punctuality and frequency of attendance,

interest in working with patients and diligence,
relationship with patients (communication and empathy),
knowledge and application to learning.

The mark awarded can range from 0 to 4, for a maximum of 20 points.

Student

Supervisor

Practice based teaching from

to

EVALUATION CRITERIA

POINTS

Routine maintenance of Work Diary

Punctuality and frequency of attendance

Interest in working with patients and diligence

Relationship with patients (communication and empathy)

Knowledge and application to learning

Total points

Figure 5The supervisor rates students according to 5 criteria: routine maintenance of the Work Diary, punctuality
and frequency of attendance, interest in working with patients, relationship with patients, knowledge and
learning. The mark awarded can range from 1 to 4, for a maximum of 20 points.
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sibility, but also a challenge and pleasure.
Our field of expertise, with its wide scope of
work and wide range of data collection, has
almost unlimited potential for research. By
conducting research, we acquire new skills,
broaden our knowledge and then trans-
fer this knowledge to students. This way,
we encourage students to join our research
work, so that they can gain critical assess-
ment skills early in their professional career.
We developed a “synergetic action” model
for the Department: expertise encourages
science, science affects teaching, and teach-
ing improves the whole field (Figure 1).
This way, all members of the Department
have found satisfaction and got involved,
and have gained faith in their strengths and
possibilities. The advantage of the Depart-
ment of Family Medicine is a large variance
in the terrains that our supervisors cover:
village - city, islands - coast — hinterlands
(Figure 3). This allows us to perform practi-
cal teaching in the environments in which
young graduate doctors are actually going to
work. The role of the supervisor is immea-
surably valuable here (17, 18, 19). The prac-
tice supervisors grade students according to
the following criteria: routine maintenance
of the Work Diary, attendance rate, inter-
est in working with patients, relations with
patients (communication and empathy),
knowledge and learning (Figure 5).

By employing a larger number of family
physicians to lead the practical classes, we
are trying to achieve the “gold standard” of
only one student per supervisor, which will
significantly improve the quality of classes.
Better education of current and newly in-
volved supervisors has encouraged us to
organize workshops for them. We are also
planning to introduce teaching materials in
digital format.

In short, the encouragement of research
led to introducing a new kind of teaching at
the Department. Research and expert work
increase class quality, better teaching is a

boon to further professional development,
which opens up room for new research. We
believe that a university teacher must also
be a scientist in order to become a better
teacher.
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